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(^mplete  information  for  usage  available  to  physicians  upon  request. 


ACTINEX 


TABLETS  & 
GRANULES 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L,  hulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults/’ ^ 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin/’  ^ 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman,  H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  (2) 
Path,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
(i)  McGivney,  J.:  Texas  State  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  & Hasp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  IVeekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 
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You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Announcing 

EUTRON 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


tS8  No.  E8?8 


EUTONYL' 


nc  PARGYUNE 
ZJ  HYDRO 
CHIORIOE 

Cuboo  festal 
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Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 
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Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.’-'*  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag.  S..  Schvartz,  N.,  Fletcher.  L.,  Fertig.  H., 
Schwartz,  M.  S.,  Quart,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec..  196.1. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406.  Oct.,  1961. 


New  EUTRON 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


B 
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BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  reciimhcnt  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being, 

This  is  in  distinct  contrast  to  most  I 

Other  antihypertensive  therapy.  vHiiv 
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Prescribing 
information  for 

EUTROIM 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  14  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 

912314 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 


PRECAUTIONS:  When  determ.ining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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help  drain 

the  stagnant  sinus 

gently 


Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  iessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Vs‘7o  solution  for  infants 
’AVo  solution  for  children  and  adults 
V4'7o  pediatric  nasal  spray  for  children 
solution  for  adults 
V2‘7o  nasal  spray  for  adults 
Vi'yo  jelly  for  children  and  adults 
1°7o  solution  for  adults  (resistant  cases) 


*Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 


In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 


solutions/sprays/jeily 


Current  Comment 

A Nebraska  Centennial  Health  Fair  — 

The  Lancaster  County  Medical  Society 
has  started  plans  for  a Nebraska  Centen- 
nial Health  Fair  to  be  held  in  1967.  Al-  i 
though  not  yet  100%  definite  as  to  timing,  i 
the  Pershing  Memorial  Auditorium  in  Lin- 
coln has  been  reserved  for  the  week  of  29 
April  1967  through  5 May  1967. 

Two  main  objectives  will  be  achieved  by 
the  Health  Fair.  The  first  will  be  to  in- 
form the  general  public  of  the  great  progress 
that  has  been  made  in  medical  science  and 
all  the  related  fields.  Those  who  attend  the  t 
Health  Fair  will  see  live  exhibits  with  audi- 
ence participation.  They  will  see  closed  cir- 
cuit television  showings  of  operations  per- 
formed locally.  They  will  be  able  to  talk 
personally  with  experts  in  virtually  every 
area  of  medical  science. 

The  second  purpose  of  the  Health  Fair 
will  be  to  stimulate  young  Nebraskans  to 
consider  careers  in  the  medical  science  and 
health  fields.  School  children  from  all  over 
Nebraska  will  be  urged  to  attend.  They  will 
be  able  to  talk  with  representatives  of  the 
medical,  dental,  veterinary,  and  pharmacy 
fields.  They  will  be  able  to  talk  with  mem- 
bers of  the  nursing  profession,  social  work- 
ers, music  therapists,  physical  therapists, 
occupational  therapists,  w o r k e r s in  the 
health  insurance  industry,  laboratory  tech- 
nicians, X-ray  technicians,  inhalation  thera- 
pists, nursing  home  operators,  hospital  ad- 
ministrators, members  of  the  pharmaceutical 
industry  and  members  of  the  many  other 
medical  and  paramedical  groups  that  are  a 
part  of  the  health  field. 

Associate  sponsorship  of  the  Health  Fair 
will  be  offered  to  medical  and  paramedical 
groups  throughout  the  entire  state,  and  the  , 
Lancaster  County  doctors  are  hoping  for 
wide-spread  cooperation  in  their  most  worth-  | 
while  venture.  It  should  be  noted  that  sim- 
ilar ventures  have  met  with  unqualified  suc- 
cess in  Denver,  Colorado  and  in  Fort  Worth, 
Texas.  In  the  latter  city  the  Health  Fail- 
had  a larger  attendance  than  the  annual 
Fort  Worth  Rodeo  and  Stock  Show.  This 
proposed  Health  Fair  in  Nebraska  will  be 
(Continued  on  paRe  8-A) 
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DEPROL 

meprobamate  400  mg.  -I- 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Czitlul  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benaclyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

MeproAa/uafe— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 

CO-S726 


EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


HAPPY  NEW  YEAR 

^ This  is  the  holiday  season.  It’s  only  a 
I week  from  Christmas  to  New  Year’s,  but 
there’s  a long  fifty-one  week  wait  until 
the  holidays  are  once  more  upon  us.  A 
state  association  has  this  characteristic  dis- 
tinguishing it  from  national  groups:  we  all 
pretty  well  know  each  other  and  names  rep- 

I resent  people  and  friends,  not  nonentities. 
There  may  be  nothing  at  all  medical  about 
the  turn  of  the  year,  but  it  is  a grand 
■ thing  to  stop  and  wish  us  well  each  time  we 
' go  around  the  sun,  and  what  better  time 

. than  now,  and  what  better  wish  than  Happy 

I New  Year. 

— F.C. 

1 

THE  PHILADELPHIA  STORY 

j The  House  of  Delegates  acted  on  the  fol- 
lowing subjects  during  the  19th  Clinical 
Convention  of  the  AMA,  November  28  to 
I December  1,  in  Philadelphia. 

1.  The  “usual  and  customary’’  fee  con- 
cept and  the  prevailing  fees  program  of  the 
National  Association  of  Blue  Shield  Plans; 
these  are  discussed  elsewhere  in  this  issue 
of  the  Journal.  The  house  supported  the 
“usual  and  customary’’  fee  concept  in  par- 
ticipation in  government  programs  and  urged 
this  concept  to  “all  third  parties.”  It  rec- 
ommended that  “the  concept  of  the  prevail- 
ing fees  program  of  the  NABSP  be  noted 
as  one  of  the  methods  of  compensation  in 
those  regions  where  the  prevailing  fees  pro- 
gram is  approved  by  the  local  or  state  medi- 
cal society.” 

2.  Abortion  and  sterilization.  The  House 
suggested  that  the  AMA  confer  with  other 
groups,  but  that  it  is  not  appropriate  to  rec- 
ommend legislation  for  all  states. 

3.  Billing  and  payment  for  Medical  Serv- 
ices. 

4.  Membership  dues.  A $25  per  year  in- 
crease, effective  January  1,  1967,  was  en- 
dorsed, but  must  go  before  the  House  for 
final  action  at  the  1966  Annual  Convention. 


5.  Organization  of  the  House  of  Dele- 
gates. When  the  number  of  delegates 
reaches  250  (it  is  now  236),  the  ratio  will 
be  changed  from  one  delegate  per  1000  mem- 
bers or  fraction  thereof,  to  one  per  1250 
members  or  fraction  thereof,  “in  electing 
further  delegates  to  represent  each  state 
association.”  As  accurately  as  we  can  count, 
we  have  1333  members. 

6.  Federal  health  care  laws:  Medicare 
and  the  Heart  Disease,  Cancer  and  Stroke 
Amendments. 

—F.C. 


THE  WONDERFUL  WORLD  OF  WORDS 

The  surgeon  wanted  to  know  the  size 
of  his  suture  and  the  nurse  was  counting 
sponges. 

“Is  this  number  three,”  said  the  doctor. 

“One,  two,”  said  the  nurse. 

“or  four?”  he  went  on. 

“three,”  said  she,  still  counting  sponges. 

This  is  a perfect  example  of  nonmeeting 
of  minds.  It  represents  a complete  break- 
down in  communication;  neither  doctor  nor 
nurse  knew  what  the  other  was  saying.  The 
danger  was  little,  but  how  often  is  it  great, 
for  our  very  lives  have  now  come  to  depend 
on  communication  in  modern  medicine. 
“The  patient’s  blood”  should  make  even  an 
eavesdropper’s  hackles  rise. 

“Dr.  Smith’s  X ray”  is  a dangerous  ex- 
pression; “room  356  bed  two’s  blood  pres- 
sure” is  confusing;  “the  new  patient’s  white 
count”  is  careless.  We  have  pleaded  long 
to  have  a patient  called  by  name,  but  it  so 
often  comes  out  “room  356  bed  two,”  or 
“the  emergency,”  or  “this  afternoon’s  case,” 
or  “the  D and  C.”  The  “emergency”  that  is 
scheduled  on  Saturday  morning  for  Sunday 
surgery  is  a strange  sort  of  emergency,  for 
if  it  is  urgent,  it  ought  not  wait  until  the 
next  day,  and  if  it  need  not  be  done  the  day 
it  is  scheduled,  it  is  hard  to  see  why  Mon- 
day will  not  do.  Physical  examination  re- 
veals, the  patient  denies,  the  cicatrix  are  all 
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stilted  and  circumlocutional  substitutions  for 
simpler  and  better  phrases ; bibliography, 
where  one  means  references,  is  a wonderful 
illustration  of  this  sort  of  thing.  What  de- 
tergent means  can  be  a deep  dark  secret. 
It  means  something,  but  it  is  an  elusive 
word  and  difficult  to  look  up  with  any  sort 
of  success,  and  I doubt  that  it  means  what 
it  is  supposed  to  mean  to  many  who  use  it 
unthinkingly.  What  was  once  identified  as 
sterile  distilled  water  has  become  sterile 
deionized  water.  This  was  done  without  ad- 
vance information  and  was  accepted  without 
question ; we  can  only  guess  at  what  it  means 
and  hope  that  it  is  what  we  think  it  is. 

There  is  a vast  amount  of  nonmedical  non- 
sense too,  as  stalemate  for  draw,  alibi  for 
excuse,  presume  for  assume,  cleansed  for 
cleaned,  and  gambit  for  opening.  In  addi- 
tion to  these,  we  now  hear  I’ll  be  there 
hopefully  and  he  reportedly  left  his  home. 
Some  of  this  may  be  all  right;  if  one  can 
probably  leave,  hopefully  and  reportedly  may 
be  no  worse,  but  they  have  not  ceased  to 
grate  on  our  ears.  Periphrasis,  or  putting 
things  in  a roundabout  way,  has  engulfed 
latinisms,  as  in  situ  for  in  its  original  posi- 
tion or  in  place,  per  se  for  by  itself,  bona 
fide  for  in  good  faith,  and  of  course  per 
annum  for  a year.  Biennial  and  biannual, 
as  well  as  bimonthly,  will  always  send  us, 
muttering,  to  the  dictionary,  often  to  find 
that  the  author  has  made  the  usual  mistake ; 
how  much  better  are  half-yearly  and  two- 
yearly.  It  all  reminds  us  of  the  prison 
whose  exits  were  guarded  while  the  con- 
vict escaped  through  an  entrance.  And  of 
being  asked  to  have  more  of  the  au  jus, 
or  to  admire  a chaise  lounge.  When  we 
were  undergraduates,  our  football  team  had 
a captain.  To  us,  a team  has  one  captain; 
the  term  co-captain  makes  us  wince.  How 
any  organization  can  have  more  than  one 
leader  escapes  us,  but  we  are  now  exposed 
to  the  phenomenon  of  six  or  eight  co-cap- 
tains meeting  in  midfield.  Perhaps  one  day 
we  will  have  22  leaders  and  no  one  to  follow. 

What  does  it  mean  when  an  enquirer  is 
told,  “He  is  doing  as  well  as  can  be  ex- 
pected?” Probably  the  prize  example  of 
saying  nothing  is  “his  condition  is  fair.” 
Fair  can  sound  good  and  it  may  have  an 


ominous  ring.  The  one  who  is  deceived  by 
this  kind  of  nonsense  is  oftener  the  speaker 
than  the  listener.  “He  is  holding  his  own” 
means  little,  if  anything;  it  does  not  sound 
good,  though  it  seems  to  want  to.  This 
kind  of  language  becomes  quite  different 
when  the  patient  has  achieved  national  or 
better  prominence.  Nonsense  then  piles  on 
absurdity,  till  we  have  all  come  to  recog- 
nize the  words  or  what  they  mean.  As  a 
president  expires,  we  are  told  that  he  is 
weaker  or  that  his  condition  is  deteriorat- 
ting;  as  the  silly  ones  translate  dying  into 
weakening  or  worsening,  we  have  learned 
to  retranslate  all  of  this  back  into  dying,  and 
what  is  the  use  of  all  this  running  away 
from  saying  what  you  mean?  No  one  gains 
anything  from  all  this  foolishness.  We  know 
how  communiques  (were  they  not  once  re- 
ports, or  even  bulletins?)  read  when  a king 
dies  (he  is  usually  gathered  to  his  fore- 
bears or  passes  away  peacefully  in  his 
sleep  and  only  a little  while  after  a reliably 
close  informant  is  certain  that  the  mori- 
bund celebrity  has  recognized  him)  and  we 
are  not  deceived.  But  to  be  told  that  this 
(king  or  president)  “is  no  ordinary  man”  is  to 
imply  that  kings  and  presidents  are  chosen 
on  the  basis  of  physical  fitness,  or  that  they 
have  something  to  saj^  about  when  they  will 
die. 

We  cannot  leave  the  world  of  words  with- 
out saying  that  we  have  found  two  words 
that  have  no  definition,  just  none  at  all.  They 
are  north  (or  south)  and  left  (or  right). 
East  is  where  the  sun  rises,  and  north  is  to 
its  left.  Left  is  where  north  is  if  you  face 
the  rising  sun,  or  where  the  heart  usually 
is,  and  we  have  gone  senselessly  around.  And 
at  the  poles,  where  there  is  no  east,  and 
where  the  sun  does  not  come  up  every  day? 
We  knoH'  which  is  our  left  hand,  but  how 
do  we  know?  We  should  be  happy  to  hear 
from  anyone  who  can  come  up  with  defini- 
tions of  these  words. 

Item : “The  blood  pressure  is  stable.” 

Now  stable  sounds  good  if  you  do  not  think 
about  it,  but  it  means  nothing.  It  was  70  and 
we  should  have  preferred  one  fluctuating 
wildly  at  120. 

Item;  “Prior  to  and  following.”  Isn’t 
that  before  and  after? 
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Item:  “Acceptable  risk.”  It  all  depends 

on  who  accepts  it. 

Item : “Currently.”  Why  not  now,  as  the 
ad  used  to  say? 

Item:  “Satisfactory.”  To  whom? 

Item:  “Don’t  give  me  gas.”  Now  air  is 

a gas,  cyclopropane  is  an  anesthetic  gas  (so 
is  halothane  vapor  and  so  is  “ether”  vapor), 
nitrous  oxide  is  “gas.”  We  have  tried  first, 
to  distinguish  between  these,  and  second,  to 
translate  don’t  give  me  gas  into  don’t  put 
a mask  on  my  face  while  I am  wake,  but 
none  of  this  was  any  good;  it  has  always 
appeared  after  merely  beginning  such  a dis- 
cussion, that  the  patient  neither  knew  what 
he  meant  nor  cared  very  much. 

Item:  “The  patient  is  being  prepared 

for  definitive  surgery.”  This  word  makes 
up  in  sound  for  what  it  lacks  in  meaning. 

Item:  “The  prognosis  is  guarded.” 

That  did  it. 

— F.C. 


PREVAILING  FEES 

An  activity  of  the  past  year  has  been 
the  development  and  experimental  use  of  the 
“Prevailing  Fee”  concept  as  a further  step 
in  Medical  Association  sponsored  Blue  Shield 
benefit  programs. 

If  the  medical  profession  is  to  continue  its 
outstanding  leadership  in  the  field  of  volun- 
tary prepayment  health  insurance,  it  must 
continue  to  experiment,  to  explore  unchar- 
tered areas,  to  conduct  some  pilot  plans,  to 
expand  the  “service  benefit”  principle. 

“Prevailing  Fees”  are  based  on  the  usual 
and  customary  fee  approach.  The  “Usual 
and  Customary”  concept  has  been  delineated 
by  some  state  Medical  Associations  as  fol- 
lows. The  “Usual  Fee”  is  that  fee  usually 
charged,  for  a given  service,  by  an  indi- 
vidual physician  to  his  private  patient.  A 
fee  is  “Customary”  when  it  is  within  the 
range  of  “Usual  Fees”  charged  by  physicians 
of  similar  training  and  experience  for  the 
same  service  within  the  same  specific  and 
limited  geographical  area.  A fee  is  “Rea- 


sonable” only  when  it  satisfies  the  above 
two  criteria. 

Service  benefits  or  paid  in  full  programs 
are  in  more  demand  than  ever  before  in 
our  present  credit  card  economy.  In  our 
present  economy  of  total  consumption,  where 
all  out  customer  spending  is  the  essential 
ingredient  for  continued  prosperity,  few 
families  with  an  income  of  less  than  $9,000 
a year  have  ready  cash  available  for  a medi- 
cal or  any  other  kind  of  an  emergency. 
Hence,  it  is  necessary  for  Medical  Associa- 
tions and  their  subsidiary  Blue  Shield  Plans 
to  develop  programs  and  contracts  that  will 
satisfy  both  the  subscriber  and  the  physician. 
The  “Prevailing  Fee”  concept  is  a method 
of  providing  coverage  for  members  on  a 
basis  that  would  include  both  predictability 
of  cost  as  well  as  “Paid  in  Full”  benefits 
for  approximately  90%  of  members  covered 
in  a plan  area.  Enactment  of  the  Prevail- 
ing Fee  concept  is  direct  and  tangible  evi- 
dence that  the  medical  profession  is  ready, 
willing  and  able  to  provide  a high  quality  of 
medical  care  and  a practical  method  to  fi- 
nance the  care.  It  is  indeed  proof  that  the 
medical  profession  is  dedicated  and  respon- 
sible in  changing  times. 

— Arthur  Offerman,  MD 


Another  Warning  Concerning  Antibiotics  — 

Ormond  S.  Culp,  MD,  Head  of  the  Sec- 
tion on  Urology  at  the  Mayo  Clinic,  and  a 
frequent  visitor  to  Nebraska  medical  meet- 
ings, re-emphasized  the  need  for  caution 
in  the  use  of  antibiotics  when  he  talked  be- 
fore members  of  the  Omaha-Midwest  Clinical 
Society  at  their  recent  annual  meeting.  He 
said,  “I  do  not  object  to  first-bout  treatment 
of  urinary  tract  infections  with  antibiotics 
or  drugs  as  long  as  the  physician  is  certain 
an  infection  exists  and  as  long  as  he  does 
not  continue  such  treatment  over  excessively 
long  periods  of  time.  But  for  long-continued 
infection,  or  for  recurrent  infections,  the  doc- 
tor must  consider  the  possibility  of  underly- 
ing causes,  such  as  tumors,  stones,  and  stag- 
nation of  urine  due  to  impaired  drainage. 
These  underlying  sources  must  be  discovered 
and  cured  before  the  infection  will  disap- 
pear.” 
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Comments  from 
Your  President 

There  has  never  been  or  ever  will  be  com- 
plete agreement  between  the  majority  of 
physicians,  particularly  in  Nebraska,  and 
i\Ir.  W'ilbur  Cohen  on  the  physiological  view- 
point and  convictions  with  reference  to 
^Medicare  and  his  principles  of  government. 
At  present,  Mr.  Cohen  has  the  upper  hand. 
Because  of  this,  the  medical  profession  has 
to  be  constantly  vigilant  in  regard  to  the 
interpretation  of  all  federal  health  laws  and 
their  regulations.  At  the  present  time  un- 
derstanding Public  Law  89-97  is  almost  like 
grabbing  hold  of  an  ameba.  The  Associa- 
tion’s Committees  and  our  Representative 
on  the  Governor’s  Board  supervising  impli- 
cation of  this  law  have  a complexity  of 
duties.  The  task  has  not  been  and  will  not 
be  easy.  Title  XVIII  is  still  under  considera- 
tion by  almost  daily  meetings  by  advisory 
groups. 

Title  XIX  is  another  problem.  It  is  in- 
tended to  provide  a more  effective  program 
for  the  needy  in  all  age  groups.  This  part 
of  the  law  is  really  the  physician’s  concept 
of  helping  the  needy.  Interpretation  and 
physician  participation  in  this  section  is  go- 
ing to  be  formulated  at  a state  level.  Legal 
advice  and  probable  new  state  legislation 
may  be  required  to  implement  this  section. 
The  AMA  will  sponsor  a meeting  in  Chicago 
January  20th  and  21st,  1966  to  discuss  Title 
XIX.  ^Members  of  your  Association  will  at- 
tend this  meeting. 

Public  Law  89-237,  Heart  Disease,  Can- 
cer, and  Stroke,  also  places  major  respon- 
sibility on  the  states  for  both  state  and  re- 


gional programs.  The  Advisorj'  Committee 
must  have  major  physician  participation. 
Preliminary  meetings  have  been  held  re- 
garding this  State  Advisoiy  Committee  and 
will  probably  be  announced  in  the  near  fu- 
ture. 

Responsibility  in  the  present  day  medical 
economic  program  presented  by  recent  na- 
tional legislation  cannot  be  delegated  to  out- 
siders. Your  Association  and  its  Staff  must 
formulate  and  carry  out  today’s  and  tomor- 
row’s program.  This  requires  adequate  fi- 
nancial support.  Our  budget,  with  the  in- 
creased activities  during  this  last  year,  is 
now  narrowly  in  balance.  This  problem  will 
have  to  be  discussed  by  the  Board  of  Coun- 
cilors and  their  decisions  sanctioned  by  the 
House  of  Delegates.  If  we  are  going  to  con- 
tinue to  attempt  to  work  out  of  the  trap  we 
are  in,  there  must  be  a few  nickels  “tossed 
on  the  drum  head.’’ 

W.  D.  WRIGHT, 

President 
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TRY  DEPROE- 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

A LOGICAL  FIRST  CHOICE 

usually  restores 
normal  sleep  quickly 
by  helping 
to  lift  depression .. . 
calm  associated  anxiety, 
tension,  and  rumination 

Wallace  Laboratories  / Crcmbury,  N.  J.  c-=v4i 
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11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAD£-MARK  <Sl 


things  go 

better,! 

^with 

Coke 


A Nebra.ska  Centennial  Health  Fair — 

(Continued  from  page  6-A) 
of  benefit  to  all  Nebraskans.  School  children 
will  learn  about  the  vast  opportunities  in  the 
medical  area.  This  will  enable  them  to  make 
more  intelligent  choices  concerning  a pos- 
sible career  in  medicine  or  allied  health 
fields.  Families  will  benefit  as  mothers  and 
fathers  learn  much  of  the  why  and  how  of 
health.  Aging  persons  will  learn  of  modern 
methods  for  treating  diseases  common  to  the 
older  age  group.  All  public  and  private 
groups  and  organizations  seeking  specific 
goals  in  medicine  and  health  fields  will 
benefit  through  better  public  understanding. 
The  general  public  will  benefit  by  the  pres- 
tige brought  to  Nebraska  by  this  ambitious 
program. 

I’hysicians  Hit  the  Books  — 

The  American  Medical  Association  has  ob- 
served that  good  doctors  never  stop  study- 
ing and  that  today’s  doctors  are  studying 
more  than  ever.  Attendance  has  gone  up 
sharply  in  recent  years  at  medical  “refresh- 
er” courses  offered  in  this  country.  The 


number  of  post-graduate  courses  offered  has 
increased  more  than  50%  in  the  past  five 
years.  Enrollment  figures  are  incomplete, 
but  71,000  doctors  registered  in  half  of  the 
total  number  of  courses  offered  in  1964. 
Ten  years  ago  there  was  a comparable  en- 
rollment of  18,800. 

Nebraska  Doctors  Attend  White  House 
Conference  on  Health  — 

Dan  Nye,  MD  of  Kearney,  President- 
Elect  of  the  Nebraska  State  Medical  Asso- 
ciation; Cecil  Wittson,  MD,  Dean  of  the 
University  of  Nebraska  College  of  Medi- 
cine, and  Richard  Egan,  MD,  Dean  of  the 
Creighton  University  School  of  Medicine 
were  among  800  persons  who  attended  a re- 
cent two-day  conference  on  health  called  by 
President  L.  B.  Johnson. 

Dr.  Wittson  reported  that  subjects  dis- 
cussed included  methods  to  provide  for  the 
additional  medical  manpower  needed  in  the 
future,  international  cooperation  in  the 
health  fields,  and  improvement  of  medical 
libraries. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
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ilmour-Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  432- 1 246  Phone  432-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 


— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


I 

Esfablished  1927 


‘There  goes  Junior’s  birthplace!” 
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i lower  mg.  intake  per  24  hours 
I 600  mg.  versus  1000  mg. 


Days  1 

2 

3 

4 

5 

6 

duration  of 

herapy,  tetra 

cycline 

duration  of  activity,  tetra 

cycline 

duration  of  therapy 
DECLOMYCIN  demethytc 

hlortetracycl 

ne 

duration  of  activity  | I 

1 DECLOMYCIN  demethylchlortetracycline 

1 1 *-  » 

1-2  days’“extra”activity 


higher 

activity  ieveis 
than  other 
tetracyciines- 
with  iess 
peak-and-vailey 
fluctuation 


3.0- 


12  hours 

between  doses 

the  option  of  b.i.d.  dosage 


the“extra”beneflts  raise  the  jOlV/TViPTlV^ 

level  of  antibiotic  control  DEMEliraX3HIX)KrETRACYCLINE 


150  mg.  CAPSULES 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary 
tract  and  others— in  the  young  and  aged— the  acutely  or  chroni- 
cally i||_when  the  offending  organisms  are  tetracycline-sensitive. 
Side  effects  typical  of  tetracyclines  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of 
nonsusceptible  organisms,  tooth  discoloration  (if  given  during 
tooth  formation)  and  increased  intracranial  pressure  (in  young 
infants).  Also,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage 


in  impaired  renal  function.  Because  of  reactions  to  artificial  or 
natural  sunlight  (even  from  short  exposure  and  at  low  dosage), 
patient  should  be  warned  to  avoid  direct  exposure.  Stop  drug 
immediately  at  the  first  sign  of  adverse  reaction.  It  should  not  be 
taken  with  high  calcium  drugs  or  food;  and  should  not  be  taken 
less  than  one  hour  before,  or  two  hours  after  meals. 

Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d. 


LEDERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York( 


8035*9720 


at  Merck  Sharp  & Dohme... 


understanding 


• • • 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

^MERCK  SHARP& DOHME  Division  0(  Merck  4 Co  .InC  . WesI  Po'ml.  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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Butazolidin^alka 

phenylbutazone 
dried  aluminum 

100  mg. 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 
homatropine 

150  mg. 

methylbromide 

1.25  mg. 

Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That's  why  it’s  logical  to  start  therapy  with 
I Butazolidin  alka — you'll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

I Obtain  a detailed  history  and  a complete 
I physical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804  P 


Geigy 


I 


On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  &■  French  Laboratories 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 


Susceptibility  Results 
Staphylococci  ^ ^ ‘ 

# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  1962  88.6% 

5,440 1963 88.0% 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci  ‘ 


2,448  1962  89.5% 

1,519  1963  95.2% 

2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  v/fro',  TAO  had  an  over- 
all  effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /f-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  sfaphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al:  Clinical  Medicine  70.547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1:185-256  Uuly-Aug.)  1964. 


[triacetyloleandomycin] 


J.  B Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being  ■ 
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OMAHA  OFFICE:  Robert  C.  Schmitz,  Representative 
9132  Dorcas  Street,  Omaha  Telephone  402-393-5797 

Mailing  Address:  Elmwood  Station,  Box  6076,  Omaha  68106 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate<ontaining  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
4??*  WALLACE  LABORATORIES 
\£f,Cranbury,  N.J.  cm.s76i 


Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone* 


Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— ^25  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 

upon  request.  Eli  Lilly  and  Company,  oiiEfy 

Indianapolis,  Indiana.  50'2«> 
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ARTICLES 


The  Acute  Abdomen 

Complicating  Pregnancy* 


Acute  abdominal  problems  com- 
plicating pregnancy  are  re- 
markably uncommon.  For  ex- 
ample, it  is  variably  reported  that  acute 
appendicitis  will  occur  in  from  one  per  1000 
to  one  per  5000  pregnancies.  This  would 
result  in  less  than  ten  such  cases  per  year 
in  the  state  of  Nebraska.  Surgical  interven- 
tion for  cholecystitis  is  deemed  necessary  in 
about  one  per  6000  pregnancies.  Sand- 
weiss,®  in  a review  of  the  world  literature, 
could  find  only  14  cases  of  maternal  mortal- 
ity resulting  from  complications  of  peptic 
ulcer.  Harei’2  found  an  incidence  of  one 
in  3600  pregnancies  that  required  laparot- 
omy for  bowel  obstruction.  The  one  dis- 
senting note  seems  to  be  the  rising  incidence 
of  complications  from  blunt  trauma.  This, 
of  course,  reflects  an  increasing  number  of 
automobile  accidents.  From  this  recitation 
it  is  obvious  that  no  one  is  able  to  speak 
with  any  degree  of  authority  on  the  sub- 
ject. In  reviewing  the  literature,  it  becomes 
evident  that  the  tendency  is  to  over-diag- 
nose  the  acute  abdomen  in  pregnancy. 

Undoubtedly  one  of  the  most  perplexing 
problems  in  pregnancy  is  the  differential  di- 
agnosis of  appendicitis.  Confusion  frequent- 
ly stems  from  the  nausea,  vomiting,  and  leu- 
kocytosis of  pregnancy.  Add  to  this  the 
frequently  occurring  so-called  round  liga- 
ment pain,  constipation,  and  the  possibility 
of  appendicitis  becomes  a frequent  specter. 
In  the  early  months  of  pregnancy,  appendi- 
citis is  not  much  different  from  its  non- 
gravid  appearance.  In  the  latter  months, 
however,  because  of  the  loss  of  gastric  tone, 
the  commonly  seen  epigastric  onset  of  pain  is 
absent.  As  the  cecum  is  moved  up  and  lat- 
eral, the  onset  is  in  the  right  flank.  For 
the  same  reason,  the  point  of  maximum  ten- 
derness usually  moves  upward.  Rigidity  is 
often  lacking,  due  to  the  stretching  of  the 
abdominal  musculature,  even  in  a fairly  ad- 
vanced peritonitis.  Referred  pain,  so  dear 
to  the  clinician’s  heart,  is  frequently  miss- 
ing because  of  the  inter-position  of  the  en- 
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larging  uterus.  Rectal  and  vaginal  exam- 
inations are  useful  only  in  a negative  sense. 
The  temperature  will  remain  under  102°,  ex- 
cept in  advanced  peritonitis,  and  is  helpful 
in  the  differential  diagnosis  of  right  pyelo- 
nephritis. In  Bassett’s^  series,  three-fourths 
of  the  cases  reviewed  showed  a temperature 
under  100°  F.  Most  authors  feel  that  the 
leukocytosis  of  pregnancy  rarely  extends 
above  the  12,000  per  cubic  mm  mark.  Ap- 
pendicitis will  practically  never  present  with 
a count  below  8000.  In  the  59  cases  re- 
viewed by  Bassett,!  13  had  counts  less 
than  12,000,  and  five  less  than  10,000.  In 
McCorriston’s®  series,  one  third  were  below 
12,000. 

Appendicitis  is  more  treacherous  during 
pregnancy,  basically  because  of  the  pregnant 
abdomen’s  inability  to  localize  the  process. 
This  is  partly  due  to  the  upper  displace- 
ment of  the  small  bowel  and  omentum  away 
from  the  semi-fixed  cecum.  Also,  when  the 
uterus  forms  part  of  the  abscess  wall,  as  is 
often  the  case,  its  constant  changing  of  po- 
sition and  contraction  prevents  proper  local- 
ization. The  removal  of  a non-ruptured  ap- 
pendix will  only  occasionally  result  in  a pre- 
mature labor.  On  the  other  hand,  general- 
ized peritonitis,  or  abscess  formation,  involv- 
ing the  uterus,  will  almost  invariably  result 
in  rapid  onset  of  labor.  Only  when  in  active 
labor  is  there  a question  of  delaying  surgical 
removal.  This  delay  should  never  consist 
of  more  than  three  to  four  hours,  and  that 
tempered  by  the  general  condition  of  both 
the  mother  and  fetus. 

Prior  to  analgesia,  the  point  of  maximum 
tenderness  is  marked  in  the  abdominal  wall 
and  the  patient  is  placed  on  the  table  in  a 

♦Presented  at  the  Tenth  Meeting  of  Nebraska  State  Obstetrics- 
Gynecology  Society,  Las  Vegas,  December,  1964. 
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semi-left-lateral  position  by  supporting  the 
right  half  of  the  body  on  soft  sand  bags  or 
rubber  pillows.  The  patient  is  then  se- 
cured in  this  modified  kidney  position  with 
wide  strips  of  adhesive.  Thus  positioned, 
the  large  uterus  will  fall  into  the  left  lower 
abdomen.  A muscle-splitting  incision  over 
the  point  of  maximum  tenderness  is  gener- 
ally favored,  but  it  has  been  pointed  out  by 
Bassett^  that  even  vertical  incisions  just 
prior  to  labor  seem  to  produce  no  increased 
incidence  of  hernia  or  dehiscence.  Only  very 
rarely  will  it  be  necessary  to  evacuate  the 
uterine  content  for  proper  exposure  of  the 
appendix.  Developing  fetal  distress  during 
appendectomy  is  indication  for  immediate 
cesarean  section.  This  is  best  accomplished 
through  a second  incision,  utilizing  the  extra- 
peritoneal  approach  to  avoid  contamination. 
Exploration  of  the  pelvis  at  the  time  of  ap- 
pendectomy; the  use  of  drains,  antibiotics, 
or  Progesterone  seem  to  have  little  to  do 
with  the  outcome  of  pregnancy. 

In  general,  although  appendicitis  is  rare, 
it  is  a treacherous  disease  in  the  latter 
months  of  pregnancy  and  if  allowed  to  pro- 
ceed to  perforation  is  attended  by  a re- 
markably high  fetal  and  maternal  mortality. 

I think  it  can  be  concluded  that  a carefully 
performed  appendectomy  on  an  unperforated 
appendix  will  result  in  so  few  incidents  of 
premature  labor  that  one  may  Avell  be  justi- 
fied in  the  removal  of  a greater  number  of 
normal  appendices.  The  rapidity  Avith  Avhich 
appendicitis  proceeds  to  perforation  in  the 
pregnant  state  Avould  make  prolonged  ob- 
servation a most  hazardous  course  and  it 
Avould  seem  perfectly  legitimate  to  break  a 
surgery  schedule  Avhen  this  diagnosis  has 
been  reached. 

The  inflamed  gallbladder  represents  al- 
most a diametrically  opposite  problem  to 
that  of  appendicitis  complicating  pregnancy. 
Only  rarely  is  surgical  removal  indicated. 
Careful  medical  management,  including  diet, 
antispasmodics,  and  antibiotics  Avill  usually 
control  the  situation.  The  interposition  of 
the  elevated  omentum  helps  to  protect  the 
uterine  Avail  from  the  irritation  of  the  in- 
fectious process.  Recurring  episodes  of  colic 
or  developing  jaundice  make  surgery  man- 
datory and  most  authors  generally  feel  that 


pregnancy  adds  little  to  the  difficulty  of 
removal.  Cholecystectomy  is  generally  fav- 
ored OA’er  drainage,  although  maternal  or 
fetal  distress  or  difficult  exposure  are  indi- 
cations for  the  latter.  A fetal  loss  of  up- 
AA^ard  to  15%  can  be  expected. 

Bowel  obstructions  during  pregnancy,  par- 
ticularly those  due  to  adhesions,  are  becom- 
ing more  common.  This  reflects  an  increas- 
ing number  of  abdominal  operations.  Harer,^ 
in  revieAving  the  University  of  Pennsyl- 
A’ania’s  material,  found  an  incidence  of  one 
per  3600  pregnancies.  The  classic  triad  of 
pain,  vomiting,  and  obstipation  must  direct 
the  obstetrician’s  attention  to  the  possibility 
of  intestinal  obstruction.  The  overAvhelming 
number  of  these  Avomen  Avill  give  a history  of 
moderate  to  severe  constipation  during  the 
early  months  of  pregnancy.  The  pain  in  the 
early  stages  of  obstruction  Avill  be  crampy 
in  nature  and  easily  confused  Avith  gastro- 
enteritis, or  even  early  labor,  and  it  is  only 
Avhen  the  character  of  the  pain  becomes  se- 
A'ere  and  unremitting  that  Ave  are  able  to 
distinguish  betAveen  the  tAvo.  The  findings 
of  distention,  generalized  tenderness  Avith  a 
localized  area  of  maximum  tenderness,  and 
high  pitched  peristaltic  rushes,  lead  one  to 
a diagnosis  of  closed  loop  obstruction.  Early 
X rays  are  of  little  value,  but  a typical  ob- 
struction gas  pattern  develops  in  most  in- 
stances. A barium  enema  Avill  help  to  rule 
out  volvulus  of  the  sigmoid  and  definitely 
should  be  used,  as  indicated.  Questionable 
or  incomplete  obstructions  are  legitimately 
treated  Avith  enemas,  long  tube  decompres- 
sion and  supportive  therapy.  Once  the  di- 
agnosis of  a’oIa’uIus  is  settled  upon,  the  cor- 
rection of  electrolyte  imbalance  and  anemia, 
followed  by  laparotomy,  is  the  treatment  of 
choice.  A Levine  tube  Avith  gastric  decom- 
pression should  be  in  place  prior  to  sur- 
gery. Nausea  and  A’omiting  are  more  promi- 
nent in  small  boAvel  obstructions,  Avhereas 
obstipation  is  more  apparent  in  a^oIvuIus  of 
the  large  boAA'el,  particularly  of  the  sigmoid 
colon.  As  volvulus  progresses,  more  and 
more  of  the  maternal  blood  volume  is  divert- 
ed to  the  boAvel  and  the  patient  gradually 
drifts  into  shock.  Frequently  at  this  point, 
the  uterus  becomes  irritable  and  contractions 
appear.  This,  plus  the  loAver  maternal  pres- 
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sure,  combines  to  reduce  circulation  of  the 
placenta,  and  fetal  distress  results. 

It  is  easy  to  see  how  an  obstetrician  con- 
fronted by  a patient  with  apparent  uterine 
tenderness,  fetal  distress  and  in  incipient 
shock,  may  arrive  at  the  erroneous  diag- 
nosis of  concealed  abruptio  placentae.  When 
there  is  a progressive  deterioration  of  the 
maternal  condition,  even  when  one  is  unable 
to  distinguish  between  intestinal  obstruction 
and  abruptio  placentae,  laparotomy  should 
be  done  as  soon  as  possible.  It  may  be 
fatal  to  permit  delay,  either  for  extensive 
diagnostic  procedures  or  to  permit  induced 
spontaneous  vaginal  delivery.  In  a group 
of  26  cases  reviewed  by  Harer,^  a fetal  mor- 
tality of  31%  was  found.  It  was  distress- 
ing to  see  that  six  of  these  deaths  occurred 
in  patients  who  had  carried  their  babies  to 


viability,  but  who  lost  the  infant  at  the 
time  of  volvulus.  It  would  seem  likely  that 
early  operative  interference  would  have 
yielded  better  fetal  salvage. 

Generally  speaking,  I think  it  can  be  said 
that  the  treatment  of  acute  abdominal  prob- 
lems during  pregnancy  is  a rapid  and  de- 
cisive attack  on  the  cause.  Evacuation  of 
the  uterus  should  be  done  only  for  better  ex- 
posure, or  for  the  classic  indications  for 
cesarean  section.  Acute  appendicitis  is  par- 
ticularly treacherous  in  the  third  trimester 
and  is  justifiably  subject  to  “over-diagno- 
sis.” Gallbladder  disease  is  best  left  in  the 
hands  of  the  internist,  except  on  rare  occa- 
sions. Peptic  ulcer  during  pregnancy  is 
practically  non-existent.  Bowel  obstruction 
will  yield  a much  higher  fetal  salvage  if  ag- 
gressive surgical  intervention  is  applied. 


The  average  patient’s  hospital  stay  is  nearly  half  as  long 
today  as  it  was  30  years  ago.  The  average  stay  in  1935  was  14 
days  and  today  it  is  7.7  days.  The  decline  is  attributed  by  the 
American  Hospital  Association  to  better  medicines,  new-  equipment 
and  improved  treatment. 
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Etiology  of  Carcinoma 
Genetic  Determinism 


Introduction 

Extensive  research  has  been 
carried  out  over  the  years  in 
quest  of  the  etiologj'  of  malig- 
nant neoplasms  in  man.  Although  specific 
factors  have  been  implicated  in  certain  situ- 
ations, cancer  has  remained  an  enigma  so 
far  as  cause  is  concerned. 

The  purpose  of  this  brief  communication 
is  to  present  a summary  of  some  of  the 
known  facts  concerning  the  etiology"  of  car- 
cinoma. A diagram  (Fig.  1),  which  is  part 
of  an  exhibit  to  be  presented  at  the  annual 
meeting  of  the  American  Society  of  Human 
Genetics,  Seattle,  Washington,  in  August, 
1965,  will  be  used  to  illustrate  these  features. 
A hypothesis  will  be  advanced  to  explain 
existing  data  on  “cancer  families.” 

Comment 

As  seen  in  Figure  1,  heredity  is  given 
major  emphasis  in  the  etiology'  of  carcinoma. 
This  is  as  it  should  be  since  every  living 
thing  has  “heredity.”  The  critical  point  is 
that  heredity  may  confer  resistance  or  sus- 
ceptibility to  carcinoma.  This  undoubtedly 
is  not  an  all-or-none  phenomenon,  but  rath- 
er acts  as  a continuum  in  the  general  popu- 
lation. Hence  by  “selection,”  we  occasion- 
ally see  “cancer  families’”  (Fig.  1)  which 
may  represent  a strong  hereditary  deter- 
minism for  susceptibility  to  cancer.  On  the 
other  hand,  certain  families  appear  to  have 
“resistance”  (Fig.  1)  to  cai’cinoma  which,  in 
turn,  may  indicate  hereditary  determinism 
against  malignant  neoplasia. 

When  statistics  on  cancer  incidence  are 
appraised,  it  is  found  that  about  fifteen  per 
cent  of  the  population  can  be  expected  to 
succumb  to  a malignancy.^  However,  these 
figures  are  misleading,  in  that  they  are 
based  on  population  samples  which  do  not 
take  hereditary  factors  into  account.  In 
other  words,  how  much  of  this  15  per  cent 
is  concentrated  in  particular  families? 
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An  integral  part  of  this  concept  is  that 
every  human  is  constantly  exposed  to  both 
living  (microbiological)  and  nonliving 
(physico-chemical)  carcinogens  (Fig.  1). 
Of  the  living  carcinogens,  vinises  have  been 
under  strong  suspicion;  but  as  yet,  their 
oncogenic  properties  have  not  been  docu- 
mented in  man.  However,  viruses  have  been 
clearly  demonstrated  to  cause  malignancies 
in  some  infrahuman  species,  and  unknown 
“viral-like”  particles  have  been  identified  in 
patients  with  various  malignancies.^ 

Research  in  “cancer  families”®  currently 
in  progress  at  the  University  of  Nebraska 
College  of  Medicine  is  being  directed  toward 
each  parameter  of  this  diagram.  Two  of 
these  large  kindreds  show  sevei'al  common 
features:  (a)  vertical  transmission  of  a wide 
variety  of  malignant  neoplasms  with  heavy 
concentration  of  multiple  primary  malignant 
tumors  in  several  sibships  (hereditary  fac- 
tor?); (b)  the  features  described  in  A ap- 
pear to  be  similar  to  known  facts  relevant 
to  the  polyoma  virus  and  its  oncogenic  effect 
in  mice.^  Do  we  have  a human  polyoma?; 
(c)  Practically  all  members  of  these  two 
families  are  or  have  been  farmers.  Is  there 
anything  common  in  this  occupation  which 
maj^  be  carcinogenic?  Contact  with  domes- 
tic animals?  — bovine  leukosis?  — Rous 
sarcoma  producing  a myxosarcoma  in  chick- 
ens? — physico-chemical  factors?® 

A trilogic  hypothesis  encompassing  these 
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possibilities  is  advanced.  Could  there  be  a 
“cancer  susceptible  genotype”  harboring  a 
latent  oncogenic  virus  which  is  “triggered” 
by  some  unknown  environmental  factor  or 
factors  ? 


The  undisputable  factor  is  heredity.  The 
genetic  constitution  of  each  individual  would 
seem  to  be  an  instrument  played  upon  by  a 
variable  environmental  sj^mphony.  A virus 
contains  DNA  or  RNA,  and  thus  differs 
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Figure  1.  Illustration  of  multiple  factors  contributing  to  the  etiology  of  carcinoma. 
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from  physico-chemical  factors  in  the  ability 
to  directly  relate  its  effects  to  the  genetic 
constitution  of  the  host.  The  “fit”  between 
host  DNA/RNA  and  viral  substance  may 
determine  virus  incorporation  into  host  cell 
nucleic  acid  and  thus  be  a measure  of  the 
malignant  potential  of  a given  virus.  The 
dose  and  timing  of  the  introduction  of  viral 
or  physico-chemical  material  may  well  play 
a determining  role  in  oncogenesis;  their  in- 
teraction may  have  a potentiating  effect. 
The  nature  of  the  cellular  change  produced 
(i.e.  antigenic  determinants,  chromosomal 
aberrations)  undoubtedly  influences  the  host 
defense  processes  (i.e.  tolerance).  The  inter- 
relationships between  heredity  and  environ- 
ment in  the  genesis  of  the  cancer  process 
may  be  complex  but  dissectable  and  thus 
ultimately  understandable. 
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Thirty  years  ago  a person  with  lobar  pneumonia  might  spend 
five  weeks  in  the  hospital  and  pay  doctor  and  nursing  bills  of  about 
$400  — if  he  suiwived.  Today’s  patient  can  be  treated  in  his  home 
and  cured  in  about  two  weeks  with  doctor  and  diaig  bills  totaling 
about  $60. 
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Pediatric  Conditions  Related  to 

Diseases  and  Functions  of  the  Placenta* 


T[E  placenta  is  one  of  the  poor- 
ly understood  organs  found  in 
the  human.  Since  the  organ 
is  disposed  of,  few  people  have  taken  time 
to  study  its  function.  In  general  terms,  if 
the  placenta  does  not  perform  correctly  the 
fetus  is  affected  by  hypoxia,  hemorrhage, 
polycythemia,  anomalies,  or  by  infections. 
(Table  1). 

As  noted  in  Table  1,  hypoxia  to  a mild 
or  major  degree  is  seen  in  a number  of  con- 
ditions, none  of  which  are  unusual.  Mono- 
amniotic  twin  cords  often  become  entangled, 
causing  hypoxia  and  also  a high  mortality 
rate  up  to  50  per  cent. 

In  looking  at  the  causes  of  hemorrhages, 
this  bleeding  into  the  placenta  actually  rep- 
resents a retro-placental  hematoma.  Bleed- 
ing also  may  occur  into  the  mother  and  can 
be  detected  by  estimating  fetal  hemoglobin 
in  the  mother’s  blood.  This  figure  should 
be  less  than  2 per  cent  normally. 

Intertwin  vascular  anastomosis  can  cause 
either  hemorrhage  or  polycythemia,  and  will 
be  discussed  later. 

The  other  cause  for  polycythemia  is  the 
maternal-fetal  transfusion.  The  mechanism 
here  is  not  understood,  and  the  placenta  is 
normal.  Besides  the  increased  red  blood  cell 
count,  the  B2  (BetUa)  M globulin  is  elevated. 
This  protein  is  never  seen  in  the  normal 
neonatal  period  and  so  represents  transfu- 
sion of  maternal  blood  into  the  infant. 
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Table  1 

FETAL  CONDITIONS  RESULTING  FROM 
PLACENTAL  PROBLEMS 

Fetal  Hypoxia 

Placenta  praevia 
Abruptio  placenta 
Umbilical  cord  occlusion 
prolapse 

cord  around  neck 
knots 

torsion  or  stricture 
shortening 
monoamniotic  twins 
tumors 

Fetal  Hemorrhage 
Placenta  praevia 
Abruptio  placenta 
Cesarean  section 

Rupture  of  umbilical  cord  varices 
Hemangiomas 

Ulceration  of  persistant  omphalomesenteric 
duct 

Rupture  of  cord 
Bleeding  into  placenta 
Bleeding  into  mother 
Intertwin  vascular  anastomosis 
Polycythemia 

Mateinal  fetal  tranfusion 
Intertwin  vascular  anastomosis 
Anomalies 

Vascular  shunts 
Single  umbilical  artery 
Tumors 

Amnion  nodosum 
Infections 
Systemic 
Local  extensions 
Miscellaneous 

Erythroblastosis 

Diabetes 

Toxemia 

Postmaturity  or  interuterine  growth  failure 
Repeated  prematures 


Absence  of  the  umbilical  artery  is  prob- 
ably the  most  common  of  all  major  congen- 
ital abnormalities  (1  to  2.5  per  cent).  The 
incidence  is  1 per  cent  in  all  births  and  is 
seen  in  7 per  cent  of  all  twin  births.  The 
mother  often  has  preeclampsia,  hemor- 
rhage, or  polyhydramnios.  The  child  with 
a single  umbilical  artery  has  been  reported 
with  10  to  50  per  cent  congenital  anomalies. 
These  anomalies  involve  the  G.I.  and  G.U. 
tracts  mainly.  Multiple  anomalies  are  the 


rule  (76  per  cent).  This  incidence  applies 
only  to  the  single  infant,  as  the  twins  are 
not  adversely  affected.  Follow-up  on  these 
infants  shows  some  retardation  of  growth 
in  many,  probably  from  the  anoxia. 

Tumors  of  the  placenta  lead  to  hypoxia 
and  fetal  abnormalities.  Chorioangiomas 
are  often  associated  with  polyhydramnios 

*Presented  at  the  Tenth  Meeting  of  the  Nebraska  Ob- 
stetrics-Gynecology Society,  Las  Vegas,  December,  1964. 
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and  prematurity  in  the  mother,  and  heman- 
giomas and  congenital  malformations  of  the 
fetus.  The  chorionepithelioma  may  also 
metastasize  to  the  fetus. 

Of  all  the  infections  of  the  fetus,  bacterial 
causes  by  far  predominate.  Viral  and  proto- 
zoan infections  are  rare.  Systemic  infec- 
tions refer  to  transplacental  infections  from 
the  mother  and  are  hematogenous  in  entry 
to  the  fetus.  In  the  literature,  bacteria  of 
all  types  are  most  common,  but  a multitude 
of  viruses  mainly  of  the  small  tji)e,  fungi, 
and  protozoa  are  listed  as  having  infected 
the  fetus. 

Local  extensions  of  infections  have  been 
called  the  amniotic  infection  syndrome  and 
represent  ascending  infections  from  the 
cervix.  This  syndrome  occurs  whether  the 
membranes  are  ruptured  or  not.  The  same 
type  of  bacteria  can  be  found  in  the  vagina. 
The  exact  type  varies  and  may  be  any  known 
bacteria.  In  this  situation,  sections  of  the 
cord  and  membranes  will  show  a leukocytic 
infiltration.  This  is  not  a specific  finding 
for  infection  alone,  as  hypoxia  from  any 
cause  will  produce  the  same  pathologic  pic- 
ture. 

The  last  group  of  miscellaneous  conditions 
probably  is  related  to  the  qualitative  func- 
tion of  the  placenta.  These  may  have,  as  a 
factor,  the  reduced  maternal  blood  flow  and 
oxygen  pressure  gradients  through  the  inter- 
villous spaces. 

One  of  the  conditions  that  can  be  recog- 
nized easily  on  the  placenta  is  amnion  nodo- 
sum. These  are  1 to  2 mm  firm,  rounded, 
and  raised  yellow  areas  on  the  amnion  of  the 
membranes  and  the  fetal  surface  of  the  pla- 
centa. ^Microscopically,  the  nodule  is  on  or 
occasionally  embedded  in  the  amnion.  The 
nodule  is  made  up  of  squamous  cells  of  the 
amniotic  fluid. ^ 

The  incidence  of  this  condition  is  about 
one  per  one  thousand  deliveries.  The  breech 
position  is  seen  in  about  half  of  the  report- 
ed cases  and  is  thought  to  be  due  to  the 
oligohydramnios  which  interferes  with  the 
normal  positional  changes  of  the  fetus. 

The  mechanism  for  the  production  of  the 
nodule  is  the  oligohydramnios.  This  allows 


concentration  of  the  amniotic  squamous 
cells  with  adhesions  to  the  placental  surface, 
thus  producing  the  nodule. 

To  delineate  the  causes  of  oligohydram- 
nios we  must  stop  and  review  the  origin 
and  disposal  of  the  amniotic  fluid.  Broadly 
speaking  the  origin  is  first  from  the  am- 
nion, where  in  early  fetal  life  transudation 
occurs  but  is  later  changed  to  a secretion 
of  fluid.  The  second  source  of  the  amniotic 
fluid  is  the  fetus  itself  with  fluid  coming 
from  the  skin,  respiratory  tract,  and  lastly 
from  the  kidney  after  20  weeks. 

The  disposal  of  the  fluid  is  via  the  am- 
nion back  to  the  maternal  circulation  and 
also  by  absorption  by  the  fetus  through  the 
skin,  respiratory  tract,  and  mainly  through 
the  gastrointestinal  tract. ^ 

Now  what  are  the  actual  causes  of  am- 
nion nodosum?  Blanc®  states  that  five  con- 
ditions may  produce  the  nodules.  First  is 
fetal  anuria  or  oliguria,  resulting  from  apla- 
sia or  dysplasia  of  the  kidney  or  from  ob- 
struction of  the  urinaiy  passages.  Second, 
a functional  fetal  oliguria  may  be  seen 
in  one  of  monochorionic  twins  with  the 
transfusion  syndrome.  Next,  a chronic 
leakage  of  amniotic  fluid  may  cause  the 
nodules.  Fourth,  retention  of  a dead  fetus 
leads  to  no  urine  production  and  resorption 
of  amniotic  fluid.  Finally,  extensive  lesions 
of  the  membranes  or  anomalies  of  the  pla- 
centa will  reduce  the  amniotic  surface  so 
that  production  of  amniotic  fluid  is  reduced. 

To  the  pediatrician,  knowledge  of  amnion 
nodosum  becomes  important  in  the  outlook 
and  treatment  of  the  infant. 

The  G.U.  tract  problems  usually  are  renal 
agenesis,  polycystic  kidney,  or  some  ureteral 
obstruction.  These  patients  have  become  fa- 
mous with  their  so  called  Potter’s  facies, 
with  the  flattened  nose,  accentuated  epican- 
thic  folds,  receded  chin,  large  and  low-set 
ear  lobes  lying  below  the  level  of  the  angle 
of  the  jaw.  This  infant  also  shows  severe 
respiratory  distress,  has  pulmonary  hypo- 
plasia at  autopsy,  and  frequently  has  deform- 
ities of  the  feet. 

To  explain  amnion  nodosum  in  twins,  we 
must  review  briefly  the  placentas  of  twins. 
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Dizygous  twins  (from  two  fertilized  ova) 
always  have  dichorial  placentas  and  as  such 
will  not  have  vascular  anastomosis.  In 
monozygous  twins  the  placenta  is  usually 
monochorial  diamniotic,  with  rarely  a mono- 
chorial  monoamniotic  type  being  seen.  The 
mortality  rate  is  always  higher  in  the  mono- 
chorial twins,  due  either  to  entangled  cords 
or  to  the  vascular  shunts  that  produce  the 
transfusion  syndrome. 

The  shunts  in  the  monochorial  diamniotic 
placenta  may  be  artery-to-artery,  vein-to- 
vein  or  artery-to-vein.  A large  A-A  and 
large  V-V  shunt  occurring  concomitantly 
will  lead  to  an  acardiac  monster.  The  A-V 
shunt  produces  the  transfusion  syndrome.^ 

Here  blood  courses  through  the  fistula  to 
the  recipient  twin,  producing  a state  of  hy- 
peiwolemia.  The  other  twin  shows  a state 
of  hypovolemia. 

As  a result  of  the  hypervolemia,  the  recipi- 
ent twin  becomes  plethoric  from  polycy- 
themia, develops  a cardiac  hypertrophy  and 
pulmonary  hypertension  that  increases  blood 
flow.  This  also  produces  an  increased  urine 
production,  and  so  a polyhydramnios  leading 
to  premature  labor.  Clinically,  this  baby 
will  develop  respiratory  distress,  jaundice, 
and  possibly  kernicterus. 

The  donor  or  hypovolemic  infant  becomes 
anemic  and  produces  less  urine;  this  in  turn 
creates  an  oligohydramnios,  amnion  nodo- 
sum in  its  sac,  and  small  size  of  the  infant. 
In  fact  several  of  the  reported  cases  retain 
a low  blood  count  and  small  size  until  ten 
to  twelve  months  of  age.® 

Treatment  for  the  transfusion  syndrome 
may  be  a life-saving  affair.  The  little  ane- 
mic twin  may  go  into  shock  from  the  hypo- 
volemia and  need  blood.  More  commonly  the 


larger  plethoric  twin  needs  to  have  the 
venous  pressure  reduced  by  bleedings. 

Recently  I treated  triplets  of  which  thei 
two  males  were  monozygous  and  had  the 
transfusion  syndrome.  The  female  infant 
was  completely  normal.  One  male  twin  was 
seven  pounds  at  birth,  number  two  male 
twin  five  pounds  and  ten  ounces.  The  first 
male  had  24.6  gm  of  hemoglobin  per  100 
ml  of  blood,  and  a 76  per  cent  hematocrit 
while  the  second  twin  showed  21.1  gm  of 
hemoglobin  per  100  ml  of  blood  and  a 62 
per  cent  hematocrit.  The  larger  twin  was 
darker  than  the  pale,  listless,  and  smaller 
twin.  Removal  of  25  ml  of  blood  helped 
the  plethoric  twin,  and  all  three  infants  were 
dismissed  in  excellent  condition.  The  small- 
er male  remained  small  throughout  the  fii’st 
year. 

Although  the  A-V  anastomosis  was  not 
looked  for  in  the  placentas  of  the  triplets, 
we  know  that  the  difference  in  the  bloods  is 
significant,  especially  since  the  last  member 
of  twins  or  triplets  should  have  the  higher 
blood  count.® 
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Birth  Trends  In  Nebraska 


The  1965  baby  situation  is  con- 
fusing! We  are  told  on  one 
hand  that  there  is  a “baby 
boom”  and  that  the  “population  explosion” 
is  a national  and  indeed  world  emergency 
requiring  immediate  attack.  Yet  the  popu- 
larity of  family  planning  is  at  an  all  time 
high,  old  taboos  against  contraceptives  are 
being  broken  down,  and  even  the  Catholic 
Church  is  seriously  considering  the  moral 
implications  of  the  “pill.” 

Many  hospitals  have  experienced  sharp 
drops  in  the  number  of  babies  born,  and  ex- 
pensive maternity  units  stand  half  empty. 
Most  physicians  are  now  caring  for  fewer 
obstetric  patients;  yet  we  read  it  may  be 
necessary  to  train  nurse-midwives  to  care 
for  the  onslaught  of  maternity  patients. 
What  are  the  facts? 

Births 

A brief  summary  of  past  birth  trends  in 
Nebraska  is  of  interest. 

Table  1 


Total  Rate/1000 

1920  30,749  23.7 

1930  27,006  19.6 

1940  22,153  16.8 

1950  31,713  23.9 

1960  34,257  24.3 

1964  30,737  21.1 


A peak  of  over  30,000  deliveries  was 
reached  in  1920  with  a crude  birth  rate  per 
1000  population  of  23.7.  This  figure  actu- 
ally reached  a maximum  of  32,000  in  1921 
and  then  declined  continuously,  until  the 
low  point  of  22,000  deliveries  and  a crude 
birth  rate  of  16.8  was  reached  in  1940.  This 
level  then  continued  essentially  unchanged 
through  the  war  years,  but  the  postwar 
baby  boom  began  in  1946  when  the  number 
of  deliveries  jumped  to  27,000  . The  follow- 
ing year  they  reached  32,000  and  continued 
at  about  this  level,  with  essentially  little 
change  in  the  number  of  biidhs  or  the  birth 
rate,  reaching  a peak  of  over  34,000  in 
1960  and  in  1961.  Since  that  time,  the  num- 
ber of  births  and  the  birth  rate  have  been 
falling  sharply,  reaching  in  1964  their  low- 
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est  point  since  1946.  Indications  are  that 
the  total  births  and  the  birth  rate  will  drop 
even  lower  than  this  in  1965. 

Are  these  trends  surprising  to  us?  They 
should  have  been  easily  anticipated  by  a 
backward  look  at  the  numbers  of  women 
in  the  reproductive  years.  The  reproduc- 
tive years  for  the  female  population  are 
generally  considered  to  be  between  the  ages 
of  15  and  44.  However,  the  average  age 
at  marriage  in  this  country  is  a little  over 
20  years  and  the  median  age  at  which 
families  averaging  2.9  children  are  being 
completed  is  6 years  following  the  mar- 
riage. These  figures  are  in  marked  contrast 
to  those  of  30  years  ago,  but  tell  us  that 
most  children  are  born  to  mothers  between 
the  ages  of  20  and  29.  Women  who  in  1965 
are  between  the  ages  of  20  and  29  were 
born  in  the  decade  between  1936  and  1945 
when  the  total  births  in  this  state  and  in  the 
nation  were  unusually  low.  Thus  the  present 
falling  birth  rate  might  have  been  antici- 
pated, even  without  oral  contraceptives,  and 
a look  into  the  future  may  also  tell  us  what 
to  expect. 

Two  factors  control  the  number  of  births ; 
the  first  of  these  is  known,  the  second  is 
unknown  and  can  only  be  estimated.  At  the 
present  time  all  the  females  are  living  who 
will  comprise  the  age  15  to  44  reproductive 
group  in  the  years  through  1980.  This  is 
the  known  factor.  How  many  children  these 
women  will  have,  and  what  their  specific 
fertility  rate  will  be  is  the  unknown  factor. 
It  is,  however,  possible  to  make  some  pre- 
dictions of  the  fertility  rate  based  on  past 
considerations. 

The  fertility  rate  — that  is,  the  number 
of  children  born  each  year  to  each  1000 
women  in  this  age  bracket — was  120  in  1960. 
These  figures  represent  the  4,300,000  births 
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Table  2 

UNITED  STATES  FERTILITY 

Million  U.S. 

Women  Fertility  Million 

15  - 44  Rate  Births 


I960  36  120  4.3 

1965  38  100  3.8 

1970  43  100  4.3 

1980  54  100  5.4 


which  occurred  in  that  year.  Since  that 
time,  although  the  number  of  women  in  the 
reproductive  age  has  risen  slowly,  the  fer- 
tility rate  has  fallen  sharply  and  it  is  anti- 
cipated that  this  year  for  the  first  time 
in  20  years  the  total  number  of  births  in  the 
United  States  will  fall  below  four  million,  to 
approximately  3,800,000.  Varying  explan- 
ations are  offered  for  the  fall  of  the  fer- 
tility rate.  Demographers  believe  that  this 
is  largely  due  to  a reduction  in  the  average 
number  of  children  which  couples  have  and 
that  the  wide  use  of  oral  contraceptives 
plays  only  a small  part.  The  practicing 
physician  holds  a considerably  different 
view,  I believe.  It  is  apparent  that  it  is 
the  wide  availability  of  familly  planning 
advice  — particularly  the  effectiveness  and 
simplicity  of  oral  contraceptives  — that  have 
both  allowed  the  newly  married  couple  to 
postpone  child  bearing,  and  permitted  the 
family  who  in  the  past  might  have  desired 
to  reduce  the  average  family  size  but  failed 
to  use  contraceptives  effectively,  to  limit  the 
number  of  children.  While  both  factors  are 
operative,  it  seems  to  the  clinician  that  the 
availability  of  family  planning  and  the  use 
of  oral  contraceptives  is  the  factor  which 
has  indeed  made  the  major  difference. 

In  1970  there  will  be  43  million  women 
in  the  reproductive  age  groups  and  this 
figui’e  will  rise  to  54  million  by  1980.  This 
sharp  rise  will  be  caused  by  the  continuing 
entrance  into  the  reproductive  age  range 
of  the  large  number  of  children  born  be- 
tween 1946  and  1963.  If  we  assume  that 
the  fertility  rate  remains  at  its  present 
level  of  100,  the  actual  number  of  births 
will  increase  to  4.3  million  by  1970,  and  far 
above  any  previous  level  to  5.4  million  in 
1980. 

These  figures  may  well  be  too  conseiwa- 
tive.  The  U.S.  Census  Bureau  has  estimat- 
ed these  birth  numbers  to  be  4.5  and  6.0  mil- 


lion respectively  and  indeed,  despite  con- 
traceptives, the  fertility  rate  may  rise.  The 
age  range  of  15  to  44  is  now  weighted 
heavily  toward  the  high  side  in  years.  Not 
only  will  the  numbers  increase,  but  the 
women  in  the  reproductive  age  range  will 
be  increasingly  at  a younger  average  age  over 
the  next  15  years.  It  is,  of  course,  the 
group  from  20  to  29  that  has  the  highest 
fertility  rate  and  thus  the  overall  birth  rate 
may  well  rise  above  100. 

Comparable  figures  for  the  State  of  Ne- 
braska are  illustrated  in  Table  3.  In  1960 
there  were  274,000  women  in  the  reproduc- 
tive age  range  and  the  fertility  rate  was 
125  per  thousand  — somewhat  above  the 
national  average.  In  that  year  there  were 
over  34,000  births.  In  1964  the  number  of 
women  in  the  reproductive  age  range  had 
risen  slightly;  and  while  there  had  been  a 
fall  in  the  fertility  rate  it  was  not  as  precip- 
itous as  that  obseiwed  in  the  entire  United 
States.  As  a matter  of  fact,  the  peak  year 
for  births  in  the  United  States  was  reached 
in  1957  and  there  has  been  a slow  decline 
since  that  date,  while  the  peak  year  in  Ne- 
braska was  1961  with  a more  rapid  decline 
since. 

Table  3 


NEBRASKA 

FERTILITY 

Thousand 

Nebraska 

Women 

Fertility 

Rate 

Births 

1960 

274 

125 

34,257 

1964 

280 

110 

30,727 

1970 

328 

105 

34,500 

1980 

. 412 

105 

43,500 

In  1970  there  will  be  328,000  women  in  the 
reproductive  age  range  and  presuming,  be- 
cause of  the  previous  four  to  five  year  lag 
behind  national  trends,  a continuing  decline 
of  the  birth  rate  to  105,  there  would  be 
34,500  births  in  1970,  approximately  equal 
to  the  peak  of  1960  - 61.  In  1980  there  will 
be  412,000  women  in  the  reproductive  age 
range  in  Nebraska,  assuming  there  is  no 
significant  in  or  out  migi-ation.  If  the  birth 
rate  remains  at  105,  there  would  be  43,500 
deliveries  that  year;  almost  a 50%  increase 
over  the  present  level.  As  previously  indi- 
cated, this  may  be  a somewhat  conservative 
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figure  and  it  is  entirely  possible  that  the 
increase  may  be  even  larger. 

Physicians 

There  have  been  many  surveys  of  physi- 
cian population  and  needs  nationwide,  as  well 
as  in  the  State  of  Nebraska.  It  is  not  our 
intention  again  to  describe  this  area  exten- 
sively. The  following  information  may  be 
of  general  interest,  however. 

It  is  fully  realized  that  not  all  babies 
are  delivered  by  obstetricians,  nor  are  they 
ever  likely  to  be.  The  total  number  of  physi- 
cians who  perform  obstetrics  is  an  unknown 
quantity  (it  is  about  50%  of  those  licensed 
in  a state  such  as  Indiana),  but  the  number 
of  obstetricians  available  to  care  for  this 
rapidly  rising  number  of  births  in  the  1970’s 
can  be  calculated  with  some  accuracy.  As 
Table  4 indicates,  in  1930  there  were  1,418 
obstetricians  in  the  country,  comprising  1% 
of  the  physician  population.  This  figure 
rose  to  almost  15,000,  or  5%  of  the  physi- 
cian population,  in  1963,  and  will  increase 
to  17,500,  or  6%  of  the  physician  population, 
by  1970.  Information  concerning  obstetric 
residencies  indicates  that  an  average  of  700 
new  obstetricians  are  being  added  to  the 
national  physician  population  each  year. 
Approximately  200  are  lost  through  death  or 
retirement. 

Table  4 

OBSTETRICIANS 


Per  Cent  of 

Year  Number  Physicians 

1930  1,418  1% 

1963  14,788  5% 

1970  (est)  17,500  6% 

1980  (est)  22,500  7% 


2797  positions  in  483  residencies;  909r  filled 
(1963). 

As  Table  5 indicates,  on  a nationwide 
basis,  and  with  the  presumption,  obviously 
in  error,  that  obstetricians  are  supplying 
all  maternity  care,  the  increase  in  obstetri- 
cians at  least  until  1970  would  appear  to  be 
more  than  adequate  to  care  for  the  in- 
creased number  of  deliveries.  While  it  is 
difficult  to  predict  trends  of  medical  prac- 
tice even  five  years  in  advance  in  these  con- 
fused times,  if  the  number  of  physicians 
entering  obstetrics  remains  at  essentially 


the  present  level,  substantially  the  same 
conditions  will  prevail  in  1980  as  will  in  1970. 

Table  5 

DELIVERIES  PER  OBSTETRICIAN 


1963  278 

1970  (est) 246 

1980  (est)  240 


Physician  distribution  is  not  a subject  for 
further  detailed  review.  It  is  interesting 
to  note,  however,  that  in  1963  there  were 
109  deliveries  per  obstetrician  in  New  York 
State.  The  Directory  of  Medical  Specialists 
indicates  37  board  certified  obstetricians  in 
the  State  of  Nebraska,  while  membership 
in  the  American  College  of  Obstetrics  and 
Gynecology  is  59.  Utilizing  the  latter  figure, 
there  were  509  deliveries  per  obstetrician 
in  the  State  of  Nebraska  — 2V2  times  that 
of  New  York  State.  The  figure  for  Ne- 
braska is  higher  than  that  for  any  of  the 
rural  Southern  States,  but  compares  with 
sparsely  populated  neighboring  states  such 
as  North  Dakota,  South  Dakota  and  Wyo- 
ming. 

Summary 

1.  The  number  of  births  in  the  nation  and 
in  Nebraska  have  declined  sharply  in 
the  past  five  years. 

2.  This  trend  is  now  at  its  lowest  levels. 

3.  The  large  number  of  births  of  the 
late  1950’s  should  be  reached  again 
by  1970,  and  in  1980  births  may  be 
50%  or  more  above  present  levels. 

4.  While  patterns  of  care  may  change, 
there  is  no  present  reason  to  suspect 
any  gross  inability  of  physicians  in 
the  United  States  to  care  for  this 
increased  number  of  obstetric  patients. 
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NEUROLOGIC  MANIFESTATIONS  of 

Dysbarism 

(DECOMPRESSION  SICKNESS) 


As  a man  leaves  his  near  sea- 
level  existence  to  make  ever 
greater  ascents  and  descents, 
he  is  beset  by  physiologic  problems  of  com- 
pression and  decompression  of  atmospheric 
environment.  The  basic  (and  over-simpli- 
fied) problem  is  known  to  every  high  school 
student  of  physics : under  compression, 
liquids  absorb  more  gas  into  solution,  and 
under  decompression,  the  gas  bubbles  off ; 
under  compression,  gaseous  volume  shrinks, 
under  decompression,  it  expands. 

While  dysbarism  is  a concern  of  physi- 
cians in  armed  forces,  under-water  and 
space-exploratory  installations,  it  involves 
other  physicians  increasingly  as  civilian  air 
travel  includes  greater  altitudes  (including 
now  the  “business  man’s”  small  jet  air- 
plane) and  the  growing  popularity  of  scuba 
diving.i®’  * 

High  Altitude  Decompression 

Through  lack  of  attention  to,  or  failure 
of  pressurized  suits  or  cabins,  persons  be- 
yond altitude  of  20,000  feet  incur  increas- 
ing risk  of  dysbarism.  The  risk  of  symp- 
toms increases  also  with  age  (beyond  30 
years),  obesity  (even  “minimal  obesity”)  and 
exercise.  There  appears  to  be  also  an  indi- 
vidual susceptibility  and  multiple  other  fac- 
tors yet  undiscerned  which  explain  why  rare 
individuals  develop  symptoms  at  20,000  feet 
and  a small  number  of  hardy  adventurers 
remain  symptom-free  to  40,000  feet.  Breath- 
ing 100  per  cent  oxygen  for  30-60  minutes 
before  ascent  markedly  reduces  incidences 
of  dysbarism  by  washing  out  considerable 
of  the  body’s  nitrogen.  (Nitrogen  plays  an 
important  part  in  producing  symptoms  since 
it  stores  well  in  adipose  tissue ).i'® 

A particular  risk  at  much  lower  altitudes 
has  been  noted  in  those  who  enjoy  scuba 
diving.®  Dysbarism  may  occur  at  altitudes 
of  5000-8000  feet  if  the  individual  had  been 
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diving  to  depths  over  15  feet  within  24 
hours ! 

If  an  orderly  progression  of  the  classi- 
cal and  complete  syndrome  occurred,  it 
would  move  from  subjective  distress  of 
trapped  gas,  (as  in  bowel)  to  joint  pains, 
then  respiratory  distress  to  culminate  in 
circulatory  collapse  or  cerebral  symp- 
toms.®>  11- 12, 14, 15. 17  This  sequence 

may  occur.  The  syndrome  may,  however, 
cease  at  any  stage  or  it  may  present  sud- 
denly with  circulatory  collapse  or  cerebral 
symptoms. 12  On  occasion  symptoms  appear 
belatedly  — after  the  pilot  had  returned  to 
earth  several  hours. 

One  should  recall  that  at  altitude  also 
there  may  occur  hypoxia,  hyperventilation, 
cardiac  arrythmia  and  emotional  reac- 
tions.!® In  jet  fighters  spatial  disorienta- 
tion, vertigo,  gravitational  stresses,  and 
fatigue  may  be  included. i® 

(Hypoxia  is  a great  hazard  at  high  altitude, 
symptoms  appearing  commonly  at  10,000- 

12.000  feet  with  loss  of  consciousness  not  un- 
usual at  20,000  feet.  Aviators  breathe  pure 
oxygen  by  mask  to  offset  this  and  this  pro- 
vides adequate  oxygen  tension  to  at  least 

30.000  feet.  As  38,000-40,000  feet  are  ap- 
proached, the  value  of  breathing  pure  oxygen 
drops  off  to  an  equivalent  of  air  at  10,000- 

12.000  feet).i®“ 

The  complete  and  classical  syndrome  of 
high  altitude  decompression  may  be  outlined 
thus : 

Trapped  ga.s:  abdominal  distention,  flatus, 

belching;  otitis,  sinusitLs,  dental  pain. 

Skin:  itching,  prickling,  paresthesias,  hot  or 
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cold  sensations.  Later  subcutaneous  bubbles, 
mottling. 

“The  bends”:  pains,  commonly  about  joints. 
“Xeuralgias.” 

“The  chokes”:  respiratory  distress;  substernal 
discomfort,  burning;  coughing,  choking,  hy- 
perventilation, tachycardia. 

Neurologic  symptoms  (“The  Staggers”)  : 

These  are  predominantly  cerebral. 

Seldom  appear  in  exposures  below  30,000 
feet.^ 

Paresis,  ataxia. 

Scotoma,  visual  difficulty. 

Dizziness. 

Diplopia. 

Headache. 

Nausea,  vomiting. 

Focal  cerebral  deficit. 

Single 

Multiple 

Often  shifting,  changing. 

Diffuse  encephalopathy  syndromes  (wax  and 
wane). 

Mental  impairment. 

Stupor,  coma. 

Convulsions;  focal  or  generalized. 

Occasionally,  spinal  cord  syndromes. 

Circulatory  collapse  (shock). 

Syncope 

Hypotension 

Hypovolemic  signs 

Cardiac  arrrythmias 

Coronary  insufficiency,  infarction 

Cyanosis 

In  most  critically  ill  patients,  both  neuro- 
logic and  circulatory  collapse  appear  togeth- 
er; occasional  exceptions  occur,  with  one 
system  only  presenting  outstandingly. 

An  onset  with  mental  impairment  predom- 
inant is  usually  more  characteristic  of  hj"- 
poxia  than  dysbarism  but  exceptions  are 
known. 

Sequelae  are  not  common  in  those  who 
survive  but  cerebral  deficit  syndromes  may 
remain  permanently. 

A precise  understanding  of  pathophysiology 
of  dysparism  is  aAvaited.  At  sea  level  a 
human  weighing  150  pounds  has  1 liter  of 
nitrogen  dissolved  in  his  tissues  and  body 
fluids.  Intravascular  air  embolism  and 
bubble  formation  in  tissue  (extra vascular) 
may  suffice  in  explanation  but  authorities 
are  not  yet  certain.  Are  the  effects  simply 
mechanical,  infarctive,  vasospastic  or  irrita- 
tive — or  do  more  complex  ionic  and  chemical 
reactions  occur  in  the  presence  of  micro- 
scopic air  bubbles?  Some  investigators  have 
felt  that  dysbarism  sets  off  fat  embolism  and 
that  this  may  be  the  significant  lesion. 


Recent  studies  demonstrate  that  wide- 
spread capillary  damage  occurs,  leading  to 
disturbed  permeability,  then  to  a loss  of 
plasma  into  extravascular  tissues.  Remark- 
able hemoconcentration  and  hypovolemia  ap- 
pear, to  precipitate  the  severe  state  of  shock 
often  present. 

Pathologic  examination  discloses  vascular 
congestion  (particularly  at  arteriolar  and 
capillary  level),  diapedesis,  effusion,  edema, 
and  microinfarctions  in  many  organs,  par- 
ticularly lungs  and  brain.®*  ■*- 

Treatment  of  more  serious  reactions,  par- 
ticularly when  neurologic  and  circulatory 
failure  appear,  requires  compression  to  great- 
er than  sea  level  pressure  and  plasma-ex- 
panders  to  restore  plasma  volume.  Coronary 
arteries  and  myocardium  may  require  spe- 
cial attention.  Cerebral  edema  may  need 
reduction.  Hypothermia  may  provide  life- 
saving support.^  1®*  1® 

High  Pressure  (Compression) 
Dysbarism 

Living  under  conditions  of  increased  at- 
mospheric pressure  may  occur  in : 

Divers 

Pressurized  tunnel  workers 
Caisson  workers 
Submarine  personnel 
Shaft  sinkers 
Cofferdam  workers 
Flooded  mine  workers 
Hyperbaric  therapy20a 

Decompression  chambers 
Hyperbaric  oxygen  chambers 

As  man  soars  ever  further  into  space,  so 
is  he  sending  divers  to  greater  depths. 
Several  general  medical  (and  neurologic) 
problems  associated  with  existence  under 
atmospheric  pressures  greater  than  at  sea 
level  have  been  discerned  to  date : 

Nitrogen  narcosis 
Oxygen  toxicity 
Decompression 

Pulmonary  alveolar  rupture  with  air  embolism 

Nitrogen  Narcosis.  With  each  33  feet 
depth  of  water,  the  pressure  of  one  more 
atmosphere  (sea  level)  is  added.  Nitrogen 
comprises  the  greatest  portion  of  air  and 
under  pressure  has  been  discerned  to  produce 
narcosis  resembling  that  seen  with  alcohol. 
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Euphoria,  exhilaration,  performance  impair- 
ment, and  poor  judgment  appear  progres- 
sively, beginning  insidiously  at  approxi- 
mately two  atmospheres  pressure  (33  feet 
depth).  At  300  feet  a diver  becomes  men- 
tally incapacitated.22. 23, 24  -phe  “Martini”  rule 
of  thumb  is  grossly  helpful,  citing  that : 

100  feet  depth  is  equivalent  to  one  Martini 
cocktail. 

200  feet  depth  is  equivalent  to  two  or  three 
^lartinis. 

300  feet  depth  is  equivalent  to  four  Martinis. 

Employment  of  artificial  air  with  helium 
in  place  of  nitrogen  has  proved  a reasonably 
successful  means  of  circumventing  nitrogen 
narcosis. 

Effects  of  high  partial  pressure  of  nitro- 
gen are  noted  on  EEC  tracings.  The  normal 
disappearance  of  alpha  rhythm  with  mental 
concentration  does  not  occur  now.  The  am- 
plitude of  alpha  rhythms  decreases  as  at- 
mospheric pressure  increases.  With  helium, 
taking  the  place  of  nitrogen,  the  EEG  re- 
verts to  tracings  seen  under  normal  pres- 
sures.25 

Hyperbaric  Oxygen  Toxicity.  In  ignor- 
ance, accident  or  desperation,  high  concen- 
trations of  oxygen  may  be  used  by  divers  at 
great  pressures.  Hyperbaric  oxygen  is  now 
being  employed  in  the  therapy  of  anaerobic 
infections  and  hypoxic  states.^®  Breathing 
pure  oxygen  below  25-30  feet  depth  carries 
risk  of  oxygen  toxicity  including  syncope  or 
convulsion. 2'^'  28  terms  of  atmospheric 

pressure,  oxygen  toxicity  makes  its  appear- 
ance in  some  individuals  shortly  beyond  two 
atmospheres  pressure  of  pure  oxygen.  Over 
three  atmospheres,  all  persons  respond  with 
convulsions  in  approximately  five  to  95  min- 
utes. At  four  atmospheres  this  occurs  with- 
in 45  minutes.  There  appears  to  be  a con- 
siderable range  of  individual  tolerance  and  a 
precise  cuiwe  cannot  be  drawn.  However, 
rapidity  of  symptoms  varies  directly  with 
oxygen  pressure  and  duration  of  expo- 
sure.2'^'  29. 30  jf  increased  partial  pressure  of 
CO,  is  also  added  to  hyperbaric  oxygen,  ap- 
pearance of  toxic  syndrome  is  hastened. 22 

Breathing  pure  oxygen  at  sea  level  pres- 
sures often  results  in  pulmonary  irritation 
in  24-48  hours.  The  more  critical  symptoms 


of  pure  oxygen  inhaled  under  pressure  start 
with  general  malaise,  fatigue,  nausea  and 
minor  neurologic  symptoms,  and  culminate 
in  syncope  or  convulsion.  The  convulsive 
episode  appears  distinctly  reversible  with  no 
sequelae.  The  complete  and  progressive 
range  of  symptoms  of  hyperbaric  oxygen 
toxicity  include  ;24. 27, 29, 31, 32 

Tracheopulmonary  irritation,  dyspnea,  sub- 
stemal  distress 
Tingling,  paresthesia 
Dizziness 
Nausea 

General  malaise,  fatigue 
Visual  disturbances 
Auditory  hallucinations 
Tremor,  twitching 
Confusion,  delirium 
Syncope 
Convulsion 

A number  of  pathophysiologic  factors  may 
be  involved  in  hyperbaric  oxygen  toxi- 
city ;2’^-  23 

CO-  retention  (since  erythrocytes  and  serum  are 
saturated  with  oxygen) 

Increased  tissue  acidity 
Enzyme  inactivation 
Cerebral  vasoconstriction 

Decompression.  Each  33  feet  depth  of 
water  adds  another  atmosphere  of  pressure 
(sea  level).  As  divers  now  descend  to  1300 
feet,  they  withstand  atmospheric  pressure 
approaching  40  times  that  of  sea  level.24 
Supersaturated  with  the  air  they  breathe, 
divers  must  lose  this  excess  air  (particularly 
nitrogen)  on  return  to  sea  level.  Precise 
schedules  and  decompression  chambers  are 
used  for  this,  with  depth  and  time  at  depth 
as  important  factors.22. 28. 34  general  the 
following  exposures  may  occur  without  re- 
quiring decompression : 

40  feet  for  120  minutes. 

60  feet  for  55  minutes. 

80  feet  for  35  minutes. 

100  feet  for  25  minutes. 

120  feet  for  18  minutes. 

It  should  be  noted  that  decompression 
sickness  may  appear  occasionally  despite  ade- 
quate decompressive  routine,  and  that  it 
may  occur  in  personnel  operating  decompres- 
sive chambers.2'^ 

Symptoms  of  decompression  commonly  ap- 
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pear  \\-ithin  four  to  six  hours  of  surfacing 
but  may  appear  belatedly,  up  to  24  hours 
after  retum.^^- Clinical  features  are  not 
unlike  those  of  altitude  decompression  ^vith 
ti-apped  gas  pains,  skin  discomfort,  “the 
bends,”  “chokes,”  neurologic  deficits,  and 
cardiovascular  collapse.  Noteworthy  is  the 
fact  that,  of  neurologic  syndi'omes,  spinal 
cord  sjmdromes  predominate  following  high 
compression  whereas  cerebral  sjmdromes  oc- 
cur more  frequently  \rfth  high  altitude.®®’ 

“The  bends”  comprise  the  commonest 
s>Tnptoms,  manifested  by  pains  especially 
about  joints.  In  more  severe  involvement, 
numbness,  paresthesias,  and  motor  weakness 
appear,  heralding  neural  implication.  In 
more  acute  and  critical  cases,  sudden  col- 
lapse and  death  shortly  appear  due  to  larg- 
er embolism  of  lungs,  coronaiw  arteries  or 
brain  or  both.®®-^® 

^lyelopathic  (spinal)  sjmdromes  vary 
from  minimal  to  complete,  transective  catas- 
ti'ophes.  The  thoracic  segments  are  the 
most  often  implicated.  Spinal  fluid  protein 
has  been  reported  as  high  as  150  mg  per  100 
ml. 

Mixed  s>Tidromes  combining  variously 
spinal  cord,  brainstem,  cerebellar  and  cere- 
bral lesions  are  not  rare.®® 

Patients  with  quickest  onset  of  sjTnptoms 
after  decompression  resjwnd  better  to  re- 
compression than  those  with  belated  onset. 

Treatment  requires  the  same  considera- 
tions described  for  altitude  decompression.®" 
Some  patients  are  beset  with  stubborn,  re- 
lentless, or  recuiTing  paralysis  despite  heroic- 
measures.  Sequelae  may  remain  penna- 
nently : 

Myelopathy 
Encephalomyelopathy 
Autonomic  dysfunction 
Psychoneurosis 

Pulmonai'y  Alveolar  Rupture.  Com- 
pressed air  entrapped  in  lung  will  expand 
sufficiently  on  decompression  to  tear  alveoli. 


allowing  entrance  of  air  into  pulmonaiw 
veins.-®’  This  occurs  particularly  with 
pulmonaiy  lesions  which  block  exit  of  air 
from  a small  segment  of  lung.  A broncho- 
lith,  stenotic  bronchiole,  cyst,  bleb,  (per- 
haps even  bronchitis  or  emphysema)  may  do 
this.  A lung  injuiy  increases  this  risk. 
Failure  to  exhale  properly  paidicularly  with 
rapid  ascent  will  rupture  aveoli.  The  con- 
sequence, of  coui*se,  is  gi’oss  air  embolism 
into  the  left  cardiac  ventricle,  thence  to  coro- 
naiy  and  systemic  circulation. 

Comparison:  High  Altitude  vs.  High 
Pressure  Dysbarism 

Several  basic  differences  appear  as  these 
two  pressure  syndromes  are  compared  and 
these  will  be  better  defined  ^rith  future 
study.  One  may  assume  that  the  aviator  is 
diffusely  saturated  with  air  and  as  he 
ascends,  bubbles  may  arise  from  a gi’eat 
number  of  tissues.  The  diver,  however, 
must  first  absorb  excess  air  (particularly 
nitrogen) ; since  his  stay  at  depth  is  limited, 
bubbles  appear  in  tissues  which  absorbed 
the  excess  gas  readily.^®* 

Well  saturated  from  a stay  at  five  at- 
mospheres (132  feet  depth),  a diver  must 
lose  2400  ml  nitrogen  on  retuiTi  to  sea  level. 
An  aviator  rising  to  1/5  atmosphere  (38,- 
500  feet)  will  lose  only  1000  ml  nitrogen 
from  his  tissues.^ 

Other  tentative  comparisons  disclose  that 
with  high  pressure  dysbarism  i^®* 

Obesity  and  age  are  less  important. 

Vertigo  is  a common  symptom. 

Myelopathy  predominates  over  encephalopathy. 

Chronically,  septic  bone  necrosis  is  more  com- 
mon. 

Gross  air  embolism  may  occur. 

“The  chokes”  are  usually  an  ill-defined  phase, 
“the  bends”  well  defined. 

Higher  incidence  of  permanent  sequellae. 

Circulatory  failure  (shock)  less  frequently  de- 
scribed. 

Nitrogen  narcosis,  oxygen  toxicity  may  occur. 

Pulmonary  alveolar  rupture  may  occur. 

(References  are  available  from  the  author). 


Some  large  hospitals  have  200  or  more  different  job  classifications. 
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ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
January  8 — Lexington,  High  School 
Building 

January  15  — Wayne,  Wayne  State  Teach- 
ers College 

January  29  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

NEBRASKA  CHAPTER  OF  AMERICAN 
MEDICAL  WRITERS  ASSOCIATION  — 
First  annual  distinguished  writers  ban- 
quet ; members  and  spouses.  Refresh- 
ments and  dinner,  6:30  p.m.  at  Hilltop 
House,  Omaha.  Speaker:  Dan  Snively, 
MD,  Medical  Director,  Mead  Johnson, 
former  President  of  AMWA.  Meeting  is 
January  13,  1966. 

DIABETES  CONFERENCE  — Diabetes  in 
Review:  Clinical  Conference,  1966,  the 
Thirteenth  Postgraduate  Course  under  the 
direction  of  the  Committee  on  Profession- 
al Education  of  the  American  Diabetes 
Association  will  be  held  January  19,  20, 
and  21  at  the  Mayflower,  Washington,  D. 
C.  Write  to  the  American  Diabetes  Asso- 
ciation, 18  East  48th  Street,  New  York, 
N.Y.  10017. 

1965  POSTGRADUATE  COURSES  SPON- 
SORED BY  THE  AMERICAN  COLLEGE 
OF  CHEST  PHYSICIANS  — Clinical  ap- 
plication of  cardiopulmonary  physiology: 
What’s  new  in  the  diagnosis  and  treat- 
ment of  cardiovascular  and  pulmonary  dis- 
eases : Fountainebleau  Hotel,  Miami  Beach, 
January  24-28,  1966.  Clinical  application 
of  cardiopulmonary  physiology:  Ambassa- 
dor Hotel,  Los  Angeles,  February  14-18, 
1966.  Cine  - angiographic  techniques  in 
cardiovascular  diseases:  Cleveland  Clinic, 
Cleveland,  April  11-13.  Write  to:  Ameri- 
can College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11,  Illinois. 

American  College  of  Physician.s 
Postgraduate  Courses,  1965-1966  — 

The  following  courses  are  made  possible 
by  the  generous  cooperation  of  the  directors 
and  institutions  involved.  Tuition  fees: 
Members,  $60;  Nonmembers,  $100.  Regis- 
tration forms  and  requests  for  information 


are  to  be  directed  to:  Edward  C.  Rosenow, 

Jr.,  MD,  Executive  Director,  The  American 

College  of  Physicians,  4200  Pine  Street, 

Philadelphia,  Pa.  19104. 

MEDICINE  OF  TOMORROW:  RECENT 
ADVANCES  IN  INTERNAL  MEDI- 
CINE — Jan.  10-14,  University  of  Ala- 
bama Medical  Center,  Birmingham,  Ala- 
bama; Howard  L.  Holley,  MD,  FACP,  Di- 
rector. 

CURRENT  CONCEPTS  OF  INFECTIOUS 
DISEASE  — Jefferson  Medical  College, 
Philadelphia,  Pa.;  Robert  I.  Wise,  M.D., 
F.A.C.P.,  Director;  Joseph  F.  Rodgers, 
M.D.,  Co-Director.  February  7-11,  1966. 

MEDICAL  GENETICS  — The  Johns  Hop- 
kins Hospital,  Baltimore,  Md. ; Victor  A. 
McKusick,  M.D.,  F.A.C.P.,  Director.  Feb. 
14-18,  1966. 

CANCER  — Presbyterian-St.  Luke’s  Hos- 
pital, Chicago,  111. ; Samuel  G.  Taylor,  HI, 
M.D.,  F.A.C.P.,  Director.  Feb.  21-25,  1966. 

THE  BIG  HEART,  Cardiac  Work  and  Car- 
diac Plypertrophy ; Clinical  Appraisals, 
Therapeutic  Considerations  and  Pathologic 
Correlations  — Baylor  University  College 
of  Medicine,  Houston,  Texas;  Raymond  D. 
Pruitt,  MD,  FACP,  Director.  March  7-11, 
1966. 

BASIC  MECHANISMS  IN  INTERNAL 
MEDICINE,  University  of  Toronto,  Tor- 
onto, Ontario,  Canada;  K.  J.  R.  Wight- 
man,  MD,  FACP,  Director.  March  28- 
April  1,  1966. 

CURRENT  CONCEPTS  OF  RENAL,  GAS- 
TROINTESTINAL AND  CIRCULATION 
PHYSIOLOGY  — Co-sponsored  by  the 
American  Physiological  Society,  Barbizon- 
Plaza  Hotel,  New  York,  N.Y.;  Daniel  H. 
Simmons,  MD,  FACP,  and  Charles  Klee- 
man,  MD,  FACP,  Co-Directors. 

Future  Meetings  of  the  American 

College  of  Surgeons — 

BAL  HARBOUR,  FLORIDA,  January  13- 
15.  Sectional  Meeting.  Americana  Hotel. 

HOUSTON,  TEXAS,  January  31  - February 
2.  Sectional  Meeting.  Sheraton-Lincoln 
Hotel. 
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CLEVELAND,  OHIO,  March  14-17.  Annual 
4-Day  Sectional  Meeting  for  Doctors  and 
Graduate  Nurses.  Sheraton-Cleveland  and 
nearby  hotels. 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 

Secretary,  American  College  of  Surgeons,  55 

East  Erie  Street,  Chicago,  Illinois  60611. 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
the  following  Postgraduate  Education 
Courses  during  1965  and  1966 : 

— April  20-23,  1966:  16th  Hahneman 

SjTnposium,  Arterial  Occlusive  Disease; 
Dr.  Albert  N.  Brest;  Marriott  Motor 
Hotel. 

— December,  1966 : 17th  Hahneman  Sym- 
posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 

STUDY  AND  SKI  — Scientific  meetings, 
a winter  ski  vacation,  a cocktail  party, 
and  a dinner-dance  are  planned  for  the 
31st  ^Midwinter  Clinical  Session  of  the 
Colorado  iMedical  Society,  March  1 through 
3.  Write  to  the  Colorado  i\Iedical  Society, 
1809  East  18th  Avenue,  Denver,  Colorado 
80218. 

CONFERENCE  ON  AIR  POLUTION  RE- 
SEARCH — The  AMA  has  scheduled  the 
first  Air  Pollution  Medical  Research  Con- 
ference foi  March  2-4,  1966,  at  the  Am- 
bassador Hotel  in  Los  Angeles.  Six  ad- 
ditional cooperating  organizations  include 
The  American  College  of  Chest  Physi- 
cians, the  American  Thoracic  Society,  the 
U.S.  Public  Health  Service,  the  California 
State  Department  of  Public  Health,  the 
California  iNIedical  Association,  and  the 
Los  Angeles  County  Medical  Association. 
Write  to  Air  Pollution  Medical  Research 
Conference,  Department  of  Environmen- 
tal Health,  Ai\IA,  535  N.  Dearborn  St., 
Chicago,  Illinois  60610. 

CONTINUING  EDUCATION  — Closed 
Chest  Resuscitation ; University  of  Nebras- 


ka College  of  Medicine,  at  Eppley  Research 
Institute,  March  8,  1966  (for  physicians, 
9th  for  dentists,  and  10th  for  nurses). 
Info : Continuing  Education,  University  of 
Nebraska  College  of  Medicine,  42nd  and 
Dewey,  Omaha  5. 

MICROCIRCULATION  — Microcirculation 
is  to  be  the  topic  of  discussion  at  the 
Heart  Association  of  Southeastern  Penn- 
sylvania’s Fifth  National  Sjunposium  to 
be  held  at  the  Philadelphia’s  Sheraton 
Hotel  on  March  10  and  11,  1966.  Write 
to  Lyle  L.  Perry,  Heart  Association  of 
Southeastern  Pennsylvania,  318  S.  19th 
Street,  Philadelphia,  Pa.  19103. 

NATIONAL  SOCIETY  FOR  THE  PRE- 
VENTION OF  BLINDNESS  — “Vision 
for  the  Space  Age;”  Houston,  Texas,  Rice 
Hotel,  March  24-26,  1966.  Info:  Director 
of  Information  John  D.  Coleman,  16  East 
40th  Street,  New  York  10016. 

MAYO  CLINIC  AND  FOUNDATION  — 
Clinical  Reviews,  a program  of  lectures 
and  discussions  on  problems  of  general 
interest  in  medicine  and  surgery,  will  be 
presented  on  March  28,  29  and  30,  1966, 
and  will  be  repeated  (they  will  be  iden- 
tical sessions)  on  April  4,  5,  and  6,  1966. 
Write  to  i\L  G.  Brataas  (Secretary,  Clini- 
cal Reviews  Committee),  Mayo  Clinic, 
Rochester,  ^Minnesota. 

SIGHT -SAVING  CONFERENCE  — The 
1966  annual  Sight-Saving  Conference  of 
the  National  Society  for  the  Prevention  of 
Blindness,  Inc.,  will  take  place  from  March 
30  through  April  1,  1966,  at  the  Hotel 
Roosevelt,  New  York,  N.Y.  Write  to  John 
D.  Coleman,  Director  of  Information,  Na- 
tional Society  for  the  Prevention  of  Blind- 
ness, Inc.,  16  East  40th  St.,  N.Y.C. 

ENWIRONMENTAL  HEALTH  — The  Third 
Congress  on  Environmental  Health  Prob- 
lems of  the  AMA  will  be  held  April  4-5 
at  the  Drake  Hotel  in  Chicago.  Write  to 
EHC,  Department  of  Environmental 
Health,  AMA,  535  N.  Dearborn  St.,  Chi- 
cago, Illinois  60610. 
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TERATOLOGY  WORKSHOP  — The  Third 
Teratology  Workshop  will  be  held  April 
4-8,  1966  at  Boulder,  Colorado;  it  is  spon- 
sored jointly  by  the  AMA,  the  Teratology 
Society,  and  the  University  of  Colorado, 
with  the  support  of  the  National  Academy 
of  Sciences  - National  Research  Council. 
Write  to  William  Kitto,  MD,  Associate  Di- 
rector, Department  of  Drugs,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

INDUSTRIAL  HEALTH  — The  1966  Amer- 
ican Industrial  Health  Conference  will 
take  place  April  25-28  in  Detroit,  Mich- 
igan. Headquarters  will  be  at  the  Sher- 
aton Cadillac  Hotel,  meetings  in  Cobo  Hall. 
Write  to:  American  Industrial  Health 

Conference,  55  East  Washington  Street, 
Chicago,  Illinois  60602. 

ANESTHESIOLOGY  — Third  Annual  Mid- 
west Conference  on  Anesthesiology.  Con- 
tinental Plaza  Hotel,  Chicago,  Illinois, 
April  28-30,  1966.  Write  to  T.  L.  Ash- 
craft, M.D.,  33  East  Cedar  Street,  Chi- 
cago, Illinois  60611. 

POSTGRADUATE  COURSE  IN  LARYN- 
GOLOGY AND  BRONCHOESOPHA- 
GOLOGY  — A postgraduate  course  in 
laryngology  and  bronchoesophagology  will 
be  conducted  by  the  Department  of 
Otolaryngology  of  the  Illinois  Eye  and 
Ear  Infirmary  and  the  College  of  Medi- 
cine of  the  University  of  Illinois  at  the 
Medical  Center,  Chicago,  from  March  21 
through  April  2,  1966.  Write  to  the  De- 
partment of  Otolaryngology,  College  of 
Medicine  of  the  University  of  Illinois  at 
the  Medical  Center,  Postoffice  Box  6998, 
Chicago,  Illinois  60680. 

FIRST  ANNUAL  BIOMEDICAL  LASER 
CONFERENCE  — June  17-18,  Sheraton- 

Boston  Hotel,  Boston,  Massachusetts. 

TENTH  WORLD  CONGRESS  OF  THE  IN- 
TERNATIONAL SOCIETY  FOR  RE- 
HABILITATION OF  THE  DISABLED 
— September  11-17,  1966,  Rhein-Main- 
Hall,  Wiesbaden,  Gennany. 


INTERNATIONAL  CANCER  CONGRESS 
— The  IX  International  Cancer  Congress 
will  be  held  in  Tokyo,  Japan,  fi*om  October 
23-29,  1966.  Write  to  Hirsch  Marks,  MD, 
435  East  57th  St.,  New  York  22,  N.Y. 


Welcome,  New  Members 

Althouse,  Ivan,  MD 
Lynch,  Nebraska 

Grubbs,  Loran  C.,  MD 
Scottsbluff,  Nebraska 

Hadley,  Clifford  M.,  MD 
Osceola,  Nebraska 

Harvey,  Donald  A.,  MD 
Omaha,  Nebraska 

Haukebo,  Noel,  MD 
Scottsbluff,  Nebraska 

Taylor,  Bernie,  MD 
North  Platte,  Nebraska 

Whitney,  Mark,  MD 
Lynch,  Nebraska 


The  Military  Dependents' 
Medical  Care 

Coverage  for  Postoperative  Care  Under  the 
Military  Dependents’  Medical  Care — 

Postoperative  care  is  that  care  necessary 
for  the  proper  management  of  the  case  until 
the  patient  is  released  from  professional 
custody.  The  payment  made  to  the  surgeon 
for  his  services  is  to  include  all  postopera- 
tive care. 

When  the  surgeon  is  not  available  to 
render  postoperative  care,  the  percentage  of 
the  surgical  fee  to  be  paid  to  the  physician 
who  renders  this  care  is  established  at  a 
maximum  of  20  per  cent  and  is  to  be  de- 
ducted from  the  surgical  fee.  The  post- 
operative care  payment  to  a physician  other 
than  the  operating  surgeon,  where  the  sur- 
geon is  available  to  render  these  services, 
is  not  allowable.  However,  there  is  an  ex- 
ception to  the  above  rule:  If  the  surgeon 
feels  that  a second  physician  is  required 
on  the  case  following  surgery  because  of  his 
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supplemental  skills,  then  the  postoperative 
fee  will  be  apportioned  in  accordance  with 
the  amount  of  work  done  and  the  responsi- 
bility accepted.  Cases  such  as  these  are  ad- 
judicated by  the  Policy  Committee  of  the 
Nebraska  State  Medical  Association.  There- 
fore, when  a physician  is  filing  for  post- 
operative care,  he  should  attach  a letter, 
adequately  explaining  why  his  supplemental 
skills  were  necessary  postoperatively. 


THE  MONTH  IN  WASHINGTON 

The  Public  Health  Service  has  expanded 
its  “pap”  test  program  with  a goal  of  pro- 
viding cervical  cancer  tests  for  most  women 
who  enter  hospitals  and  many  of  those  who 
see  physicians  for  any  reason. 

A total  of  $6  million  has  been  allotted  for 
the  expanded  nationwide  campaign. 

Grants  will  be  made  to  hospitals,  medical 
schools,  state  and  local  health  departments, 
and  nongovernment  health  groups  for  train- 
ing of  technicians,  post-residency  training 
of  physicians,  purchase  of  laboratory  equip- 
ment, examination  of  hospital  outpatients 
and  other  such  expenditures. 

Since  last  March,  the  American  Academy 
of  General  Practice  has  been  implementing 
for  the  PHS  an  office  cancer  detection  pro- 
gram. A PHS  spokesman  termed  the  pro- 
gram “most  effective,”  although  not  costly. 

The  PHS  said  it  expects  to  achieve  its 
goal  in  hospital  tests  within  the  next  five 
years,  with  the  number  of  hospitals  provid- 
ing this  service  to  all  adult  women  patients 
increasing  each  year  during  this  period. 

Hospitals  providing  care  for  the  poor  and 
medically  indigent  will  receive  first  consid- 
eration in  the  awarding  of  grants.  These 
patients  have  not  been  tested  usually  for 
cervical  cancer,  the  PHS  said.  PHS  Sur- 
geon General  William  H.  Stewart  said  the 
new  hospital-based  screening  program  reach- 
ing high-risk,  low-socio-economic  groups  of- 
fered “a  truly  effective”  means  of  fighting 
cancer  through  the  “pap”  test  for  early  de- 
tection. 


Although  the  “pap”  test  was  developed 
more  than  20  years  ago,  only  20  per  cent 
of  the  nation’s  62  million  adult  women  had 
received  the  test  last  year,  the  PHS  said. 

The  report  of  the  President’s  Commission 
on  Heart  Disease,  Cancer,  and  Stroke  pro- 
posed a national  cervical-cancer  detection 
program  as  the  next  logical  step  to  expand 
the  limited  program  previously  carried  out 
by  the  PHS’  Cancer  Control  Program.  The 
clinical  training  programs  for  cancer  control 
will  have  $6  million  in  funds  for  the  next 
12  months,  double  the  amount  previously 
available.  The  grant-aided  programs  will 
be  carried  out  by  medical  schools,  hospitals, 
and  such  health  groups  as  the  American 
Cancer  Society,  the  American  Academy  of 
General  Practice,  and  state  and  local  health 
departments. 

After  President  Johnson  named  the  Na- 
tional Advisory  Council  on  Regional  Medical 
Programs  to  advise  the  government  on  pro- 
grams authorized  by  the  Heart  Disease,  Can- 
cer and  Stroke  law.  Dr.  James  Z.  Appel, 
AMA  President,  expressed  regret  that  “the 
AMA  was  not  asked  to  submit  any  nomina- 
tions to  this  important  body.” 

“Frankly,  we  are  disturbed  that  the  PHS 
has  taken  this  action  in  view  of  our  known 
interest  in  this  Act  and  the  inclusion  before 
its  enactment  of  the  20  amendments  we 
had  proposed,”  Appel  said.  “You  may  re- 
member that  one  of  the  amendments  incor- 
porated into  the  final  bill  was  our  suggestion 
that  the  Advisory  Council  have  final  au- 
thority in  approving  or  disapproving  grant 
requests  rather  than  only  advisory  authority 
as  initially  provided.” 

Nonetheless,  Appel  told  the  AMA  House 
of  Delegates  in  Philadelphia ; 

“If  we  provide  effective  leadership,  and 
if  the  PHS  cooperates,  it  may  be  that  this 
law  will  permit  the  development  of  pro- 
grams which  will  benefit  the  public  and  be 
acceptable  to  the  profession.  I cannot  urge 
you  strongly  enough,  therefore,  to  take 
steps  now  through  appropriate  state  and 
local  society  committees  to  meet  with  medical 
school  deans,  state  health  department  direc- 
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tors,  teaching  hospital  administrators,  and 
department  heads  in  an  effort  to  establish 
jointly  a series  of  programs  under  the  Act 
that  would  be  wholly  beneficial.” 

Named  to  the  Advisory  Council : 

Dr.  Michael  E.  DeBakey,  Houston,  who 
headed  the  commission  that  recommended 
the  program;  Dr.  John  Willis  Hurst,  At- 
lanta, the  President’s  heart  specialist;  Dr. 
George  E.  Moore,  Buffalo,  N.Y. ; Dr.  Clark 
M.  Millikan,  Mayo  Clinic,  Rochester,  Minn. ; 
Dr.  Cornelius  M.  Traeger,  New  York,  N.Y. ; 
Dr.  Leonidas  H.  Better,  Chicago;  Mary  I. 
Bunting,  President  of  Radcliffe  College; 
Gordon  Gumming,  Sacramento,  Calif.;  Dr. 
Bruce  Everist,  Ruston,  La. ; Dr.  William 
Peeples,  Maryland  Health  Commissioner ; 
Dr.  Robert  J.  Slater,  Burlington,  Vt.,  and 
Dr.  James  T.  Howell,  Detroit. 

Surgeon  General  Stewart  will  be  chair- 
man. 

Clinical  testing  of  the  experimental  drug 
DMSO  has  been  discontinued  by  voluntary 
agreement  of  the  drug  sponsors  and  the  Food 
and  Drug  Administration.  The  action  was 
prompted  by  reports  of  adverse  effects  on 
the  eyes  of  laboratory  animals.  About  1000 
investigators  had  been  testing  the  drug  on 
thousands  of  human  patients.  Both  the 
AMA  and  FDA  previously  had  warned  that 
attempted  self-medication  with  the  material 
was  dangerous. 

DMSO  is  produced  as  an  industrial  sol- 
vent as  well  as  grades  for  medical  research 
purposes. 

A special  advisory  committee  of  non- 
government medical  experts  is  conducting  a 
comprehensive  review  of  side-effects  of  birth 
control  pills. 

The  Advisory  Committee  on  Obstetrics 
and  Gynecology  was  appointed  in  November 
by  the  Food  and  Drug  Administration  be- 
cause of  reports  that  women  who  had  taken 
oral  contraceptive  pills  had  suffered  throm- 
boembolic phenomena  including  strokes, 
thrombophlebitis  and  pulmonary  embolism, 
and  various  eye  and  vision  manifestations. 
An  article  in  the  AMA’s  Archives  of  Oph- 
thalmology reported  69  cases  of  eye  ail- 


ments, migraine  and  strokes  among  women 
who  had  taken  the  pills. 

As  an  interim  measure,  the  FDA  directed 
manufacturers  of  the  pills  to  put  on  package 
labels  two  warnings  — (1)  use  should  be 
stopped  if  eye  problems  occur,  and  (2)  wom- 
en who  have  had  strokes  should  not  take 
them. 

It  is  estimated  that  more  than  four  mil- 
lion American  women  have  been  taking 
birth  control  pills  which  are  manufactured 
by  seven  U.S.  drug  firms. 

At  its  first  meeting  the  seven  mem- 
bers of  the  special  committee  — all  medical 
school  g>mecologists  and  obstetricians  — 
concluded  that  there  was  no  immediate  need 
for  immediate  action  on  the  reports  of  ad- 
verse experience  with  oral  contraceptive 
pills.  The  committee  believed  that  “final 
recommendations  . . . can  safely  await  ^he 
conclusion  of  its  deliberations.” 

Two  more  Committee  meetings  were 
scheduled,  in  January  and  March.  Dr.  Jo- 
seph F.  Sadusk,  Jr.,  FDA  Medical  Direc- 
tor, said  the  Committee  probably  would  issue 
its  final  report  following  the  March  meeting. 

The  FDA  put  on  computer  tape  and  turned 
over  to  the  Committee  for  evaluation  all  of 
the  clinical  reports  it  had  received  on  sus- 
pected adverse  reactions  from  oral  contra- 
ceptive drugs.  The  FDA  pointed  out  that 
it  had  “emphasized  previously  that  these 
are  naturally  occurring  conditions  in  some 
women  which  have  been  noted  as  far  back 
as  medical  experience  extends.” 

In  a non-related  action,  a thirteen-member 
panel,  one  of  30  making  up  the  White  House 
Conference  on  International  Cooperation, 
proposed  that  the  United  States  make  $100 
million  available  over  the  next  three  years 
to  help  foreign  governments  carry  out  fam- 
ily planning  programs.  The  panel  also 
urged  that  the  Federal  government  set  ar 
international  example  by  cooperating  with 
state  and  local  agencies  to  make  birth  con- 
trol information  services  readily  available  in 
this  country.  Richard  N.  Gardner,  profes- 
sor of  law  at  Columbia  University,  headed 
the  panel. 
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Doctors  in  the  News 

Dr.  Lynn  Thompson,  associate  in  anes- 
thesiology, has  been  appointed  by  the  Na- 
tional Academy  of  Sciences  - National  Re- 
search Council,  Division  of  Medical  Sciences 
to  a national  task  force  on  ambulance  serv- 
ices. 


News  From  Our  Medical  Schools 

Butterworth  and  Stollerman  Will  Head  Program — 

Omaha  — Dr.  J.  Scott  Butterworth  and 
Dr.  Gene  H.  Stollerman  will  head  a program 
on  the  “Current  Status  of  Cardiovascular 
Disease”  at  the  University  of  Nebraska  Col- 
lege of  Medicine  on  February  3 and  4,  1966. 

Dr.  Butterworth,  president  of  the  Ameri- 
can Heart  Association  in  1962,  is  an  asso- 
ciate professor  of  medicine  at  New  York 
University.  Also,  he  is  the  author  of  a well 
known  book.  Auscultation  of  the  Heart, 
which  was  published  in  1960. 

Dr.  Stollerman  is  professor  and  chairman 
of  the  department  of  internal  medicine  at  the 
University  of  Tennessee.  He  is  a member  of 
the  committee  on  prevention  of  rheumatic 
fever  and  bacterial  endocarditis  and  of  the 
Council  on  Rheumatic  Fever  and  Congenital 
Heart  Disease  of  the  American  Heart  As- 
sociation. 

Dr.  Stollerman  will  consider  “strepto- 
cocci and  rheumatic  fever”  and  “acute  rheu- 
matic fever : treatment  and  prognosis.” 
Other  sessions  during  the  two  day  course 
will  be  given  by  Nebraska  physicians. 

The  course  is  applicable  for  12  hours  of 
Category  I credit  with  the  American  Acad- 
emy of  General  Practice.  Fee  is  $40. 

Continuing  Education  Course  for  Physicians 
At  I’niversity  of  Nebraska  College  of  Medicine — 

Omaha  — IMany  facets  of  clinical  labora- 
tory medicine  was  considered  at  a con- 
tinuing education  course  for  physicians  on 
December  16  and  17  at  the  University  of 
Nebraska  College  of  Medicine. 

Director  of  the  Pathology  department  at 
St.  Joseph’s  Hospital  in  Wichita,  Kansas, 


Dr.  William  J.  Reals  was  guest  speaker  for 
the  course  which  was  conducted  at  the  medi- 
cal college’s  Eppley  Cancer  Institute. 

Dr.  Reals  discussed  “bacteriology  for 
the  doctor’s  office”  and  “cytologic  techniques 
in  office  practice.” 

Other  sessions  during  the  two  day  course 
were  presented  by  the  members  of  the 
pathologj’  department  at  the  medical  col- 
lege. 

Dr.  C.  A.  McWhorter  was  course  coor- 
dinator. He  is  professor  and  chairman  of 
the  pathology  department. 

Course  enrollees  received  12  hours  of 
Category  I credit  with  the  American  Acad- 
emy of  General  Practice. 

University  of  Nebraska  College  of  Medicine 
Staff  Members  Are  Co-Authors — 

Omaha  — Four  University  of  Nebraska 
College  of  Medicine  staff  members  are  co- 
authors of  an  article  which  appears  in  the 
November  issue  of  the  AmeHcan  Journal  of 
Medical  Sciences. 

The  article,  “Iatrogenic  Hypothyroidism 
in  a Patient  with  Turner’s  Sjmdrome,”  was 
prepared  by  Drs.  Henry  T.  Lynch,  assist- 
ant instructor  in  internal  medicine;  John  J. 
Matoole,  assistant  professor  of  internal  medi- 
cine; Mary  Jo  Henn,  associate  professor  of 
internal  medicine ; Mrs.  Anne  J.  Krush,  so- 
cial worker  in  the  heredity,  growth  and  de- 
velopment section  at  the  Eppley  Cancer  In- 
stitute ; and  Dr.  Robert  L.  Tips  of  the  Baylor 
Medical  Center. 

Drs.  Lemon  and  Foley  Publish  New  Book — 

Omaha  — Dr.  Henry  M.  Lemon  and  Dr. 
John  F.  Foley  of  the  University  of  Nebras- 
ka College  of  Medicine  have  prepared  a 
chapter  in  a book.  Controversy  in  Intey'nal 
Medicine,  recently  published  by  the  W.  B. 
Saunders  Co. 

Dr.  Lemon  is  director  of  the  Eppley  Can- 
cer Institute  and  Dr.  Foley  is  associate  pro- 
fessor of  internal  medicine  and  chief  co- 
ordinator of  the  medical  cancer  therapy  pro- 
gram at  the  Eppley  Institute. 

The  article,  on  pages  575-90,  is  entitled 
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“Antimetabolite  Therapy  of  Advanced  Car- 
cinoma and  Sarcoma.”  The  book  was  edited 
by  Ingelfinger,  Reiman  and  Finland  and  will 
be  available  in  early  1966. 

Edwin  F.  Ross  Resigns — 

Omaha  — The  resignation  of  Edwin  F. 
Ross,  administrator  of  University  Hospital, 
was  announced  recently  by  the  University  of 
Nebraska  College  of  Medicine. 

Mr.  Ross  will  become  executive  director  of 
Fairview  Park  Hospital  in  Cleveland,  Ohio, 
on  February  1. 

Mr.  Ross  has  been  administrator  of  Uni- 
versity Hospital  since  September,  1962.  Pri- 
or to  that  time  he  was  assistant  director  of 
University  Hospitals  in  Cleveland  for  nine 
years,  and  also  served  as  administrator  of 
Doctors  Hospital  in  Cleveland  Heights,  Ohio. 

No  successor  to  Mr.  Ross  has  been  named. 

Obstetrics  and  Gynecology — 

The  more  recent  advances  in  obstetrics  and 
gynecology  are  to  be  presented  at  a course 
for  physicians  on  the  University  of  Nebraska 
College  of  Medicine  campus,  January  20  and 
21,  1966. 

U.  N.  Medical  Student  Receives  Grant — 

A tuition  grant  of  $625  has  been  given  by 
the  Pennington  Fund,  a Subsidiary  of  the 
Christian  Medical  Society,  to  Kathleen  Bliese, 
a junior  medical  student  at  the  University  of 
Nebraska  College  of  Medicine.  Mrs.  Bliese 
will  receive  her  Doctor  of  Medicine  degree 
in  1967 ; her  husband  is  a senior  at  the  Cen- 
tral Lutheran  Seminary  in  Fremont;  they 
both  hope  to  work  in  the  mission  field  in 
India. 

Closed  Chest  Cardiopulmonary  Resuscitation — 

Closed  chest  cardiopulmonary  resuscita- 
tion techniques  will  be  taught  at  continuing 
education  courses  on  March  7,  1966  for  phy- 
sicians, March  8 for  dentists,  and  March  9 
for  nurses.  Write  to  the  Office  of  Continuing 
Education,  University  of  Nebraska  College 
of  Medicine,  42nd  and  Dewey  Avenue,  Oma- 
ha, Nebraska.  The  course  is  being  offered 


for  the  second  consecutive  year,  and  will  be 
held  at  the  Eppley  Cancer  Institute. 

Clyde  Butz  Elected  Secretary  of  the 
American  Occupation  Therapy  Association — 

Omaha  — Clyde  Butz,  an  instructor  in 
occupational  therapy,  department  of  neu- 
rology and  psychiatry  at  the  University  of 
Nebraska  College  of  Medicine,  has  been  elect- 
ed secretary  of  the  American  Occupational 
Therapy  Association. 

Mr.  Butz  was  elected  to  the  national  of- 
fice at  the  Occupational  Therapy  Associa- 
tion’s annual  meeting  in  Miami,  Fla.  He 
will  serve  as  secretary  for  the  next  three 
years. 


Human  Interest  Tales 

Doctor  F.  X.  Rudloff,  Battle  Creek,  was 
recently  honored  by  his  community  for  pro- 
viding 45  years  service. 

Doctor  Henry  J.  Quiring,  Omaha,  spoke 
at  the  homecoming  program  of  the  Omaha 
Baptist  Bible  College  in  November. 

Doctor  Laverne  C.  Steffens,  Kearney,  re- 
cently completed  a post-doctoral  course  at 
the  Massachusetts  General  Hospital. 

Doctor  Claude  H.  Organ,  Omaha,  narrated 
a film,  produced  by  him,  at  an  October  meet- 
ing of  the  American  College  of  Surgeons. 

Doctor  Charles  Way,  Wahoo,  announced  in 
November  his  retirement  as  Chief  of  Out- 
Patient  Services  at  the  Veterans  Hospital 
in  Omaha. 

Doctor  James  L.  Lodge,  Lincoln,  was 
elected  a Fellow  of  the  American  Academy 
of  Pediatrics  at  the  organizations  convention 
in  Chicago. 

Doctors  J.  F.  Kelly  and  J.  Harry  Murphy, 
Omaha,  were  recently  honored  as  50- Year 
graduates  of  the  Creighton  University  School 
of  Medicine. 

Doctor  E.  C.  Foote,  Hastings,  was  awarded 
a plaque  in  recognition  of  60  years  service 
by  the  Adams  County  Medical  Society  at  a 
November  meeting. 
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Doctor  and  Mrs.  Richard  Gentry,  Falls 
City,  were  awarded  Young  Alumni  Service 
Awards  at  a Nebraska  University  convoca- 
tion held  in  November. 


Deaths 

DOCTOR  GEORGE  E.  CHARLTON  — 
Doctor  Charlton,  83,  of  Norfolk,  Nebraska, 
died  November  3,  1965.  A native  of  Fill- 
more County,  Nebraska,  he  attended  Lincoln 
High  School,  Cotner  College,  Bethany  Col- 
lege, and  the  Lincoln  Academy.  He  received 
his  medical  degree  from  the  Lincoln  Medical 
College  in  1907.  He  was  a member  of  the 
Nebraska  State  IMedical  Association,  the 
American  Medical  Association,  and  the 
American  Psychiatric  Association. 


The  Woman's  Auxiliary 

The  fall  of  1965  has  been  busy  indeed  for 
your  State  President  and  President-Elect. 
On  September  1,  1965,  I was  privileged  to 
visit  the  Adams  County  Auxiliary.  They 
had  a joint  dinner  with  their  husbands,  and 
following  dinner  they  had  a very  well  planned 
meeting.  On  September  7,  I was  the  hon- 
ored guest  at  a luncheon  meeting  of  the 
Platte  County  Auxiliary.  I was  delighted 
to  be  able  to  visit  both  of  these  groups.  They 
are  very  active  and  work  hard  to  improve 
their  Auxiliaries. 

November  was  truly  a very  busy  month 
for  Mrs.  Smith  and  me.  We  began  a 
month  of  traveling  and  visitations  by  at- 
tending the  Lancaster  County  Auxiliary 
meeting  in  Lincoln  on  November  1,  1965. 
What  a “live-wire”  group  is  this  Auxiliary! 
On  November  3,  we  were  delighted  for  the 
opportunity  to  be  guests  at  a regional  meet- 
ing of  the  Woman’s  Auxiliary  to  the  Iowa 
State  Medical  Society.  (The  inter-state  re- 
lationship is  good). 

On  November  4,  we  attended  the  meeting 
of  the  Madison-Four  County  Auxiliary,  after 
which  we  spent  the  night  as  guests  of  Dr. 
and  Mrs.  George  Salter  of  Norfolk. 

On  November  9 we  attended  the  meeting 


of  the  Omaha-Douglas  County  Auxiliary. 
With  our  car  all  packed,  we  left  immediately 
following  the  meeting  for  our  long  trek 
westward.  We  spent  that  night  at  the  home 
of  Dr.  and  Mrs.  S.  H.  Perry  in  Gothenburg. 
(Mrs.  Perry  is  the  Second  Vice  President)  of 
the  State  Auxiliary. 

November  10  saw  us  driving  to  Chadron 
for  a visit  with  the  Northwest  County  Aux- 
iliary. While  there  we  were  the  house  guests 
of  Dr.  and  I\Irs.  L.  M.  Hoevet.  November 
11  was  spent  in  seeing  the  beautiful  country 
in  and  around  Chadron. 

We  were  scheduled  to  attend  a luncheon 
meeting  of  the  Scotts  Bluff  County  Aux- 
iliary on  November  12.  The  following  day 
was  a free  day  which  was  spent  in  being 
lazy  — playing  bridge,  listening  to  the  Ne- 
braska-Oklahoma  State  football  game  (and 
nearly  having  a heart  attack  — What  a 
game!)  and  being  entertained  for  dinner 
by  Dr.  and  Mrs.  Joe  T.  Hanna. 

November  14  found  us  wending  our  way 
back  toward  Kearney  where  we  were  to  at- 
tend a meeting  of  the  Buffalo  County  Aux- 
iliary on  November  16.  This  meeting  co- 
incided with  the  State  Medical  Association 
Councilor’s  meeting  so  that  evening  we  were 
privileged  to  attend  the  dinner  and  hear  a 
fine  talk  by  Dr.  Cecil  Wittson. 

On  November  17  we  were  the  honored 
guests  at  the  dinner  meeting  of  the  Lincoln 
County  Medical  Auxiliary.  Ordinarily  this 
Auxiliary  conducts  its  meeting  in  the  after- 
noon but  once  during  the  year  the  members 
invite  their  doctor  husbands  to  be  guests  for 
a dinner  meeting.  Mrs.  Smith  and  I felt 
pretty  important  sharing  honors  with  such 
distinguished  guests. 

November  19  we  were  scheduled  for  a 
meeting  of  the  Dawson  County  Auxiliary. 
This  was  a luncheon  meeting,  and  I might 
add  — a very  delightful  one.  During  our 
stay  in  Lexington  we  were  the  house  guests 
of  Dr.  and  Mrs.  Dean  McGee  and  the  dinner 
guests  of  Mrs.  William  B.  Long,  Dawson 
County  President. 

November  20  found  us  wending  our  way 
homeward  — tired  — yes,  but  with  a feeling 
of  accomplishment,  and  with  hearts  over- 
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flowing  because  of  the  friendliness  and  hos- 
pitality accorded  us  throughout  the  entire 
trip. 

We  were  home  one  day  and  again  took  to 
the  highway.  Mrs.  Smith  and  Mrs.  B.  T. 
Mead,  our  State  AMA-ERF  chairman  were 
the  guests  for  the  silver  tea  given  by  the 
Tri-County  Auxiliary  on  Monday,  November 
22.  This  tea  is  an  annual  event  to  raise  money 
for  AMA-ERF.  Those  gals  in  and  around 
Fremont  really  do  a fine  job  of  money  rais- 
ing for  this  important  committee. 

Our  journeys  took  Mrs.  Smith  and  me 
over  many  miles  — somewhat  over  1800 
miles  as  a matter  of  fact  — but  what  a won- 
derful experience  for  both  of  us.  I wish 
that  each  and  everyone  of  you  could  have  the 
same  opportunity.  The  many  wonderful 
ladies  whom  we  met  and  realizing  the  fine 
work  they  are  doing,  really  strengthens  my 
faith  in  the  Woman’s  Auxiliary  to  the  Ne- 
braska State  Medical  Association,  because 
with  the  “Grass  Roots,”  or  the  County  Aux- 
iliaries, working  as  they  do,  we  can’t  fail. 

At  the  present  time  visitations  have  been 
made  to  eleven  of  the  sixteen  County  Aux- 
iliaries. Mrs.  Smith  and  I hope  to  visit 
the  remaining  five  County  Auxiliaries  after 
January  1,  1966.  We  have  already  received 
invitations  to  visit  the  Sixth  Councilor  Dis- 
trict Auxiliary  and  Hall  County  and  Four 
County  Auxiliary,  and  we  do  hope  that  the 
remaining  two  County  Auxiliaries  want  us 
too. 

We  of  the  Auxiliary,  because  we  have  the 
time  available,  have  been  able  to  become  more 
widely  and  intimately  associated  with  our 
sisters  in  the  various  parts  of  our  own  state 
and  a neighboring  state  as  well.  We  have 
found  that,  in  the  last  analysis,  we  have  few 
differences  of  opinion. 

It  is  our  belief  that  real  cooperation  be- 
tween all  parts  of  our  own  state  and  with 
other  states,  is  not  only  possible  but  is  a 
growing  reality. 

What  more  opportune  time  for  such  unity 
could  exist? 

My  very  best  wishes  to  each  and  every  one 


of  you  for  a happy  and  prospei'ous  New 
Year. 

Irene  Kelley,  Pi-esident, 
Woman’s  Auxiliary  to  the 
Nebr.  State  Med.  Assn. 

The  Auxiliary  Advisor  Speaks — 

I,  as  the  six  foot  two  and  a half  inch,  225 
pound  tail  that  wags  the  5 foot,  115  pound 
president  have  a few  comments  on  this 
little  dog  1 wag  so  well.  1 am  a silent  (who 
ever  heard  of  a silent  psychiatrist)  uncom- 
plaining, unobtrusive  hulk  of  a guy  who 
takes  plenty  of  kidding  because  1 sit  at  the 
head  table  of  medical  meetings,  as  my  wife’s 
husband. 

Oddly,  enough,  my  interest  in  medical  so- 
ciety activities  is  being  reawakened  as  a 
result.  For  the  first  time,  I am  an  alter- 
nate delegate  and  have,  in  part  at  least, 
earned  the  right  to  sit  at  my  wife’s  side. 

If  the  county  medical  societies  would  like 
to  please  us,  remember  that  we  are  proud 
of  our  little  gals,  just  as  you  are  of  yours, 
and  would  like  to  see  them  in  action.  If  you 
would  invite  Dr.  Smith  and  me  to  your  coun- 
ty meetings  when  our  wives  are  there,  we 
could  be  better  advisors  and  have  a darn 
good  “deductible”  short  vacation  as  well. 

J.  Whitney  Kelley,  MD 


Know  Your 
Blue  Shield  Plan 

Blue  Cross  - Blue  Shield  Is  Not  Ma^ic — 

There  is  no  magic  in  the  financing  of 
Blue  Cross  - Blue  Shield  any  more  than  there 
is  in  any  other  form  of  prepayment  for  hos- 
pital-medical-surgical care. 

Blue  Cross  - Blue  Shield  financing  is  a 
simple  process  of  members  prepaying  their 
dollars  on  a voluntary  budget  basis  for  neces- 
sary benefits  to  be  furnished  by  hospitals 
and  physicians  when  needed. 

True,  Blue  Cross  with  Contracting  Hos- 
pitals, Blue  Shield  with  Participating  Physi- 

continued 
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Flagyl  eliminates  the  difficulties  and  frus- 
trations that  have  long  attended  the  treat- 
ment of  trichomonal  infection. 

These  difficulties  arose  mainly  from: 

1 ) the  failure  of  any  previously  known 
agent  to  destroy  the  protozoan  in  para- 
vaginal crypts  and  glands; 

2)  the  failure  of  any  previously  known 
agent  to  prevent  reinfection  by  eradicat- 
ing the  disease  in  male  consorts. 

The  introduction  of  Flagyl  removed  both 
of  these  long-standing  deficiencies.  Hun- 
dreds of  published  investigations  in  thou- 
sands of  patients  have  confirmed  the  ability 
of  Flagyl  to  cure  trichomoniasis. 

Correctly  used,  with  due  attention  to  re- 
peat courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  a cure  rate 
of  up  to  100  per  cent  in  large  series  of 
patients. 

Nothing  cures  trichomoniasis  like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tablet  t.i.d.  for 
ten  days.  A vaginal  insert  of  500  mg.  is  avail- 
able for  local  therapy  when  desired.  When  the 
inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been 
demonstrated,  one  250-mg.  oral  tablet  b.i.d. 
for  ten  days. 

Contraindications 

Pregnancy;  disease  of  the  central  nervous  sys- 
tem; evidence  or  history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  counts  should  be  made 
before  and  after  therapy,  especially  if  a sec- 
ond course  is  necessary. 

Infrequent  and  minor  side  effects  include; 
nausea,  unpleasant  taste,  furry  tongue,  head- 
ache, darkened  urine,  diarrhea,  dizziness,  dry- 
ness of  mouth  or  vagina,  skin  rash,  dysuria, 
depression,  insomnia,  edema.  Elimination  of 
trichomonads  may  aggravate  monihasis. 

Dosage  Forms 

Oral-250-mg.tablets/Vaginal-500-mg.inserts 
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Research  in  the  Service  of  Medicine 


cians,  and  the  extremely  low  overhead  of 
both  Plans,  can  normally  make  the  mem- 
ber’s dollar  stretch  further  in  prepaying  for 
health  care  coverages. 

Nevertheless,  Blue  Cross-Blue  Shield  is  not 
a magic  panacea  for  prepaying  these  health 
care  costs.  Good,  sound,  proven  actuarial 
principles  still  have  to  be  used. 

Even  though  the  inherent  desire  of  all 
those  associated  with  Blue  Cross-Blue  Shield 
is  to  provide  all  Americans  with  a means 
of  prepaying  for  adequate,  good  health  care 
on  a voluntary,  budget  basis  regardless  of 
age,  occupation,  physical  condition  or  insur- 
ability, it  still  remains  a fact  that  you  have 
to  take  in  as  many  dollars  as  you  pay  out 
or  you  are  out  of  business. 

One  sure  way  of  getting  into  financial  dif- 
ficulties when  insurance  principles  are  in- 
volved — is  poor  underwriting. 

Insurance  underwriting — although  sound- 
ing quite  mysterious  — is  really  rather  sim- 
ple. It  merely  means  getting  enough  infor- 
mation about  the  risk  to  be  insured  so  that 
you  can  charge  a rate  adequate  to  pay  for 
any  losses  incurred  by  the  insured,  plus 
overhead  and  reserves  for  future  losses  and 
development. 


Blue  Cross-Blue  Shield  — with  its  policy 
of  never  canceling  a member  because  of 
usage  — has  found  it  increasingly  important 
to  properly  underwrite  its  prospective  mem- 
bers — especially  Non-Group  Members. 

You  don’t  have  to  seek  a man  out  to  sell 
him  fire  insurance  when  he  knows  he  is  go- 
ing to  have  a fire  — he’ll  find  you.  The 
same  applies  to  health  coverage. 

It  is  Blue  Cross-Blue  Shield’s  responsibil- 
ity in  fairness  to  its  Participating  Physi- 
cians, Contracting  Hospitals  and  Members 
that  they  don’t  go  out  and  enroll  only  sick 
people  in  the  community.  Otherwise,  the 
rates  would  soon  become  so  high  that  no 
one  could  afford  the  coverages  no  matter  how 
excellent  they  were. 

So,  if  your  office  is  asked  to  supply  in- 
formation to  Blue  Cross-Blue  Shield  on  a 
physical  condition  of  a member  or  prospec- 
tive member  — please  bear  with  them  — 
they  are  only  tiying  to  protect  the  inter- 
ests of  the  great  majority  against  the  selfish 
interests  of  a very  few. 

An  inquiry  does  not  necessarily  mean  no 
coverage.  An  inquiry  just  means  that  Blue 
Cross-Blue  Shield  is  trying  to  justify  cov- 
erage. 


The  number  of  admissions  of  patients  with  psychiatric  diag- 
noses to  general  hospitals  is  estimated  to  be  as  great  as  the 
number  of  patients  admitted  to  state  and  county  mental  hospitals 
(342,483  to  state  and  county  psychiatric  hospitals). 
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Books 


The  Burn  Wound  by  S.  E.  Order,  MD  and  J.  A. 
Moncrief,  MD.  Published  November  20,  196.5  by 
Charles  C.  Thomas,  Springfield,  Illinois.  72 
pages  (9"  by  11")  34  pages  of  illustrations.  Price 
$7.7.5. 

Doctor  Order  is  Chief  of  the  Experimental  Studies 
Branch  of  the  Brooke  Army  Medical  Center  Surgi- 
cal Research  Unit.  Doctor  Moncrief  is  the  direc- 
tor of  this  unit.  In  this  well-illustrated  monograph 
they  have  reviewed  the  dynamics  of  the  burn  wound 
and  its  relationship  to  clinical  management. 

They  report  their  observations  with  experimental 
second  and  third  degree  burns,  bacterial  invasion 
of  these  wounds,  and  tell  of  the  successful  clinical 
progi'am  for  the  treatment  of  major  burns  which 
has  been  the  result  of  their  experimental  work. 

The  Locomotor  System:  Functional  Anatomy  by 

Michael  C.  Hall,  FACS.  Published  October  2.5, 
196.5  by  Charles  C.  Thomas  of  Springfield,  Illinois. 
562  pages  (6"  by  9")  with  282  illustrations.  Price 
$19.75. 

Doctor  Hall  is  an  Associate  Professor  in  the  De- 
partment of  Anatomy  at  the  University  of  Tor- 
onto, Ontario,  Canada.  He  also  has  served  as  an 
Orthopedic  Surgeon  at  the  Cho  Ray  Hospital  in 
Saigon,  Republic  of  Vietnam. 

He  has  written  a postgraduate  anatomical  text- 
book — designed  especially  for  use  by  orthopedic 
surgeons  and  physiatrists.  This  book  includes  a 
description  of  present  knowledge  in  this  area,  cur- 
rent trends  in  research,  and  extensive  refeiences 
for  additional  reading.  The  spine  and  limbs  are 
considered  as  living,  working  structures.  Morpho- 
logical details  are  included  where  required  to  em- 
phasize function  and  where  recent  additions  to 
knowledge  have  been  made. 

Special  attention  has  been  given  to  the  mechani- 
cal properties  of  the  intervertebral  disc  and  to  the 
position  of  major  structures  as  encountered  in  sur- 
gical approaches. 

Therapeutic  Radiology  (2nd  edition)  by  William  T. 
Moss,  MD.  Published  November  17,  1965  by  The 
C.  V.  Mosby  Company  of  St.  Louis,  Missouri.  514 
pages  (7"  by  10")  with  170  illustrations.  Price 
$18.75. 

The  author  of  this  book  is  a Professor  of  Radi- 
ology at  Northwestern  University  School  of  Medi- 
cine, Director  of  the  Department  of  Therapeutic 
Radiology  at  Chicago  Wesley  Memorial  Hospital, 
and  Chief  of  the  Department  of  Therapeutic  Radi- 
ology at  the  Veterans  Administration  Research  in 
Chicago,  Illinois. 

This  unique  and  practical  book  on  radiation  ther- 
apy critically  appraises  and  well  illustrates  the 
indications  for  and  the  limitations  of  conventional 
and  supervoltage  therapy.  The  effects  of  irra- 
diation on  normal  tissue  are  detailed  preliminary 
to  discussing  the  therapy  for  cancers  of  individual 


organs.  The  surgeon,  otolaryngologist,  and  gyne- 
cologist in  particular  will  find  here  a dispassionate 
discussion  of  the  merits  and  contraindications  of 
radiation  therapy.  The  author  has  described  the 
ideal  results  as  well  as  the  complications  to  be  ex- 
pected under  certain  circumstances. 

This  current  edition  has  been  completely  revised 
to  include  new  concepts,  techniques,  and  results. 
A new  chapter  has  been  added  on  the  combinations 
of  radiotherapy  and  surgery.  The  increased  avail- 
ability of  megavoltage  and  telecobalt  equipment 
has  brought  about  changes  in  techniques  which 
have  been  described. 

Current  Problems  in  Tuberculosis  by  Samuel  Phil- 
lips, MD.  Published  December  10,  1965  by 

Charles  C.  Thomas,  Springfield,  Illinois.  123 
pages  (7"  by  10")  with  36  illustrations.  Price 
$7.50. 

The  author  of  this  book  is  an  Associate  Profes- 
sor at  the  University  of  Tennessee  College  of  Medi- 
cine and  Chief  of  the  Pulmonary  Disease  Section  of 
the  Veterans  Administration  Hospital  in  Memphis, 
Tennessee. 

Aided  by  six  eminent  contributors,  he  has  writ- 
ten an  informative  and  concise  text  which  proceeds 
from  a discussion  of  problems  of  diagnosis  and  the 
latest  concepts  of  tuberculosis  therapy  to  a con- 
sideration of  complications  and  their  management. 

Special  problems  considered  include  the  follow- 
ing: 

a.  the  recalcitrant  patient 

b.  infections  due  to  unclassified  mycobacteria 

c.  present  indications  for  the  use  of  surgery 

d.  adrenocorticosteroid  therapy 

e.  management  of  extrapulmonary  infections. 

Knox:  The  Anatomist  by  Isobel  Rae.  Published 

September  21,  1965  by  Charles  C.  Thomas  of 
Springfield,  Illinois.  164  pages  (6"  by  9").  Price 
$6.50. 

For  over  one-hundred  years  doctors  have  re- 
mained complacent  at  the  obloquy  heaped  upon  the 
head  of  the  unfortunate  Doctor  Robert  Knox  in 
connection  with  the  Burke  and  Hare  murders  after 
the  body  of  one  victim  was  discovered  in  the  cellar 
of  Dr.  Knox’s  School  of  Anatomy. 

In  this  book  the  author  tells  the  complete  life- 
story  of  Dr.  Knox;  his  years  of  success  before 
1828  and  the  tragic  years  which  followed.  Knox 
emerges  as  a dedicated  scientist,  a brilliant  teacher 
of  anatomy  to  whom  nineteenth  century  surgeons 
owed  much;  a man,  probably  genuinely  unaware  of 
the  methods  used  by  Burke  and  Hare,  who  found 
the  Victorian  world  relentlessly  unforgiving. 

Miss  Rae,  in  seeking  to  vindicate  him  both  as  a 
man  and  as  a doctor,  has  given  us  a sympathetic  and 
highly  readable  study  of  one  of  the  pioneers  of 
modern  medicine. 


January,  1966 
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ORGANIZATIONS.  STATE 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
State  House  Station 

Post  Office  Box  4813,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Bldg.,  Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 
Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 

Miss  Betty  Seibert,  510  South  42nd  St.,  Omaha 
Lancaster  County  Chapter 

Mr.  and  Mi's.  Gayle  Voller,  530  North  75th  St., 
Lincoln 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Herv'ert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Barbara  Holvick,  President 
26th  and  Dewey,  Omaha 
Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,'  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretaiy 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Under\vood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  President 
5 West  31st  Street,  Kearney,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 

Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 

Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers, M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “0”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W'.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
Room  1518,  State  Capitol  Bldg.,  Lincoln,  Nebr. 
L'niversity  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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The  tell-tale  lesion  on  the  back  of  her  neck 


ARISTOCORT  Topicals  are  particularly  effective  in  controlling  the 
inflammatory  symptoms  of  many  dermatoses  including  neuro- 
dermatitis, atopic  dermatitis,  eczematous  dermatitis,  seborrheic 
dermatitis  and  certain  cases  of  psoriasis.  The  0.1  Cream  or  Oint- 
ment is  usually  effective  in  abating  symptoms  of  skin  conditions 
responsive  to  topical  triamcinolone,  but  the  0.5^  Cream  may  be 
preferable  in  more  resistant  cases.  Dosage:  Apply  small  quantity 
to  area  3 or  4 times  daily.  Side  effects  are  rare.  Contraindications : 
tuberculosis  of  the  skin,  herpes  simplex,  chickenpox,  and  vaccinia. 
Use  with  care  on  infected  areas.  Do  not  use  in  the  eyes.  Supplied  in 
5 and  15  Gm.  tubes  and  ^ 2 lb.  jars.  Also  available  in  foam  form  and 
with  Neomycin. 


Afistocort 


TOPICAL  CREAM  0.1% 
AND  OINTMENT  0.1% 


Triamcinolone  Acetonide 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


‘Now,  sir,  if  you  want  anything  just  ring!” 


Current  Comment 

The  Family  Doctor:  How  Old?  — 

The  American  Academy  of  General  Prac- 
tice has  come  up  with  one  answer  to  the 
question : “What  happened  to  the  old  family 
doctor?” 

An  electronic  tabulation  of  the  academy’s 
29,000  general  practitioner  members  shows 
that  “the  family  doctor  is  not  old  anymore.” 

More  than  54%  of  the  general  practition- 
ers are  under  50  years  of  age.  Three  are 
25  or  younger  and  eight  are  90  or  older. 
The  patriarch  is  a Nebraskan,  97-year-old 
Doctor  Homer  Davis  of  Genoa,  who  has  re- 
tired from  active  practice. 


Lincoln  Veterans  Administration  Hospital  — 

J.  Melvin  Boykin,  MD,  Administrator  of 
the  Lincoln  Veterans  Administration  Hos- 
pital, states  that  the  patient  load  is  steadi- 
ly increasing  and  that  a second  surgical 
ward  is  due  to  be  opened  early  this  month. 
Irving  B.  Margolis,  MD,  has  started  work 
as  Chief  of  the  Surgical  Section,  and  C.  Gene 
Gross,  MD  (formerly  of  Cambridge,  Ne- 
braska) has  started  work  on  the  medical 
service.  Applicants  are  still  being  inter- 
viewed for  one  vacancy  on  the  surgical  staff, 
one  opening  for  a Chief  of  the  Orthopedic 
Service,  and  two  vacancies  on  the  medical 
service. 

Mr.  William  Driver,  Veterans  Adminis- 
tration Director,  recently  visited  the  Lincoln 
hospital  and  stated  that  plans  for  extensive 
modernization  of  the  existing  facilities  are 
on  the  drawing  board. 


Ministers  and  Doctors  — 

Frequently  county  medical  societies  have 
joint  meetings  with  members  of  the  dental 
societies,  with  pharmacists,  and  with  law- 
yers. Members  of  the  Nuckolls  County  Med- 
ical Society  have  extended  the  scope  of  these 
joint  meetings  to  include  members  of  the 
Nuckolls  County  Ministerial  Association. 
Drs.  C.  T.  Mason  of  Superior;  Robert  Howe 
of  Nelson ; Theodore  Kiekhaefer  of  Superior, 
and  Paul  Hallgrimson  of  Superior  recently 
met  with  ten  ministers  from  Superior,  Nel- 
son, Oak,  Salem,  and  Edgar,  Nebraska. 
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You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


The  T^ain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning-May  be  habit  forming),  Phenacetin  gr.  21/2, 
Aspirin  gr.  3V2,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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now... introducing  a new  high-strength  dosage  fori 

SIGNEM 


A 'MAXIMUM  SECURITY'  ANT1BIUTIC* 


THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 

variety  of  infections 

^ WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  Is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

% NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


yCIJT  375 

I (tetracycline  250  mg. 

triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being^ 
New  York,  N.Y.  10017 


PHYSICIANS'  EXCHANGE 


Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  chargre  for  one  issue.  Each  advertisement 
will  be  taken  out  followingr  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln,  Nebraska. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

USED  MEDICAL  AND  SURGICAL  EQUIP- 
MENT — For  sale  including  X-ray  and  Ritter 
Table.  Many  smaller  items.  R.  T.  Satterfield,  MD, 
724  East  Jefferson  Street,  Millard,  Nebraska.  Phone 
308-334-2563. 


INTERNIST  — For  5-man  department  in  busy 
and  steadily  growing  north  central  Kansas  13- 
member  multispecialty  group.  Partnership  after 
salary  for  two  years.  Board  eligible  or  certified. 
Write  Gelvin-Haughey  Clinic,  Concordia,  Kansas. 


Excellent  Opportunity  for  GENERAL  PRACTI- 
TIONER in  community  of  15,000;  central  Florida; 
76-bed  JCAH  Hospital.  Write  or  call  collect:  R.  C. 
Thompson,  Bartow  Memorial  Hospital,  Bartow, 
Florida. 


USED  MEDICAL  AND  SURGICAL  EQUIP- 
MENT FOR  SALE  — Including  100  MA  Picker 
X ray,  Leitz  Photrometer,  Medco  Sonulator,  Cardi- 
All  and  Cambridge  E.K.G.,  New  Hamilton  Exam- 
ination Table.  Many  small  items.  J.  L.  Dyer, 
M.D.,  1508  South  79th  Street,  Omaha,  Nebraska. 


GENERAL  PRACTICE  OPPORTUNITY  — Of- 
fice equipment  and  building  of  the  late  H.  B.  Rae, 
M.D.,  for  sale  or  lease.  A general  practice  of  35 
years  leaves  a good  opening  in  a community  of 
15,000,  in  which  a new  doctor  would  be  readily 
accepted.  Call  or  write  Mrs.  H.  B.  Rae,  Torring- 
ton,  Wyoming.  Phone  532-3156. 

GENERAL  PRACTITIONER  — Locum  tenens  in 
a thriving  suburban  in  Omaha,  Nebraska,  March, 
April  and  May  1966.  Financial  arrangements, 
negotiated,  could  lead  to  permanent  association. 
Send  full  particulars  in  first  letter.  An  excellent 
opportunity  for  the  right  man.  Write  Box  63. 

PSYCHIATRIC  RESIDENCIES  — July  1,  1966  — 
600-bed  psychiatric  hospital  with  active  out-patient 
department  for  adults  and  children.  Intensive  train- 
ing program  directed  toward  Board  Certification. 
NIMH  grant  of  $12,000  annually  to  General  Prac- 
titioner or  physicians  with  4 or  more  years  ex- 
perience in  other  than  psychiatry.  Write:  Dr.  W. 
C.  Brinegar,  Superintendent,  Mental  Health  Insti- 
tute, Cherokee,  Iowa. 


1701  "K"  Street 
500  South  17th  Street 

Some  of  the  best  medical-dental  office 
space  in  Lincoln  will  soon  be  available 
for  lease  on  exceptionally  attractive  rental 
figures.  Approximately  900  square  feet 
with  a private  entrance  and  exit  located 
on  the  first  floor  in  the  South  portion  of 
this  lovely  building  designed  specifically 
for  Physicians  and  Dentists.  Excellent 
accessibility  and  ample  parking  facilities. 
Walking  proximity  to  State  Capitol,  office 
buildings,  apartments  and  downtown  re- 
tail area.  We  invite  your  inquiry.  Con- 
tact 64,  Nebraska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln,  Nebraska. 


“Doctor  Jones,  want  to  hear  something 
funny  ?” 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  (Pyridoxme  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults.  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘reminder’* 

jars  of  30  (one  month’s  supply) 
(three  months’  supply). 

and  100 

LEDERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 
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REPRINTS 

OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 

118  North  Fifth 
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Owned  by  The  Huse  Publishing  Co. 
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Quality  Printing  at  the  Right  Price 

600000000000000000000000000000000000 
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MEDICAL 
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Complete  information  for  usage  available  to  physicians  upon  rs 


IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 


AND  HABITUAL  ABORTION 


umxiri 


H.  W.&D.  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 


The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor"  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 
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The  Editor  of  this  Journal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publica- 
tion in  the  JOURNAL  should  be  typewritten, 
double-spaced,  on  one  side  only  of  firm  (not 
onion  skin  or  flimsy),  standard  letter  sized 
(8', 5 by  11  in.)  white  paper.  Wide  margins 
(at  least  lt4  ■".  on  left)  should  be  left  free 
of  typing.  On  the  first  or  title-page  should 
be  shewn  the  title  of  the  article,  the  name 
(or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be 
numbered  consecutively,  the  page  number 
being  shown  in  the  right  upper  corner  along 
with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their 
locations  shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the  author’s 
name,  its  number  and  an  indication  of  its 
"top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure 
white.  Photographs  should  be  on  glossy 
paper  and  minimum  of  about  5 by  7 in.  in 
size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should 
be  sent  directly  to  the  Editor  at  the  Journal’s 
address. 

Reprints  should  be  ordered  from  the  print- 
er, NEWS  Printing  Company,  Norfolk,  Nebr. 

Copyright  1964  by  The  Nebraska  State 
Medical  Association. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska,  as  second 
class  matter. 
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Open  the  nose- 

help  drain 

the  stagnant  sinus 

gently 


Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.  - Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Vs'Vo  solution  for  infants 

’AVo  solution  for  children  and  adults 

ViVa  pediatric  nasal  spray  for  children 

VzVo  solution  for  adults 

V2°7o  nasal  spray  for  adults 

V2°7o  jelly  for  children  and  adults 

1“7o  solution  for  adults  (resistant  cases) 


‘’Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34.  . — , 

^/7ffyfUp\ 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 


solutions/sprays/jelly 


Current  Comment 

Engineering  Courses  for  Doctors — 

Selected  medical  students  are  getting  the 
opportunity  for  a year’s  study  of  engineering 
principles.  The  goal  is  to  open  the  way  to  a 
better  understanding  of  the  human  heart. 
The  University  of  Nebraska,  with  a $655,000 
grant  from  the  National  Heart  Institute  has 
started  a special  teaching  program  for  stu- 
dents of  medicine  and  biology.  Dr.  Edwin 
l.owenberg.  Professor  of  Engineering,  and 
Dr.  Robert  Stratbucker,  Assistant  Professor 
of  Physiology  and  Pharmacology’,  are  direct- 
ing the  program.  The  hope  is  that  theory 
and  methods  developed  by  engineers  in  re- 
cent years  may  be  applied  to  research  on  the 
heart  and  circulation.  Students  will  be  given 
instruction  in  the  use  of  computers  and  will 
study  such  subjects  as  analytical  geometry, 
calculus,  probability  and  statistics,  applied 
physics,  and  electrical  circuits.  Four  sec- 
ond year  medical  students  and  one  graduate 
physician  are  enrolled  this  year.  These  five 
students  now  enrolled  are: 

Joseph  Anderson  of  Stromsburg 
Charles  Blair  of  Hastings 
Gerald  Wilks  of  Scottsbluff 
Richard  Miles  of  Omaha 
Dr.  Andrew  Kraphol  of  Omaha 


Ectopic  Pregnancy:  A 17- Year  Review  — 
H.  D.  Webster,  Jr.  (Tulane  University 
School  of  Medicine,  New  Orleans),  D.  L. 
Barclay,  and  C.  K.  Fischer.  Amer  J Obstet 
Gynec  92:23-34  (May  1)  1965. 

The  diagnosis  and  the  management  of  699 
consecutive  cases  of  tubal  or  interstitial  preg- 
nancy during  a 17-year  period  are  reviewed. 
The  principal  predisposing  factors  appear  to 
be  prior  pelvic  infection  or  operation.  Culdo- 
centesis  performed  in  the  outpatient  clinic 
proved  to  be  the  most  important  single  diag- 
nostic procedure.  Salpingectomy  was  the 
most  com.monly  employed  operative  proce- 
dure, although  the  incidence  of  associated 
hysterectomy  increased  to  42.5%  during  the 
last  five  years.  There  was  one  death  in  the 
entire  series,  giving  a mortality  rate  of 
0.14%  during  a 17-year  period. 
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DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrocbloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-bloclung,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— r>TOV/siness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 


FOR  THE 


COMPLEX 
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^ I ^ I ^ meprobamate  400  mg.  + 

JL  Ji\.J.  benactyzine  hydrochloride  1 

a logical  first  choice 

FOR  DEPRESSION 

even  when  complicated  by  anxiety,  tension,  insomnia, 

agitation  or  rumination. 

• Acts  rapidly.  ^ 

• Side  effects  at  recom^endi|d  dt^|^  infrequent, 
usually  easi&  conlfolli^. 


now... introducing  a new  high-strength  dosage  forn 

SIGNEM 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC*' 


THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 

variety  of  infections 


^ WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 


ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 


NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 

fign^mycm  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trirrester 
of  pregnancy.  Infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-being^ 
New  York,  N.Y.  10017 


Current  Comment 

“Doctor  Ruth”  in  “New”  Location — 

Good  news  for  Miller  area  communities! 
“Doctor  Ruth”  may  stay  on  permanently. 

For  the  uninitiated,  “Doctor  Ruth”  is  Doc- 
tor Ruth  Christensen,  the  one  woman  staff 
of  the  Wood  River  Valley  Medical  Associa- 
tion Clinic.  A native  of  Lincoln,  she  spent 
her  summers  in  childhood  visiting  her  grand- 
parents, all  four  of  whom  lived  in  Miller. 
When  her  father,  a professor  in  chemical 
engineering  at  the  University  of  Nebraska, 
died  in  1955,  Ruth’s  mother  returned  to 
^Miller  to  live.  Meanwhile  “Doctor  Ruth” 
graduated  from  the  University  of  Nebraska 
College  of  Medicine  and  then  took  her  in- 
ternship and  residency  training  in  New  Or- 
leans. She  served  as  chief  resident  of  her 
hospital  — the  first  woman  physician  ever 
accorded  this  position. 

After  practicing  in  Colorado  Springs,  Colo- 
rado, “Dr.  Ruth”  joined  the  staff  of  the 
Leavenworth  (Kansas)  Veterans  Adminis- 
tration Hospital.  And  then  came  disaster. 


A car  wreck  in  1961  resulted  in  extensive 
injuries  to  both  lower  legs.  She  came  “home” 
to  Miller  to  recuperate  — she  still  wears  a 
brace  on  one  leg — and  her  medical  prac- 
tice “just  sort  of  happened.”  As  she  ex- 
plains it,  “People  I knew  kept  asking  me  for 
advice,  and  before  I knew  it  I was  almost 
in  practice.  So  when  a group  approached 
me  and  asked  me  if  I’d  stay  if  they  would 
provide  a clinic  and  equipment,  I said  that 
I would.” 

One  of  the  few  country  doctors  in  Nebras- 
ka, she  is  quite  probably  practicing  in  the 
smallest  town  (population  140)  that  has  a 
physician.  And  the  fact  that  she  is  a woman 
makes  her  position  all  the  more  unique  — 
although  no  less  revered  by  the  prideful 
citizens  of  the  Miller  vicinity  who  have  gone 
all  out  in  an  effort  to  retain  her  services. 

* 

ooooooooooooocoooooooooooooooooocxxx> 
DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain  ' 
that  they  never  get  to  read  the  Aux- 
iliaiy  column.  * 

OOOQOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO  I 
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Indications;  ‘Miltown’  fmeprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown'  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

® WALLACE  LABOR.ATORIES 
Cranbury,  N.J. 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  432- 1 246  Phone  432-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 


Potential  Hazards  of  Psychoactive  Drugs  in 
Association  With  Anesthesia  — L.  C.  Jen- 
kins and  H.  B.  Graves  (Vancouver  Gen- 
eral Hosp.,  ^"ancouver,  B.C.).  Can  ad 
Anaesth  Soc  J 12:121-128  (March)  1965. 

The  majority  of  the  psychoanaleptics  in 
current  use  are  monoamine-oxidase  inhibi- 
tors. By  virtue  of  their  ability  to  inhibit 
monoamine-oxidase,  there  are  increased  lev- 
els of  brain  serotonin  and  norepinephrine, 
with  resultant  psychoactive  effects.  Four 
representative  patients  illustrate  that  hypo- 
tension, hypertensive  crises,  hyperthermia, 
convulsions,  coma,  and  potentiation  of  atro- 
pine, corticosteroids,  and  trimethaphan  cam- 
sylate  have  all  been  observed  as  untoward 
reactions  when  anesthesia  or  anesthetic 
agents  are  given  to  patients  on  psychoactive 
drugs.  Management  of  these  reactions  is  pri- 
marily supportive.  Caution  must  be  used  in 
the  administration  of  vasopressors  (nore- 
pinephrine) or  adrenergic  blockers  ( phen- 
tolamine)  in  the  treatment  of  hypotensive  or 
hypertensive  reactions,  respectively.  Avoid- 
ance of  these  reactions  is  desirable.  ^^.gre  ice  - fishing!” 
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when  treatment 
might  precipitate 
a problem 
with  monilia 

especially  in 
elderly  or 
debilitated 
patients 


and  in  diabetics  — patients  ivith  a history  of  fungal  over-  l' 
growth  — patients  on  steroids  ivho  require  antibiotics.  The 

antimonilial  specificity  of  Nystatin  plus  the  extra  benefits  of  DKC’LOMYCTN 
Demethylchlortetracycline  allow  lower  mg  intake  per  dose  per  day,  the  op- 
tion of  b.i.d.  dosage,  higher  activity  levels,  1-2  days’  “extra”  activity. 

Side  Effects  typical  of  tetracyclines  include  glossitis,  stomatitis,  proctitis, 
nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsuscej)tible  or- 
ganisms, tooth  discoloration  (if  given  during  tooth  formation)  and  increased 
intracranial  pressure  (in  young  infants).  Also,  very  rarely,  anaphylactoid 
reaction.  Reduce  dosage  in  impaired  renal  function.  Because  of  reactions  to 
artificial  or  natural  sunlight  (even  from  short  exposure  and  at  low  dosage), 
patient  should  be  warned  to  avoid  direct  exposure.  Stop  drug  immediately  at 
the  first  sign  of  adverse  reaction.  It  should  not  be  taken  with  high  calcium 
drugs  or  food;  and  should  not  be  taken  less  than  one  hour  before,  or  two 
hours  after  meals. 

Average  Adult  Daily  Dosage:  four  divided  doses  of  1 capsule  each  or  two 
divided  doses  of  2 capsules. 


LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 
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Current  Comment 

Nebraska  Centennial  Health  Fair; 

Progress  Report — 

The  Lancaster  County  Medical  Society 
gave  the  “go-ahead  signal”  to  its  Nebraska 
Centennial  Health  Fair  Committee.  This 
committee  is  headed  by  Doctor  E.  D.  Zeman, 
Director  of  Laboratory  Services  and  Chief 
Pathologist  at  St.  Elizabeth  Hospital  in  Lin- 
coln. His  co-chairmen  are  Dr.  Samuel  I. 
Fuenning,  Director  of  Health  Services  for 
the  University  of  Nebraska,  and  Dr.  Keith 
Sehnert,  Assistant  Medical  Director  of  Dor- 
sey Laboratories.  They  have  met  with  Dr. 
Earl  A.  Rogers,  Dii’ector  of  the  State  of  Ne- 
braska Health  Department,  who  has  pledged 
his  support  of  the  project.  In  mid-January 
representatives  of  the  American  Medical 
Association  came  to  Lincoln  to  meet  with  the 
Health  Fair  planning  committee  to  arrange 
for  support  of  this  project  by  the  American 
Medical  Association.  Dr.  Sehnert  is  active- 


ly soliciting  the  support  of  the  nation’s  phar- 
maceutical manufacturers. 

The  dates  for  the  Nebraska  Centennial 
Health  Fair  have  been  definitely  set  for  the 
week  of  April  29,  1967  through  May  5,  1967. 

Officers  of  county  medical  associations 
throughout  the  entire  state  will  soon  re- 
ceiving additional  information  along  v ith  a 
request  to  join  with  the  doctors  of  Lancaster 
County  in  sponsoring  this  most  worth-while 
venture. 


Congratulations  to  Aurora — 

The  Century  Manufacturing  Company, 
with  its  line  of  specialized  hospital  and  nurs- 
ing home  bathing  and  therapy  equipment, 
has  announced  plans  to  move  from  its  tem- 
porary quarters  in  Lincoln  to  a new  12,000 
square  foot  concrete  building  located  in  the 
new  40-acre  industrial  tract  in  Aurora. 


“Now  if  Dr.  Rumphrey  is  here  try  not  to  monopolize  his  entire 
evening.  Remember,  you’re  not  the  only  one  who  would  like  a little 
free  advice.” 
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I coughing 
Clear  the 


ahead . . . 

Respiratory  Tract  with  Rohitussin. 


Much  more  than  just  a slogan,  "clear  the  tract"  reflects  the  dependable 
antitussive-expectorant  action  of  the  three  Robitussin  formulations. 

All  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
that  greatly  enhances  the  output  of  lower  respiratory  tract  fluid. 
Increased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
mucosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
non-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 


NOW! 

THREE 

ROBITUSSIN 

FORMULATIONS 

ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

EXPECTORANT 

• 

• 

• 

DEMULCENT 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING 

(6-8  hours) 

• 

FORMULAS 


ROBITUSSIN^ 

in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 
(Alcohol  3.5%) 

100  mg. 

ROBITUSSIN®  A-C 

(exempt  narcotic) 

in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate 

100  mg. 

Pheniramine  maleate 

7.5  mg. 

Codeine  phosphate 

10.0  mg. 

(warning:  may  be  habit  forming) 

(Alcohol  3.5%) 

ROBITUSSIN®-DM 

new,  non-narcotic 

in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate 

100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


A.  H.  Robins  Company,  Inc.  Richmond,  Va. 


OUR  PHOTO: 

Engine  No.  89  of  the  Monadnock,  Steamtown 
& Northern  Railway  pulls  a trainload  of 
steam  enthusiasts  through  the  New  England 
countryside  between  Bellows  Falls  and  Chester,  Vermont. 


AH'I^OBINS 


ONE  OF  THE  ROBITUSSIN  FORMULAS 


Metastatic  Malignant  Melanoma  From  Moth- 
er to  Fetus  — I.  Brodsky  et  al  (Hahnemann 
Medical  College  and  Hosp,  230  N Broad  St, 
Philadelphia).  Cancer  18:1048-1054  (Aug) 
1965. 

A case  of  metastatic  melanoma  from  moth- 
er to  placenta  and  infant  is  presented.  The 
primary  tumor  was  removed  from  the  moth- 
er three  years  prior  to  delivery.  A meta- 
static nodule  w'as  noted  on  the  abdomen  by 
the  mother  two  weeks  after  the  last  normal 
menstrual  period.  During  pregnancy  multi- 
ple nodules  appeared  over  the  entire  body. 
Cesarean  section  was  performed  at  teraa  with 
delivery  of  a 7 pound  13  oz  male  infant. 
The  mother  expired  from  disseminated  meta- 
static melanoma  17  days  after  delivery.  Tu- 
mor cells  were  noted  in  the  infant’s  cord 
blood  at  birth,  and  an  unusual  hematologic 
picture  characterized  by  a mild  anemia, 
macrocytosis,  normoblastosis,  thrombocyto- 
penia, leukopenia  and  agranulocytosis  was 
observed.  The  abnormal  hematologic  state 
was  related  in  part  to  folic  acid  deficiency 
in  both  the  mother  and  infant.  A pigmented 
lesion  was  noted  on  the  anterior  chest  wall 
on  the  11th  day  of  life.  Biopsy  revealed 
malignant  melanoma.  Many  new  lesions  de- 
veloped and  the  infant  expired  48  days  after 
birth  from  disseminated  melanoma.  An  un- 
successful attempt  was  made  to  overcome  the 
infant’s  tolerance  to  the  maternal  melanoma 
cells  by  maternal  grandmother’s  skin  homo- 
gi’afts. 


Acute  Appendicitis  in  the  Very  Young  — J. 
L.  Quintner  and  J.  E.  Wright  (Royal  New- 
castle Hosp,  Newcastle,  NSW,  Australia). 
Med  J Aust  1:922-925  (June  19)  1965. 

The  authors  report  observations  on  100 
children  under  10  years  of  age  with  his- 
tologically proved  appendicitis.  The  number 
included  21  children  under  5 years  of  age. 
The  only  death  occurred  in  a 10-year-old 
girl,  in  whom  pneumococcal  septicemia  and 
peritonitis  developed  following  surgery;  she 
died  in  cardiac  arrest  during  induction  of 
anesthesia  for  her  second  laparotomy.  About 
50%  of  the  children  had  been  ill  for  one 
day  or  less  on  admission,  and  nearly  90% 
had  been  ill  for  less  than  two  days.  The 


younger  children  (under  5 years  of  age) 
were  generally  admitted  later  than  the  old- 
er ones.  Eight  were  admitted  with  an  er- 
roneous diagnosis  such  as  gastroenteritis  or 
urinary  tract  infection.  Diarrhea  occurred 
in  13%  of  all  patients,  and  urinary  symp- 
toms in  another  13%.  An  attempt  was  made 
to  assess  the  morbidity  in  terms  of  wound 
infection  rate,  postoperative  abscess  forma- 
tion, and  stay  in  hospital.  Morbidity  so 
measured  could  not  be  strictly  correlated 
with  the  duration  of  illness  prior  to  opera- 
tion, and  it  was  concluded  that  the  rate  of 
progression  of  the  disease  varies  in  differ- 
ent patients.  There  was  a correlation  be- 
tween the  pathological  changes  seen  at  oper- 
ation and  the  morbidity.  Treatment  with  or 
without  antibiotics  had  no  influence  on  the 
convalescence  of  clinically  similar  groups. 


Effect  of  X-ray  Therapy  on  Oligodendrog- 
liomas of  the  Brain  — H.  A.  Shenkin 
(Episcopal  Hosp.,  Philadelphia).  J Neuro- 
surg  22  (Jan.)  1965  (in  press). 

A review  of  the  postoperative  course  of 
15  patients  with  oligodendrogliomas  of  the 
brain  confirms  previous  reports  that  the 
time  of  recurrence  is  unpredictable.  Data 
are  offered  giving  unequivocal  evidence  that 
this  type  of  glioma  is  sensitive  to  X-ray 
therapy.  However,  from  analysis  of  the  en- 
tire series  of  cases  it  is  suggested  that  X-ray 
therapy  be  delayed  until  evidence  of  recur- 
rence of  tumor  growth  is  noted  postopera- 
tively. 


Intraocular  Optic  Neuritis  With  Normal 

Visual  Acuity  — R.  B.  Daroff  and  J.  L. 

Smith  (1638  NW  Tenth  Ave.,  Miami,  Fla.). 

Neurology  15:409  (April)  1965. 

This  report  presents  three  cases  in  which 
a choked  disk  was  seen  in  the  presence  of 
normal  visual  acuity,  yet  the  cause  was  papil- 
litis and  not  papilledema.  Such  a diagnosis 
is  made  on  the  basis  of  three  signs:  (1)  a 
Marcus  Gunn  pupil,  (2)  cells  in  the  vitreous 
on  biomicroscopy,  and  (3)  a nerve-fiber-bun- 
dle visual  field  defect  on  quantitative  perim- 
etry. 
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following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  06  (Pyridoxine  HCi) 

2 mg. 

Vitamin  B i 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder” 

jars  of  30  (one  month’s  supply) 
(three  months’  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 
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Lost  and  Found 


chihuahua  — Lost*fem.  Tan  and 
svn.te  Regard  Irwinq-Calif  IR  8-0341 


Lost 


THE  BIHER  TASTE  OF 
ORAL  PENICILLIN. 
See  V-Cillin  K® 
for  full  details. 


DOG  found— Black  Peke.  temaie. 
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Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why:  It 
has  a special  coating,  only  one  and 
a half  thousandths  of  an  inch  thick. 
Because  it  is  designed  to  dissolve 
after  approximately  six  seconds,  this 
barrier  to  bitterness  remains  on  the 
tablet  as  it  slides  past  the  tongue. 
When  the  tablet  reaches  the 
stomach,  however,  the  coating  has 
dissolved,  and  the  penicillin  is  ready 
for  inunediate  absorption  into 
the  bloodstream. 

Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains 
of  staphylococci. 

Contraindications  and  Precautions: 
Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40, 80,  and  150-cc.-size  packages. 


V-Cillin  K’ 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


WE’RE  TOO  FAT 

All  food,  like  Gaul,  is  divided  into  three 
parts.  They  are,  of  course,  protein,  carbo- 
hydrate, and  fat;  we  do  not  know  why  food 
is  divided  thus,  it  seems  artificial,  meaning- 
less, and  arbitrary.  This  was  done  long  ago, 
it  has  never  been  questioned,  and  we  take 
this  occasion  to  dispute  what  seems  to  us 
to  be  a rather  strange  sort  of  classification. 
You  might,  if  you  like,  come  up  with  a sys- 
tem of  your  own,  and  probably  with  as  much 
cause;  we  prefer  to  classify  our  own  intake 
into  steak  and  potatoes.  Food  is,  of  course, 
simply  fuel ; we  almost  never  think  of  it  that 
way;  we  do  not  like  to  think  of  it  so,  but  in 
needier  countries  it  is  and  must  be  so  con- 
sidered. It  is  a source  of  energy,  and  like 
gasoline  in  the  automobile  tank,  some  of  it 
can  be  stored  and  used  later.  This  leads  to 
overstorage,  since  nature  has  somehow  seen 
to  it  that  eating  is  a source  of  pleasure,  and 
to  calorie-counting:  the  food  calorie  is  not 
at  all  the  same  as  the  heat  and  energy  cal- 
orie, but  is  1000  times  as  large.  The  calorie 
theory  may  be  entirely  justified,  else  should 
I not  gain  weight  by  lying  in  the  sun?  But 
when  we  come  to  weigh  more  than  becomes 
us,  and  more  than  is  good  for  us,  we  do  not 
become  overly  protein  or  overly  carbohy- 
drate, we  become  “fat.”  Having  a poor  fig- 
ure is  the  result  of  two  unfortunate  caprices 
of  Time:  overweight  and  muscular  flaccid- 
ity.  It  is  more  than  possible  that  dieting  is 
specific  for  one,  and  exercise,  the  other. 

We  have  read  a great  deal  about  obesity 
and  its  nonrelation  to  overeating,  and  we 
are  not  convinced.  There  may  be  some  cases, 
but  we  are  too  fat,  and  we  are  not  uniformly 
glandular  misfits.  We  see  too  many  220 
pound  men,  and  certainly  too  many  two  hun- 
dred pound  women.  Gland  theory  discus- 
sions often  contain  illustrative  cases  instead 
of  a large  series.  We  have  thought  for  a 
long  time  that  the  more  you  eat,  the  more 
you  weigh,  that  some  foods  are  more  fatten- 
ing than  others,  that  this  applies  to  the  glan- 
dulars  and  to  the  others,  that  nonglandulars 
outnumber  the  glandulars,  and  that  the 
gland  theory  is  a too-convenient  escape  for 
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people  who  eat  too  much  and  who  eat  what- 
ever they  like.  We  have  become  accustomed, 
during  our  rounds,  to  asking  patients  what 
they  weigh.  They  all  (we  will  take  editorial 
license  here,  by  “they  all”  we  mean  most  of 
them  or  certainly  too  many  of  them)  weigh 
too  much.  They  all  say  “too  much,”  as 
though  it  were  a matter  of  chance.  They 
profess  not  to  know,  and  perhaps  some  of 
them  do  not  know,  which  is  to  say  that  they 
no  longer  care.  Their  shapes  become  almost 
spherical,  their  appearance  unattractive, 
they  are  generally  hypertensive  (do  they  not 
see  the  obvious  connection?),  and  they  are 
poor  risks  for  anesthesia  and  surgery. 

It  is  not  a matter  of  chance,  and  there 
is  no  trick  to  losing  weight.  We  have  done 
it  when  it  seemed  wise,  and  we  have  done  it 
repeatedly,  which  reminds  us  of  Mark  T^vain 
when  he  said  that  giving  up  smoking  was 
easy,  he  had  done  it  lots  of  times.  It  is  not 
entirely  pleasant,  nor  is  it  completely  un- 
pleasant. Succumbing  to  overeating  is  like 
yielding  to  vice  in  other  forms.  What  is 
needed  is  motivation,  intelligence,  and  a 
moderate  amount  of  will-power.  We  have 
noticed  that  women’s  dress  sizes  in  expensive 
shops  go  from  4,  6,  or  8 to  only  12,  while 
elsewhere  they  begin  at  12  and  continue  up- 
ward. Perhaps  rich  people  become  thin,  or 
it  may  be  that  thin  persons  acquire  money. 
But  perhaps  intelligent  individuals  amass 
wealth  as  well  as  pride  in  their  personal  ap- 
pearance. We  observe,  too,  that  there  are  no 
fat  business  executives. 

The  coffee-break  has  helped  to  make  us 
fatter.  This  is,  of  course,  a misnomer; 
if  they  must  rest  from  their  “work”  several 
times  a day,  it  is  surely  not  necessary  to 
eat  all  day  long.  But  continuous  eating  has 
become  a feature  of  our  lives;  television 
eating  usually  begins  when  the  coffee-breaks 
stop.  Anesthesiologists  are  unhappy;  no- 
body’s stomach  is  empty;  employers  are  ex- 
ploited; does  not  our  moral  fiber  decay? 
The  coffee-break  is  here  to  stay,  and  it  may 
be  good  for  Brazil,  but  it  is  bad  for  us.  Your 
Editor  has  yet  to  take  his  first  C.B.,  he  has 
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not  been  able  to,  and  is  lucky  to  get  his 
lunch. 

We  would  suggest  more  power  in  every 
vdll,  fewer  elevators  in  every  climb,  intelli- 
gence in  every  mind,  information  (some 
foods  are  so  very  obviously  “fattening”)  in 
eveiy  direction,  fewer  taxis  in  every  trip,  and 
pride  in  every  person. 

And  a scale  in  every  bathroom. 

F.C. 

(Now  read  our  two  articles  on  obesity). 


THOSE  LOVELY  CHECKS  AND 
BALANCES 

Our  Declaration  of  Independence  is  a 
masterpiece  of  logic  and  writing.  Our  Con- 
stitution is  little,  if  anjdhing,  short  of  per- 
fection in  governmental  organization,  par- 
ticularly so  when  we  realize  that  it  was  an 
innovation.  Those  who  had  felt  the  sting  of 
tyranny  in  the  past  were  happily  anxious 
to  avoid  it  in  the  future,  and  therefore  as- 
sured both  themselves  and  those  who  fol- 
lowed of  freedom  from  one-man  or  one- 
group  rule.  Having  seen  oppression  come 
about,  and  being  familiar  with  both  its  na- 
ture and  its  development,  they  sought  not 
only  to  abolish  it  by  creating  a republican 
form  of  government  (we  do  not  have  a 
democracy),  but  also  to  perpetuate  their 
freedom  by  eliminating  those  things  that 
make  tyranny  possible.  This  they  did  by 
setting  up  a tripartite  organization,  with 
checks  and  balances  so  designed  that  no  one 
part  or  one  man  could  become  strong  enough 
to  assume  absolute  power. 

But  what  has  happened  to  our  wonderful 
checks  and  balances?  Is  our  legislative  body 
as  strong  as,  and  independent  of,  the  execu- 
tive? It  would  not  seem  to  be.  And  so  we 
have  Medicare  with  its  inequities  and  its  in- 
iquities, and  its  reasonable  fees.  Are  we 
not  tyrannized?  Have  we  not  lost  our  free- 
dom? Can  we  decide  whether  to  accept  a 
case  when  we  are  desperately  needed?  Can 
we  determine  what  is  reasonable?  Who  will 
decide,  and  who  will  watch  over  those  who 
do?  Qui  Custodet  custodies? 


As  the  old  song  went  (and  does  anyone 
remember  Bert  Williams?),  nobody,  that’s 
who. 

—F.C. 


LOOK,  JAMA 

The  Nebraska  State  Medical  Journal  is 
primarily  medical,  that  is,  a scientific  pub- 
lication. It  contains  original  articles  of  as 
much  merit  as  we  can  get  into  them.  But 
while  we  are  American,  we  are  not  the 
whole  United  States;  we  are  Nebraska,  and 
there  is  the  difference.  IMany  of  our  manu- 
scripts are  submitted  by  Nebraskans,  we 
try  to  keep  our  readers  informed  of  state 
(as  well  as  national)  happenings,  and  we 
go  on  telling  you  what  your  colleagues  are 
doing  in  the  way  of  having  honors  bestowed 
on  them,  or  lecturing  to  people,  or  retiring, 
and  even  leaving  us.  The  things  we  do  dur- 
ing the  little  time  left  over  from  the  prac- 
tice of  medicine  are  our  life-saving  hobbies. 
Some  of  us  paint,  some  are  slaves  to  lawns 
and  gardens,  some  join  clubs,  some  make 
music,  and  some  write.  There  are  those 
who  play  with  power  saws  and  those  who 
watch  television  (and  those  who  turn  it 
off) ; those  who  ride,  and  who  fish  and 
hunt,  those  who  indulge  their  families,  those 
who  dance,  the  ones  who  shoot  at  targets  or 
at  beasts,  those  who  like  to  cook,  those  who 
play  with  cards,  and  those  who  take  pictures 
and  show  slides. 


Your  Editor  would  be  happy  to  publish  re- 
ports of  what  our  members  do  when  they 
have  patience  but  no  patients,  in  their  own 
words  or  in  his.  Do  you  write  poetiy?  Or 
compose  music?  Are  you  a star-gazer,  or  a 
bird-watcher?  Do  you  collect  things?  Do 
you  travel?  Or  play  the  cello?  Do  you 
read?  Do  you  fence?  We’d  all  enjoy  know- 
ing about  it. 

We  might  even  fence,  too. 

As  the  internal  revenuers  say,  send  it  in. 


We  will  begin  with  a well-known  rug- 
hooker. 


—F.C. 
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WE’VE  SENT  FOR  A NONSPECIALIST 

The  physician  who  limited  his  practice  to 
only  a small  part  of  medicine  carried  with 
him  the  connotation  of  being  unusual  and 
of  being  extremely  skilled  in  his  narrow  field. 
There  were  always  more  nonspecialists  than 
specialists,  and  there  were  few  fields  in 
which  one  specialized.  When  one  developed 
an  ailment  in  a restricted  part  of  the  body, 
or  involving  a single  part  of  his  anatomy  or 
physiology,  what  was  wanted  was  the  physi- 
cian who  knew  the  most  about  that  disease 
or  that  part  of  anatomy  or  physiology  or 
pathology,  or  surgery,  or  medicine.  Today 
there  are  more  specialists  than  nonspecial- 
ists, so  that  the  unusualness  of  specializing 
has  disappeared,  and  with  it  the  wonder  and 
the  glory,  and  thus  the  value  of  it  all.  To- 
gether with  this,  so  much  has  been  said  and 
written  about  thinking  and  caring  for  the 
entire  body,  and  for  the  patient  as  a whole, 
so  that  we  may  be  coming  to  regard  the  spe- 
cialist as  regarding  the  patient  with  tunnel 
vision,  while  failing  to  see  things  that,  being 
out  of  his  field,  may  be  outside  his  visual 
area,  and  which  may  be  of  paramount  im- 
portance. With  all  this,  the  general  prac- 
titioner, or  nonspecialist  (if  we  do  not  be- 
gin to  call  him  a generalist)  has  assumed 
skills  never  before  accorded  him,  to  the 
point  where  he  is  able  to  do  what  only  the 
specialist  could  do  but  a little  while  ago. 

We  do  not  have  the  old  family  doctor,  but 
we  have  something  much  better.  We  have 
someone  who  does  everything  exceedingly 
well.  And  while  the  specialist  may  re- 
gard you  from  the  standpoint  of  only  your 
nervous  system  and  forget  your  muscles,  or 
examine  your  feet  and  neglect  your  head, 
or  think  of  your  abdominal  pain  and  ignore 
your  history,  the  time  may  come,  nay,  it 
may  well  be  here,  when,  after  deliberation 
and  following  consultation,  we  may  have  to 
turn  to  the  patient  or  to  the  family,  and, 
having  summoned  a member  of  the  minority, 
and  finding  ourselves  in  need  of  someone 
specializing  in  the  individual,  and  knowing 
more  about  him  than  we  could  hope  to,  and 
possessing  skills  we  had  denied  him  for 
too  long,  saying,  “we’ve  sent  for  a non- 
specialist.” 

— F.C. 


WHAT  SHOULD  WE  TELL  THE 
PATIENT? 

The  role  of  father  confessor  is  one  that 
does  not  sit  lightly  on  our  shoulders,  yet  it 
is  a burden  that  we  assume  when  we  first 
become  doctors.  We  cannot  escape  it,  it  is 
thrust  upon  us,  and  our  reactions  are  nearly 
as  varied  as  our  numbers.  There  are  many 
things  that  we  may  or  may  not  tell  the  pa- 
tient; they  vary  with  the  severity  and  the 
nature  of  the  awesome  responsibility,  the 
familial  and  other  environmental  consider- 
ations, and  particularly  with  the  doctor. 
Some  of  these  confidences  are  of  the  nature 
of  life  and  death  itself;  others  are  relatively 
trifling,  but  the  question  is  always  the  same. 
Shall  we  diagnose  and  tell  the  patient,  shall 
we  treat  and  tell  how  we  are  treating,  shall 
we  answer  only  when  asked,  or  ought  we 
only  to  practice  medicine? 

I have  known  surgeons  who  told  their  pa- 
tients, as  soon  as  they  had  awakened  fpom 
the  anesthesia,  and  without  waiting  to  be 
asked,  that  they  had  cancer.  I associate 
daily  with  those  who  answer  the  question 
truthfully  when  it  is  asked.  And  I have  re- 
cently read  a letter  written  by  a physician 
who  believes  that  both  of  these  methods  are 
wrong.  He  may  be  right;  when  we  can  no 
longer  heal,  it  is  always  our  responsibility 
and  our  duty  to  relieve  pain.  And  when  we 
know  that  we  can  not  cure,  it  is  our  func- 
tion, he  states,  still  to  hold  out  to  the  pa- 
tient what  he  needs  and  what  he  wants 
so  much : hope.  To  this  end,  therefore,  we 
must  say  (I  am  merely  repeating)  what 
we  may  not  at  all  believe.  But  it  is  like  mor- 
phine. We  do  not  cure  the  disease,  but  must 
we  let  the  ravages  of  pain  go  on?  So  some 
of  us,  then,  reassure  the  patient,  and  hold 
out  false  hope.  It  is  no  good  pretending  to 
ourselves  that  the  hope  may  be  real,  what 
with  cobalt  and  mustards ; this  is  begging  the 
question.  I mean  telling  the  patient  that 
there  is  hope  when  there  is  none.  But  the 
difference  between  these  physician-attitudes 
is  unfortunately  not  based  on  individual  pa- 
tient differences;  it  is  derived  from  our  own 
differences.  Some  among  us  tell  the  truth 
without  being  asked,  some  wait  and  answer 
truthfully,  some  righteously  deceive.  And 
who  will  judge  us? 
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Shall  we  tell  the  patient  what  medicine 
he  is  getting?  Well,  some  of  us  do,  some 
doctors  label  their  prescriptions,  and  others 
do  not.  The  arguments  are  obvious  to  a 
point,  whereupon  we  wonder.  With  the  com- 
ing of  governmental  influence,  we  may  find 
ourselves  relieved  of  the  burdensome  deci- 
sion. If  it  is  important  for  a patient,  on 
finding  himself  in  another  city  or  in  another 
doctor’s  hands,  to  know  what  medication 
was  being  thrust  upon  him,  then  perhaps  he 
should  know.  If  this  is  not  unduly  perti- 
nent, then  the  question  disappears  of  its 
own  accord,  and  finally,  if  the  success  that 
attends  the  therapy  being  used  at  the  moment 
depends  to  any  extent  on  the  patient’s  not 
knowing  what  drug  he  is  consuming,  then 
it  becomes  a mistake  of  a high  order,  indeed, 
to  tell  him.  If  we  are  going  to  take  him 
into  our  confidence  every  step  of  the  way, 
then  our  task  becomes  tiresome,  and  the 
prospect  of  cure  even  more  remote.  For  does 
not  what  we  do  consist  often  of  what  is  not 
obvious  or  even  specific?  Shall  we  then  label 
our  medicines? 

Must  we  tell  a patient  what  his  blood  pres- 
sure is,  when  we  have  just  measured  it?  It 
is  important  for  us  to  say  at  the  start  that 
patients  do  not  know  what  blood  is,  nor 
pressure,  nor  blood  pressure.  When  the 
pressure  is  normal,  and  we  both  know  this, 
and  we  then  confide  in  him,  we  have  merely 
put  off  the  question,  for  he  then  knows  that 
when  we  do  not  tell  him,  something  is  wrong. 

Shall  we  tell  him  what  his  treatment  com- 
prises? In  so  doing,  must  we  not  make  him 
party  to  our  own  doubts  and  misgivings? 
Is  it  not  better,  perhaps,  that  he  does  not 
share  what  he  cannot  understand,  and  what 
he  should,  in  any  case,  prefer  not  to  know? 
The  doctor  as  patient  is  peculiarly  vulner- 
able. He  is  not  allowed  to  share  the  lay- 
man’s feeling  of  security  when  there  is  none. 
He  will  not  be  put  off  by  well-meant  assur- 
ances; he  knows  the  significance  of  pain,  of 
its  absence  in  jaundice,  and  of  bleeding.  This 
may  at  times  be  one  of  the  severest  penalties 
of  being  a physician. 

Doctor  Holmes  said  that  the  patient  should 
be  told  as  much  as  is  good  for  him;  he  is  no 
jnore  entitled  to  all  the  truth,  he  said,  than 


to  all  the  medicine  in  your  saddlebag.  We 
do  not  have  saddlebags  now,  but  his  words 
must  be  judged  as  though  we  did.  For  we 
still  have  truth,  and  dignity,  and  respon- 
sibility. 

And  duty,  whose  heart-heaviness  is  often 
more  than  we  should  like  to  bear.  But  we 
cannot  dislodge  it. 

— F.C. 


Evaluation  of  the  De  Bono  Whistle  as  a 
Screening  Test  of  Lung  Function  — J.  R. 
T.  Colley  and  W.  W.  Holland  (St.  Thomas’s 
Hospital  Medical  School,  London).  Lancet 
2:212-214  (July  31)  1965. 

The  De  Bono  whistle  was  designed  as  a 
simple,  portable,  and  cheap  instrument  for 
measuring  lung  function.  It  consists  of  a 
plastic  tube  that  has  a small  fixed  orifice 
at  one  end  (the  whistle).  A disposable  card- 
board mouthpiece  fits  over  the  other  end.  A 
critical  level  of  air-flow  through  the  fixed 
orifice  is  needed  to  produce  a whistle.  The 
lung  function  of  286  miners  was  measured  on 
two  occasions  with  the  De  Bono  whistle  and 
compared  with  the  responses  to  a respira- 
tory-symptom questionnaire,  measurements 
of  forced  expiratory  volume  in  one  second, 
forced  ventilatory  capacity,  and  morning- 
sputum  volume.  Although  men  with  symp- 
toms, low  ventilatory  function,  and  large 
sputum-volumes  had  lower  whistle  grades 
than  those  without  respiratory  symptoms, 
normal  ventilatory  function,  and  small  sput- 
um-volumes, the  whistle  grades  did  not  cor- 
relate well  with  changes  in  respiratory  func- 
tion within  individuals.  Comparison  of  dif- 
ferent whistles  on  60  occasions  in  a chronic 
bronchitis  clinic  also  showed  discrepancies 
between  whistles  produced  at  different  times 
and  difficulties  of  within-observer  repeat- 
ability. It  is  concluded  that  although  these 
whistles  may  be  satisfactory  in  group  com- 
parisons, they  are  not  suitable  for  use  in 
screening  individual  patients. 
sosooceoooocoeoosooQooooooooocooosoo 
NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  8th  of  the 
month.  The  JOURN.A.L  goes  to  press  on  the  10th. 

eosoosooeeooeooQooeooeeoosooeeeeeoeG 
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Announcing 

EUTRON 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


m No  ivt 

ilm! 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 

TM  —TRADEMARK 
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New  EUTROIM 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide. The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag.  S..  Schvartz.  N..  Fletcher,  L..  Fertig,  H., 
Schwartz.  M.  S..  Quart.  R.  F.  B.,  and  Bo'ant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack.  P.  J-,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion. Cur.  Thera.  Res.,  7:10.  Jan.,  1965. 

3.  Bryant.  J.  M,  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride.  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics.  J.A.M..\.,  178;  406,  Oct.,  1961. 


36- B 


Nebraska  S.  M.  J. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 


Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being.  ■■■■» 
This  is  in  distinct  contrast  to  most  I 

Other  antihypertensive  therapy,  vhihv 


Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 
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Prescribing 
information  for 

EUTROIM 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  Va  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 

51?214 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFEECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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ARTICLES 


Evdiudtion  Of  Obesity  In  Young  Women 


Introduction 

The  problem  of  obesity  has  be- 
come one  of  increasing  clinical 
significance  in  the  U.  S.  which 
now  has  an  estimated  25  million  overweight 
citizens.!  The  effects  of  excess  body  weight 
with  its  adverse  anatomical,  physiological, 
biochemical,  and  psychological  sequelae  are 
becoming  increasingly  more  evident. 

Clinical  evaluation  of  obesity  includes 
not  only  its  diagnosis,  but  the  determination 
of  its  degree,  its  etiology,  and  its  signifi- 
cance to  the  individual  patient.  Although 
densitometry,  body  measurement,  and  skin- 
fold measurements  correlate  roughly,  ac- 
curate assessment  of  the  degree  of  obesity 
and  hence  the  feasibility  of  a weight  reduc- 
tion program  in  the  individual  patient  re- 
mains a perplexing  problem. 2-  ^ 

Of  interest  have  been  the  recent  studies 
indicating  significant  alteration  of  serum 
lipids  associated  with  rapid  changes  in  body 
weight.!-^  Various  lipid  components  have 
been  assigned  major  roles  in  the  energy 
metabolism  of  the  different  body  tissues 
and  derangement  of  lipid  metabolism  has 
been  implicated  as  perhaps  the  most  sig- 
nificant factor  in  the  obese  state.!-  4 

The  purposes  of  this  study  therefore  are 
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to  determine  the  incidence  and  degree  of 
obesity  present  in  a selected  group  of  adoles- 
cent females,  to  evaluate  skin  thickness 
measurements  as  an  index  of  obesity  before 
and  after  weight  reduction,  and  to  make 
preliminary  observations  regarding  the 
effect  of  weight  reduction  on  serum  trigly- 
cerides. 

Materials  and  Methods 

A survey  of  height  and  weight  of  the 
entire  student  body  of  176  nursing  students 
at  Creighton  Memorial  St.  Joseph’s  Hospital 
was  made  and  compared  to  ideal  height  and 
weight  relationships  derived  from  actuarial 
tables,  (table  1).  Skin  fold  thickness  was 
determined  by  caliper  measurements  four 
inches  above  the  olecranon  process  on  the 
deltoid  surface  of  the  arm,®-  with  the  in- 
strument calibrated  to  produce  30  mm  pres- 
sure at  the  point  of  measurement.  Each 
measurement  was  performed  three  times. 


Table  1 

STANDARD  WEIGHT  TABLE  FOR  WOMEN 
IN  INDOOR  CLOTHES 

(Based  on  1959  Study  by  Society  of  Actuaries) 
AGE  GROUP 


Height 

15-16 

17-19 

20-24 

25-29 

30-39 

40-49 

50-59 

60-69 

4'10" 

97 

99 

102 

107 

115 

122 

125 

127 

11" 

100 

102 

105 

110 

117 

124 

127 

129 

5'  0" 

103 

105 

108 

113 

120 

127 

130 

131 

1" 

107 

109 

112 

116 

123 

130 

133 

134 

2" 

111 

113 

115 

119 

126 

133 

136 

137 

3" 

114 

116 

118 

122 

129 

136 

140 

141 

4"  _ . 

117 

120 

121 

125 

132 

140 

144 

145 

5”  _ 

121 

124 

125 

129 

135 

143 

148 

149 

6" 

125 

127 

129 

133 

139 

147 

152 

153 

7" 

128 

130 

132 

136 

142 

151 

156 

157 

8" 

132 

134 

136 

140 

146 

155 

160 

161 

9" 

136 

138 

140 

144 

150 

159 

164 

165 

10" 

142 

144 

148 

154 

164 

169 

11" 

147 

149 

153 

159 

169 

174 

6'  0" 

152 

154 

158 

164 

174 

180 
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and  the  average  taken.  From  this  group, 
49  subjects  who  desired  to  lose  weight  were 
admitted  to  the  weight-reduction  progi'ani 
which  consisted  of  a brief  orientation  re- 
garding relative  caloric  value  of  foods,  in- 
struction to  eliminate  or  decrease  the  intake 
of  sugar  ingested  and  the  administration  of 
anorectic  taken  b.i.d.  midmorning  and  mid- 
afternoon.  The  drug  used  was  a new  chem- 
ical compound,  i\IcX-742,  under  investiga- 
tion with  a structure  dissimilar  to  the  am- 
phetamines, but  with  anorexigenic  proper- 
ties in  man  and  animals.*  Weights  were 
determined  weekly  for  a period  of  12  weeks, 
with  skin  fold  thickness  determined  both 
before  and  at  the  completion  of  the  study. 
Serum  triglyceride  determinations  were  made 
before  and  following  the  study  on  31  of 
the  49  subjects  under  identical  experimental 
conditions.  Triglycerides  were  determined 
following  an  eight  hour  fast,  according  to 
the  method  of  Van  Handel  and  Zilversmit.® 


ity,  based  on  table  1,  at  an  earlier  age 
than  the  examiners  had  anticipated. 

The  determination  of  norms  with  regards 
to  skin  fold  thickness  presented  difficulties. 
The  86  subjects  who  were  not  overweight 
seemed  clearly  to  fall  into  two  populations. 
Ten  of  these  averaged  13.5  lb  (range  6-19) 
less  than  the  normal  Aveight  limit  for  their 
height.  The  mean  skin  fold  measurement 
in  these  10  subjects  was  6 mm,  each  measur- 
ing less  than  10  mm.  The  remaining  76 
subjects,  whose  weight  fell  within  the  nor- 
mal range,  showed  a mean  skin  fold  thick- 
ness of  16  mm  Avith  a standard  deAuation 
of  3.5.  Accordingly  a skin  fold  thickness 
greater  than  7 mm  above  the  mean  of  16 
mm  Avas  deemed  abnormal  in  eA'aluation  of 
the  176  subjects  in  this  study.  The  incidence 
of  abnormalities  in  skin  fold  thickness  occur- 
ring in  the  normal  and  overAveight  groups 
is  shoAvn  in  table  3. 


RESULTS 
Initial  EA'aluation 

The  height-Aveight  distribution  for  the  en- 
tire gi’oup  is  shoAA'n  in  table  2.  The  subjects 
are  grouped  according  to  height  in  one  inch 
increments  Avith  the  number  of  normal  (N) 
and  overAveight  (0)  designated  for  each 
height  category.  The  designation  as  obese 
or  normal  Avas  derived  from  table  1. 

Although  no  clear  pattern  of  predilection 
for  obesity  at  any  height  is  discernible, 
it  is  remarkable  that  90  of  the  176  sub- 
jects, or  51%,  AA’ere  oA’er  the  ideal  AA^eight, 
indicating  a much  higher  incidence  of  obes- 

*McN  742  supplied  hy  McNeil  Company,  Camp  Hill  Road, 

Fort  Washington.  Pennsylvania. 


Table  2 

Distribution  of  nonnal  (X)  and  obese  (O)  sub- 
jects according  to  one  inch  increments  in  height. 


Height 

(N) 

(O) 

.'i'  n" 

1 

5 

5'  1" 

4 

3 

5'  2" 

12 

7 

5'  3"  - - 

13 

12 

5'  4"  _ _ 

10 

15 

5'  5"  _ 

14 

13 

7 

13 

5'  7"  - 

n 

6 

8" 

8 

6 

5'  9" 

9 

8 

5'10" 

4 

2 

Table  3 


Skin  fold  thickness  in  nonnal  and  obese  subjects 
(mean  of  nonnal  16  ± 3.5  mm). 


Normal  Subjects 
(86) 

Skin  Fold  < 23  mm. 
(83) 

Skin  Fold  > 23  mm. 
(3) 


Obese  Subjects 
(90) 

Skin  Fold  < 23  mm. 
(57) 

Skin  Fold  > 23  mm. 
(33) 


Using  these  criteria  only  three  of  the  86 
subjects  in  the  normal  Aveight  range  shoAved 
increased  skin  fold  thickness,  AA'hile  of  the 
90  termed  obese,  skin  fold  thickness  Avas 
increased  in  33. 

Effect  of  Weight  Reduction 
Forty-nine  subjects  started  the  Aveight 
reduction  program  as  outlined,  on  a volun- 
tary basis,  thus  selection  according  to  de- 
gree of  obesity  Avas  not  present.  Tavo  sub- 
jects discontinued  their  studies  for  per- 
sonal or  academic  reasons  and  AA'ere  elim- 
inated in  evaluation  of  results,  as  AA^ere  tAAm 
other  subjects  AA'ho  developed  nausea  and 
tachycardia. 


Table  4 

Correlation  of  weight  loss  with  mean  decrease 
in  skin  fold  thickness. 


Wt.  Loss  in  Lb.  0 1-6  6-12  12 

No.  Subjects  4 10  24  11 

Decrease  in  SFT 

in  mm. 0 1.2  1.7  5.1 
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In  table  4 the  absolute  decrease  in  body 
weight  is  correlated  with  the  change  in  skin 
fold  thickness  at  the  end  of  the  12  week 
program.  It  may  be  noted  that  an  appre- 
ciable decrease  in  skin  fold  thickness  is 
demonstrable  only  in  the  11  subjects  show- 
ing a weight  reduction  of  at  least  12  lbs. 
The  41  subjects  losing  less  than  12  lb. 
showed  a mean  decrease  of  1.7  mm  in  skin 
fold  thickness,  within  the  error  range  (2 
mm)  of  the  caliper  measurement. 

In  table  5 the  weight  loss  is  expressed 
as  the  per  cent  of  excess  weight  from  table 
1 and  correlated  with  degree  of  obesity. 
For  those  subjects  losing  less  than  5 lb. 
the  per  cent  of  decrease  was  not  determined. 


Table  7 


Mean  triglyceride 
loss. 

elevation  as 

related  to  weight 

Wt.  Loss 

No. 

Mean 

in  Pounds 

Subjects 

Triglyceride 

Elevation 

>12 

11 

17  mg% 

7-12 

6 

49  mg% 

<6 

14 

27  mg% 

correlation  of  weight  loss  with  triglyceride 
elevation. 

The  known  variation  in  individual  fasting 
triglyceride  values  and  small  numbers  in- 
volved precludes  definite  conclusions  re- 
garding the  significance  of  these  changes 
and  renders  statistical  evaluation  impos- 
sible. 


Table  5 


Mean  weight  loss  expressed  as  per  cent  of  excess 


weiglit  lost. 
No. 

Mean  Value 

Mean  Value 

Per  Cent 

Subjects 

Excess  Wt. 

Wt.  Lost 

Excess  Lost 

11 

26 

15 

56 

24 

19 

7 

37 

10 

35 

5 

__ 

It  is  obvious  from  this  table  that  a signifi- 
cant reduction  of  excess  weight,  27% -56%, 
occurred  during  this  12  week  period.  Al- 
though verifying  statistical  evaluation  has 
been  eliminated,  it  would  seem  that  those 
with  most  marked  obesity  show  the  greatest 
resistance  to  weight  reduction.  The  10  sub- 
jects with  a mean  excess  weight  of  35  lb. 
averaged  only  5 lb.  weight  loss,  in  contrast 
to  the  more  satisfactory  reduction  in  the 
less  obese. 

Fasting  serum  triglycerides  were  deter- 
mined before  and  after  the  12  week  weight 
reduction  period  in  31  subjects  as  shown 
in  table  6.  An  increase,  although  of  minor 
degree,  in  the  fasting  triglyceride  level  is 
demonstrable  after  weight  reduction. 


Table  6 


Mean  Serum  Triglyceride  levels  before  and  after 
weight  reduction. 


No. 

Subjects 


Triglycerides 
Prior  to  Wt. 
Reduction 


Triglycerides 
Following  Wt. 
Reduction 


31 


57±30  mg%  83±44  mg% 


Table  7 correlates  the  degree  of  trigly- 
ceride elevation  following  weight  reduction 
with  the  amount  of  weight  lost.  There  is  no 


Discussion 

Physicians  have  come  to  realize  that  the 
metabolic  machinery  of  the  obese  patient  is 
appreciably  different  from  that  of  his  as- 
thenic peers  and  that  obesity  cannot  be 
attributed  simply  to  overeating.®-  This 

study  of  obesity  includes  a particular 
group  of  individuals  who  are  presumably 
strongly  motivated  for  esthetic  reasons  to- 
wards maintenance  of  body  weight  consist- 
ent with  their  individual  conception  of  an 
ideal  personal  weight  appearance  relation- 
ship. Thus  it  is  of  some  interest  that  90  of 
the  176,  or  51%,  are  over  their  ideal  body 
weight,  and  that  only  54%  of  these  desired 
to  alter  this  status  by  a weight  reduction 
program. 

In  a recent  study  correlating  body  build 
with  obesity.  Seltzer  and  Mayer®  report  that 
while  the  obese  are  not  a somatotypically 
homogenous  group,  there  was  a greater 
mesomorphic  tendency  in  obese  adolescent 
girls  than  among  similar  age  girls  selected 
from  the  population  at  large.  Recognition 
of  these  constitutional  as  well  as  metabolic 
factors  explain  the  common  obseiwation  that 
under  identical  environmental  circumstances 
some  people  will  become  obsese  while  others 
will  not.^®- 

Skin  fold  thickness  was  disappointing  as 
an  index  in  calculating  the  degree  of  obesity 
in  the  individual  subject.  A correlation  be- 
tween change  in  weight  and  change  in  skin 
fold  thickness  appeared  only  in  the  group 
losing  50%  of  their  excess  weight.  Al- 
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though  an  apparent  increase  in  the  fasting 
serum  triglyceride  level  is  demonstrable 
following  weight  loss,  it  is  recognized  that 
the  degree  of  alteration  is  probably  of  no 
physiological  significance.  A similar  alter- 
ation of  serum  triglyceride  levels  following 
weight  reduction  has  been  reported  by  Dre- 
nick  and  co-workers. Increased  mobiliza- 
tion of  fat  from  peripheral  stores  induced 
by  caloric  restrictions,  and  the  sympatho- 
mimetic action  of  McN  742  may  each  con- 
tribute to  these  serum  triglyceride  changes. 
It  is  to  be  noted  that  weight  gain  during 
adult  life  rather  than  weight  loss  is  asso- 
ciated with  hypertriglj’ceridemia.^  0 u r 
findings  support  those  of  Berkowitz  in 
which  no  significant  alteration  in  serum 
triglyceride  was  noted  with  obesity  or  sec- 
ondary to  weight  loss.i  It  is  interesting  to 
note,  however,  that  elevation  in  free  fatty 
acid  has  been  reported  in  studies  to  date, 
thus  emphasizing  the  role  of  that  lipid  frac- 
tion in  the  deranged  metabolism  of  the 
obese  subject.^- 

The  anorectic  agent  McN  742  used  in  this 
study  provided  subjective  assistance  in  re- 
straint of  appetite  with  minimal  mood  ele- 
vation, lack  of  insomnia,  and  no  allergic 
manifestations.  No  change  in  urinary  func- 
tion, as  determined  by  serial  urinalysis  or 
alterations  in  the  hemogram,  were  noted. 
Tachycardia  and  nausea  which  necessitated 
withdrawal  of  the  drug  in  two  cases  is  dif- 
ficult to  evaluate,  since  each  subject  had 
similar  episodes  at  other  times.  In  each 
case  the  abnormalities  disappeared  within 
48  hours  without  the  necessity  of  further 
therapy. 

Summary 

Evaluation  of  176  female  student  nurses 
in  the  18  to  20  year  age  group  showed  90 
of  the  176,  or  51%,  to  be  obese.  Weight 
reduction  based  on  voluntary  dietary  re- 
striction and  an  anorectic  agent  McN  742 
resulted  in  a significant  decrease  in  excess 
body  weight  ranging  from  37%  to  56%  in 


35  of  45,  or  78%  of  the  subjects  partici- 
pating in  this  program.  Skin  fold  thickness 
was  correlated  with  body  weight  as  a meas- 
urement of  obesity  before  and  after  weight 
reduction  but  was  a relatively  insensitive 
means  of  determining  excess  body  weight.  A 
slight  increase  in  fasting  serum  triglycerides 
of  questionable  significance  was  noted  fol- 
lowing weight  reduction,  indicating  the  need 
for  further  study  in  this  field.  The  anorectic 
agent  McN  742  used  in  this  study  produced 
significant  weight  loss  in  78%  of  the  cases 
studied,  with  virtually  no  significant  side 
effects. 
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“I  am  sorry  for  the  man  who  can’t  feel  the  whip  when  it 
is  laid  on  the  other  man’s  back.”  (Abraham  Lincoln,  quoted  by 
Graham  in  Secret  of  Happiness,  p.  23). 
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Obesity  and  the  Emotions* 


WE  might  as  well  come  to  an 
understanding  at  the  begin- 
ning. I don’t  have  any  Do-It- 
Yourself-Kit  on  How  to  Eat  Yourself  Skinny 
in  Five  Easy  Lessons.  Not  only  can’t  I 
give  you  a ready-made  solution,  but  I can’t 
even  promise  you  an  easy  time  during  my 
talk.  I have  worked  seriously  on  applying 
scientific  knowledge  to  the  problem  of 
obesity,  and  I am  going  to  ask  you  to  bear 
with  me. 

Let  us  understand  why  you  need  to  use 
psychologj'  to  help  you  diet  while  someone 
who  is  not  obese  just  needs  ordinary  will 
power.  A person  who  has  been  grossly  fat 
for  a long  time  has  a different  problem 
from  the  person  who  has  been  a little  care- 
less about  his  weight.  You  are  not  in  the 
same  boat  because  you  have  a much  harder 
job. 

There  are  frequently  some  biological  and 
physiological  differences  between  a person 
of  normal  weight  and  the  obese  individual 
who  has  been  very  fat  for  a matter  of  years. 
One  proof  that  your  goal  of  reducing  is  more 
than  a simple  matter  of  will  power  by  itself 
is  the  evidence  that  obesity  runs  in  families. 
It  has  been  known  for  a long  time  that 
when  the  parents  are  fat  the  children  are 
more  likely  to  be  fat,  but  no  one  knew 
whether  this  was  hereditary  or  whether  it 
was  because  families  who  overeat  together 
tend  to  grow  fat  together.  Now  it  can  be 
said  with  certainty  that  genetic  factors  do 
play  a part  in  obesity.  Statistical  studies  of 
twins  and  adopted  children  show  results 
which  are  very  easy  to  understand.  Chil- 
dren of  obese  parents  have  been  adopted  into 
foster  homes  where  the  parents  are  not  fat, 
but  the  children  became  obese  despite  the 
fact  that  they  ate  what  their  foster  parents 
ate.  Twins  with  obese  parents  have  become 
separated  from  each  other  and  have  had  to 
live  in  different  households.  Yet  they  were 
more  like  each  other  in  becoming  obese 
than  they  were  like  the  foster  parents.  The 
only  difference  between  separated  twins 
is  that  one  can  be  fatter  than  the  other. 
The  studies  of  heredity  show  that  obesity 
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as  such  is  not  inherited,  but  that  the  type 
of  body  build  is  — plus  a predisposition  to 
obesity  just  like  some  people  have  a predis- 
position to  tuberculosis  or  heart  trouble. 
You  can  prevent  a predisposition  from  be- 
coming a reality,  but  you  have  to  struggle 
for  what  the  normal  person  takes  for  grant- 
ed. 

The  latest  evidence  supports  what  all  of 
you  have  been  trying  to  tell  everyone  for 
years.  Namely,  you  get  fat  on  an  intake 
of  calories  which  does  not  fatten  the  nor- 
mal person.  Why? 

We  have  to  study  a little  biology  to  know 
why.  Whenever  a normal  person  is  under 
any  kind  of  stress,  his  nerves  signal  some 
of  his  endocrine  glands  to  pour  some  chem- 
ical hormones  into  the  blood.  The  hor- 
mones break  down  the  fatty  flesh  into  fatty 
acid  which  in  turn  can  be  burned  for  energy 
to  meet  the  stress.  As  obesity  lasts  and 
gets  worse  with  time,  the  stress  fails  to 
stimulate  the  release  of  those  hormones 
necessary  for  the  breakdown  of  fatty  tissues 
into  liquid  fuel. 

Let  me  give  you  an  example  of  the  failure 
of  the  breakdown  of  fatty  tissue  in  the 
obese  person.  Have  you  ever  wondered  why 
so  many  of  you  are  very  sensitive  to  cold 
despite  the  insulation  which  the  heavy  layer 
of  fat  gives  you?  When  the  normal  person 
is  exposed  to  cold,  the  sympathetic  division 
of  the  autonomic  nervous  system  releases 
a hormone  into  the  blood  stream.  The  hor- 
mone is  called  epinephrine,  and  it  makes  a 
person  shiver  and  has  many  effects  through- 
out the  body.  One  effect  of  epinephrine  is 
to  break  down  fat  into  fatty  acids.  The 
burning  of  the  fatty  acids  keeps  the  per- 

‘Address  to  Nebraska  Tenth  Annual  TOPS  (Take  Off 
Pounds  Sensibly  I Convention,  Pershing  Auditorium,  April  10, 
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compulsive  eater  cannot  put  on  the  brakes, 
and  the  drive  to  eat  keeps  rolling  along  until 
the  person  is  gorged.  He  steps  hard  on  the 
brake  pedal  as  he  tries  to  assert  his  will 
power,  but  his  will  power  is  futile  until  he 
restores  the  lost  inhibitory  power  to  the 
nerve  cells.  The  shortage  of  inhibition  in 
the  nerve  cells  which  regulate  food  consump- 
tion corresponds  to  the  failure  of  brakes  in 
a moving  vehicle. 

Let  us  call  the  behavior  of  seeking  and 
consuming  food,  appetite.  The  behavior  of 
turning  food  down  we  shall  call  satiety.  The 
center  for  the  regulation  of  appetite  and 
satiety  in  the  brain  is  the  hypothalamus. 
The  hypothalamus  has  centers  which  regu- 
late most  other  body  functions  and  also  the 
emotional  side  of  our  behavior. 

Disturbed  functioning  of  the  hypothalamic 
centers  for  appetite  and  satiety  is  not  due  to 
a permanent  destruction  of  brain  tissue,  but 
is  a functional  impairment.  A functional 
impairment  means  that  some  of  the  nerve 
cells  have  been  overstrained,  and  that  with 
rest  and  time  they  can  recover.  Until  the 
overstrained  nerves  recover,  a proper  bal- 
ance of  excitation  and  inhibition  to  make 
the  centers  work  right  can  be  borrowed 
from  other  undamaged  nerve  cells  by  the 
use  of  psychological  procedures.  The  func- 
tional impairment  can  be  corrected  psycho- 
logically while  the  overstrained  nerve  cells 
recuperate. 

What  kind  of  stress  can  strain  the  appe- 
tite and  satiety  centers  in  the  hypothalamus? 
It  may  be  a physical  illness.  It  may  be 
due  to  a lack  of  satisfaction  in  life.  The 
stress  can  come  from  inside  the  body  and 
from  outside  the  body  because  the  hypo- 
thalamus is  connected  with  the  organs  of 
the  body  and  also  with  the  cerebral  cortex. 
Whenever  the  organs  of  the  body  are  the 
target  of  infection,  injury,  or  rapid  changes 
such  as  childbirth  or  menopause,  then  the 
stricken  organs  put  too  much  stress  on  the 
nerves  which  carry  messages  to  the  hypo- 
thalamus. Whenever  a person  is  the  target 
of  misfortune,  exploitation,  or  abuse  beyond 
his  endurance,  then  the  victim’s  cortex  be- 
comes overstrained,  and  with  it  parts  of  the 
hypothalamus.  This  is  how  sickness  and 


troubles  in  life  can  produce  a loss  of  ability 
to  control  appetite  according  to  need. 

How  can  psychology'  correct  the  failure 
of  normal  physiological  control  of  appetite 
and  satiety  ? The  cortex  is  concerned  with 
events  that  are  psychological,  with  language 
and  thought,  and  the  cortex  enables  us  to 
experience  the  continuity  that  we  think  of 
as  ourselves  in  the  flux  of  changing  social 
roles  and  flow  of  many  experiences  reflect- 
ing the  ever-changing  world  about  us.  We 
have  an  ego  or  a self ; we  have  an  identity ; 
and  we  are  not  reducible  to  a bundle  of 
blubber,  a hank  of  hair,  and  a network  of 
nerves.  This  fact,  that  the  cortex  lets  us 
know  who  we  are  just  as  it  lets  us  know 
when  we  are  hungry  or  thirsty,  is  im- 
portant. It  is  a vital  fact  because  what 
we  are,  our  role  in  life,  provides  the  basis 
for  the  cortex  to  develop  large  areas  of  ex- 
citation. As  a person  experiences  that  he 
is  needed  by  others,  that  he  is  liked,  that  he 
is  important,  and  that  life  is  interesting 
and  pleasurable,  then  larger  and  larger 
areas  of  his  cortex  become  aroused. 

The  person’s  experience  in  life  is  a neces- 
sary source  of  nervous  energy  to  keep  the 
parts  of  his  brain  which  regulate  his  body 
and  his  appetites  working  correctly. 

I would  like  to  have  you  realize  the  psy- 
chological implications  of  the  dynamics 
which  I have  just  outlined.  In  addition  to 
the  truth  contained  in  Victor  Lindlahr’s  say- 
ing, “You  are  what  you  eat,’’  we  can  say, 
“You  fail  to  stop  eating  because  of  what 
you  are  not.”  You  are  too  fat  because  you 
can’t  stop  eating,  and  some  of  you  can’t  stop 
eating  because  your  existence  does  not  pro- 
vide you  with  enough  cortical  excitation  to 
assist  the  satiety  center  in  making  you  stop 
eating. 

It  would  be  a mistake  to  suppose  that 
you  will  discover  the  real  cause  of  your 
obesity  in  the  social  stresses  and  unhappy 
conflicts  of  your  life.  While  you  do  experi- 
ence social  stress,  more  often  than  not  you)' 
obesity  aggravates  discord  and  also  makes 
you  less  able  to  ignore  it.  A miserable  life 
is  not  the  main  cause  of  obesity,  but  can  be 
a contributing  cause,  a precipitating  cause, 
sometimes  nothing  more  than  the  straw 
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that  breaks  the  camel’s  back,  and  is  always 
one  of  several  causes. 

Whether  it  is  a biological  mechanism  like 
the  oversecretion  of  insulin  or  whether  it 
is  a social  stress  like  disappointment  in  love, 
or  both  types  of  mechanisms  together,  a 
mechanical  rearrangement  of  the  working  of 
the  body  by  medicine  or  a mechanical 
change  of  environment  will  leave  unaffected 
the  basic  cause  of  obesity.  The  basic  cause, 
as  I have  said  before,  is  in  the  faulty  work- 
ing of  the  nervous  system.  The  malfunction- 
ing partly  brings  about  these  misfortunes 
and  then  escalates  them  into  major  handi- 
caps. 

When  we  come  to  the  nervous  system  after 
looking  over  all  the  physical  and  social  ills 
which  can  contribute  to  obesity,  the  situa- 
tion is  like  Pandora’s  box.  After  letting  out 
all  the  evil  spirits,  the  box  was  almost  shut 
on  the  spirit  of  Hope.  For  a fundamental 
truth  in  the  treatment  of  obesity  is  that  some 
experience  of  success  in  dealing  with  the 
separate  biological  or  social  mechanisms  of 
obesity  can  affect  the  nervous  system  itself. 
Hope  is  not  just  a state  of  mind,  but  it  cor- 
rects imbalance  between  excitation  and  in- 
hibition in  the  nervous  system.  The  per- 
sonality of  your  physician  as  well  as  his 
technical  skill  helps  to  impart  hope.  The 
participation  with  others  in  improving  your 
way  of  life  gives  you  hope.  Recognizing 
the  limitations  of  medical  knowledge  today 
and  the  realistic  difficulties  which  prevent 
us  from  improving  our  lot  in  life,  the  most 
obvious  and  important  source  of  hope  for 
the  obese  persons  is  the  TOPS  organization. 
Meeting  with  others  and  encouraging  each 
other  promotes  a cortically-centered  focus 
of  nervous  excitation  around  the  motive  to 
diet.  The  weak  satiety  center  or  the  strong 
appetite  center  can  be  regulated  more  easily 
with  the  help  of  such  cortical  excitation. 
The  powerful  effect  of  other  people  on  an 
individual’s  nervous  system  can  turn  the 
tide  on  what  otherwise  is  a task  beyond  the 
strength  of  his  nervous  system  alone. 

The  fact  that  what  might  seem  like  a 
superficial  social  gathering  may  actually  be 
the  best  way  to  treat  the  improperly  work- 
ing nervous  system  reminds  me  of  another 


Greek  fable.  It  is  called  Even  the  Saints 
Fear  an  Angry  Man.  A Greek  shepherd 
passed  a church  by  the  roadside  and  thought 
he  would  go  inside  to  pray.  As  he  tried 
to  enter,  his  shepherd’s  staff  which  he  car- 
ried across  his  shoulders  blocked  his  for- 
ward motion  and  threw  him  back.  He  tried 
several  times  with  the  same  failure.  In  an- 
ger he  drew  his  staff  from  its  sling  and 
waved  it  at  the  icons  he  could  see  through 
the  doorway.  The  next  thing  he  knew  he 
was  inside.  He  put  his  staff  back  and  said, 
“Even  the  saints  fear  an  angry  man.” 

The  fable  shows,  I think,  how  even  with- 
out medical  treatment  of  the  biological  por- 
tions of  its  many  causes  and  also  without 
correcting  the  injustices  of  one’s  life,  the 
struggle  against  obesity  by  joining  with  oth- 
ers in  TOPS  is  itself  a method  of  changing 
the  nervous  system  whose  improper  func- 
tioning is  the  basic  reason  that  these  miseries 
have  got  under  your  skin  in  the  form  of  fat. 
Even  with  the  help  of  TOPS,  the  struggle 
to  reduce  is  not,  as  you  all  know,  easy  Every 
once  in  a while  you  get  tired  of  starving 
with  results  which  seem  so  poor.  Every 
time  you  give  up  and  feel,  “What’s  the 
use?”  then  cortical  inhibition  of  the  mid- 
brain fails.  Then  the  appetite  center  is  un- 
leashed and  the  satiety  center  is  paralyzed. 
Up  pops  that  old  devil,  the  craving  for 
food,  and  he  will  not  go  away.  Even  worse, 
eating  is  pleasurable.  When  life  affords  so 
little  pleasure  and  when  you  are  too  tired 
to  care,  then  a genuine  depression  sets  in. 
You  don’t  care  whether  you  live  or  die, 
and  you  ease  your  anguish  with  the  tem- 
porary pleasure  of  eating. 

A person  who  is  trying  to  escape  the 
hell  of  obesity  needs  special  consideration. 
He  needs  praise  for  his  success,  and  en- 
couragement to  overcome  his  failures.  If  he 
can’t  get  it  any  place  else,  he  gets  praise  and 
encouragement  in  TOPS,  and  gets  it  there 
better  than  anywhere  else  because  the  oth- 
ers are  in  the  same  boat  and  understand  his 
position  better. 

Another  special  feature  of  TOPS  is  that 
it  is  an  organization  of,  by,  and  for  people 
who  have  the  same  problem.  In  other 
words,  the  obese  person  is  doing  something 
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for  himself.  The  act  of  doing  something 
for  himself  helps  fight  against  depression 
which  makes  the  person  want,  in  the  extreme 
situation,  to  destroy  himself.  TOPS  is  an 
expression  of  healthy  selfishness  in  people 
who  are  often  unselfish  to  the  point  of  de- 
stroying themselves.  The  obese  person  has 
been  scolded  as  a glutton,  but  little  has  been 
said  about  the  obese  housewife  who  must 
prepare  food  for  others  and  yet  refrain  from 
eating  but  a morsel  of  it.  Even  in  her  own 
bailiwick  of  the  kitchen,  the  dieting  house- 
wife is  reduced  to  being  a drudge  for  others, 
while  her  own  needs  go  unsatisfied.  To  be 
unselfish,  there  must  first  be  a self.  For 
such  a housewife  to  join  TOPS  is  a correc- 
tive experience  because  she  is  learning  how 
to  do  something  for  herself  once  again.  By 
supplying  hope,  TOPS  is  an  antidote  for  de- 
pression. 

Unfortunately,  many  obese  people  fight 
against  depression  by  eating.  The  situation 
I am  talking  about  now  is  different  from  the 
one  I have  just  discussed  in  which  the  per- 
son succumbs  to  depression  and  is  satisfied, 
so  to  speak,  in  finding  a good  way  to  die. 
When  some  people  feel  overly  excited,  then 
they  find  that  they  must  eat  to  calm  down. 
They  use  food  as  a pacifier.  Psychology’ 
and  psychiatry  are  now  developing  methods 
of  teaching  such  people  how  to  relax  them- 
selves by  training  in  relaxation  of  the 
muscles  without  the  use  of  drugs.  To  learn 
the  skill  of  relaxation  is  a goal  which  all 
obese  people  ought  to  set  for  themselves. 
There  are  such  techniques  and  they  can  be 
very  helpful. 

Aside  from  medical  treatment  of  the  bio- 
logical mechanisms  of  obesity,  many  physi- 
cians attempt  to  alter  the  functioning  of  the 
nervous  system  by  tranquilizers  and  energiz- 
ers. I should  like  to  see  more  widespread 
teaching  by  physicians  of  relaxation  tech- 
niques as  a substitute  for  or  as  a powerful 
assistant  to  tranquilizers.  I wish  to  endorse 
the  viewpoints  of  those  doctors  who  have 
criticized  their  colleagues  for  prescribing  too 
many  tranquilizers  and  also  too  many  “pep 
pills.” 

Such  appetite  control  by  chemical  inter- 
vention is  artificial  and  not  without  risk. 


There  can  occur  an  increased  tolerance  to 
the  drug  and  the  need  for  larger  doses. 
There  is  then  a possibility  of  liver  damage, 
depression,  or  drug  addiction.  The  medi- 
cine may  make  the  patient  more  irritable. 
When  the  patient  stops  taking  the  medicine, 
the  faulty  ability  of  the  cortex  to  inhibit 
the  hypothalamus  is  usually  still  there  unless 
the  struggle  to  reduce  has  been  associated 
with  other  changes  in  the  patient’s  life.  Per- 
haps worst  of  all,  occasionally  the  “pep  pills” 
may  over -stimulate  the  cortex. 

This  last  possibility  is  worth  considering 
in  more  detail.  The  use  of  “pep  pills”  to  kill 
the  appetite  deprives  the  cortex  of  protec- 
tive inhibition  it  may  need.  Without  atten- 
tion to  such  physiological  considerations, 
the  use  of  reducing  medicines  may  be  short- 
sighted and  harmful  in  the  long  run. 

Another  possibly  harmful  effect  of  exclu- 
sively drug  centered  treatment  is  that  the 
“pep  pills”  given  to  reduce  the  appetite  may 
interfere  with  sleep.  The  hypothalamus  is 
not  onlj’  inhibited  by  the  excited  cortex  but 
it  can  absorb  inhibition  from  sleep.  Sleep 
is  the  spread  of  inhibition  over  large  por- 
tions of  the  nervous  system  including  the 
subcortex.  The  compulsive  eater  is  often 
most  helpless  toward  bed  time  when  the 
tired  cortex  is  able  to  inhibit  the  hypothala- 
mus less  and  less.  The  compulsion  to  eat 
weakens  after  sleep  because  the  hypothala- 
mus has  renewed  some  of  its  deficient  sup- 
ply of  inhibition  and  the  cortex  has  par- 
tially replenished  its  ability  to  become  more 
fully  excited.  Incidentally,  many  who  spurn 
the  “pep  pills”  do  substantially  the  same 
thing  without  benefit  of  prescription  by 
stimulating  themselves  with  caffeine  and 
nicotine  in  the  form  of  coffee  and  cigarettes. 

No  obese  person  can  be  cured  just  by 
losing  weight.  The  fundamental  cure  re- 
quires the  correction  of  the  failure  of  a prop- 
er working  relation  between  cortical  and  sub- 
cortical excitation  and  inhibition.  Unless 
the  weight  loss  reflects  such  underlying  neu- 
rodynamic change,  which  in  turn  depends  on 
both  the  person’s  entire  way  of  life  and 
also  on  his  recovery  through  time  from  past 
overstrains  to  particular  parts  of  his  nerv- 
ous system,  then  even  after  a successful 
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return  to  normal  weight  the  person  is  still 
obese  in  his  basic  personality  and  nervous 
system  type.  He  is  like  the  compulsive 
drinker  who,  even  though  he  never  touches 
another  drink,  is  rightly  thought  of  as  a 
latent  alcoholic.  The  symptom  is  gone,  but 
the  basic  cause  remains. 

My  comparison  of  obesity  with  alcholism 
in  terms  of  similar  neurodynamics  will  be 
more  useful  when  we  consider  some  dif- 
ferences also.  The  alcoholic  who  joins  Al- 
coholics Anonymous  is  told  that  he  must 
never  touch  another  drink.  What  about  the 
obese  person  who  tries  to  reduce?  Wouldn’t 
it  be  nice  if  you  could  decide  never  to  take 
another  bite?  Such  simplicity  is  not  the 
lot  of  the  obese  person.  You  have  to  make 
a distinction  between  the  food  providing 
enough  calories  to  live  and  the  food  whose 
calories  are  associated  with  the  sheer  pleas- 
ure of  eating  or  the  function  of  easing 
anxiety.  The  obese  person  has  to  become 
a calorie-counter  and  has  to  draw  a line  de- 
liberately which  is  done  more  or  less  auto- 
matically for  the  person  with  normal  in- 
hibition of  the  appetite  center.  To  carry  out 
the  analogy  with  the  alcoholic,  the  obese 
person  is  a “caloric.”  For  the  rest  of  your 
life,  you  dare  not  touch  one  calorie  which 
is  not  necessary  for  healthful  living. 

I confess,  at  my  conclusion,  that  I have 
painted  a grim  picture.  Yet  I have  shown 
you  several  things  which  you  can  do  besides 
spending  the  rest  of  your  days  counting 
calories.  You  ought  to  seek  medical  treat- 
ment for  biological  faults  which  have  made 
you  vulnerable  to  obesity.  Many  of  them 
have  been  discovered  just  within  the  past 
few  years,  new  methods  of  medical  treat- 
ment are  being  developed  with  greater  suc- 
cess all  the  time,  and  I predict  with  com- 
plete confidence  that  there  will  be  a major 
breakthrough  in  the  treatment  of  obesity 
based  on  the  recent  physiological  discoveries. 
You  must  re-examine  your  way  of  life  to 


see  where  you  can  derive  more  satisfaction 
from  it.  The  heavy  load  which  you  have  had 
to  bear  at  critical  times  in  your  life  need  not 
be  a permanent  burden.  Until  medical 
knowledge  and  skill  succeeds  in  providing  a 
real  cure  for  your  metabolic  disturbances, 
and  until  you  can  free  jmurself  from  duties 
which  are  presently  inescapable,  then  you 
need  to  join  with  others  afflicted  as  you 
are  with  obesity,  and  lose  weight  together  in 
TOPS.  By  doing  all  of  these  things,  a per- 
son has  a chance  despite  the  crushing  odds 
which  make  obesity  such  an  unfortunate 
sickness. 

In  your  situation  of  struggle  and  compro- 
mise, I believe  strength  can  be  gained  from 
the  saying:  “God  grant  me  the  serenity  to 
accept  what  I cannot  change,  the  courage 
to  change  what  I can  change,  and  the  wis- 
dom to  know  the  difference.” 

The  courage  to  change  what  you  can 
change  can  be  strengthened  by  a deliberate 
policy  of  assertiveness  and  emotional  expres- 
siveness in  the  many  little  things  of  your 
daily  life.  Stop  being  so  self-sacrificing  and 
compliant.  Most  of  you  are  too  inhibited, 
and  the  daily  exercise  of  self-assertiveness 
in  little  things  will  toughen  you  for  larger 
struggles  which  you  are  not  ready  to  face 
yet.  In  this  respect,  it  is  crucial  that  your 
TOPS  organization  continue  to  be  the  demo- 
cratic organization  it  is  now,  responsive 
to  your  needs  and  run  by  you.  If  you  can’t 
assert  yourself  in  TOPS,  then  it  is  failing 
you. 

Finally,  the  wisdom  to  know  the  differ- 
ence between  what  you  can  change  and  can- 
not change  can  often  be  brightened  by  con- 
sulting a minister  or  a psychotherapist. 
While  some  of  you  need  such  professional 
help,  most  of  you  have  a good  enough  under- 
standing of  your  situation  to  start  helping 
yourself  right  now.  That’s  why  you  are 
here.  You  can  help  yourself.  It’s  up  to 
you. 


Quotation  from  Better  Health  that  defines  the  “Rock  Hound:” 
“The  man  who  moved  the  mountain,  began  by  carrying  away 
small  pieces.” 
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Brdicka  Serum  Filtrate  Reaction  Applied  To 
Normal  And  Cancerous  Menstrual  Fluids'^ 


ABSTRACT 

Anew  polarographic  method  util- 
izing menstrual  blood,  taken  on 
three  successive  periods  with 
a special  vaginal  cup,  from  seven  females, 
shows  that  wave  height  and  configuration 
approximates  that  of  normal  peripheral 
blood.  Tracings  of  the  genital  blood  taken 
from  two  early  cases  of  proven  gynecologi- 
cal neoplasia  show  consistant  elevation 
when  compared  to  the  peripheral  venous 
blood  of  these  same  two  patients. 

The  utilization  of  the  Brdicka  Serum  Fil- 
trate Reaction  (BSFR)  in  laboratory  studies 
of  normal  and  cancerous  serum,  the  metho- 
dolog>’,  instrumentation,  and  serial  tracings 
of  a protracted  therapeutic  remission  have 
been  previously  reported  by  the  author. ^ 

Recently,  the  opportunity  presented  itself 
to  obtain  patients  in  various  stages  of  gyne- 
cological cancer  for  the  polarographic  in- 
vestigation of  their  sera.  A review  of  the 
literature  revealed  that  previous  work^ 
showed  a high  degree  of  correlation  (89.1%  ) 
between  cancer  of  the  female  organs  and  a 
positive  BSFR,  as  was  its  relation  to  the 
clinical  stage  of  same.^  Failures,  it  was 
stressed,  were  encountered  predominantly  in 
what  appeared  to  be  stages  0 and  early  I in 
the  international  classifications-*  of  carcinoma 
of  the  endometrium  (uterus)  and  portio  vag- 
inalis (cervix).  This  is  unfortunate  in  that 
80-90%  of  the  cases  in  these  classifications 
have  a better  than  5 year  survival  rate  after 
appropriate  treatment.®  This  failure  of  the 
BSFR  to  detect  increments  of  acid  glycopro- 
teins (MP-2  and  3)  in  the  alpha-2  globulin 
fraction®’ " of  peripheral  venous  serum  is  pre- 
sumably due  to  the  fact  that  by  definition,  a 
stage  0 (in  situ  or  intraepithelial)  carcinoma 
of  the  cervix  has  not  penetrated  the  basal 
epithelium,®  and  its  proteolytic  breakdown 
metabolites  are  extruded  and  removed  from 
the  body  along  with  its  exfoliative  products 
via  the  female  introitus. 


RICHARD  RAPPOLT,  SR.,  MD 
University  of  Nebraska  College  of  Medicine, 
Eppley  Institute 
Omaha,  Nebraska 

It  occurred  to  me  that  perhaps  the  peri- 
odic flow  of  menstrual  fluid,  or  frank  bleed- 
ing from  the  vaginal  orifice,  which  is  often 
the  herald  of  a gjmecologic  neoplasia,  might 
be  utilized  for  the  BSFR  in  that  these  natur- 
ally occurring  biologic  fluids  perfuse  those 
areas  of  the  female  genitalia  where  malig- 
nancies are  most  wont  to  initiate  themselves. 

The  esthetic  problem  of  collection  was 
satisfactorily  solved  with  an  internally  worn, 
rubber  menstrual  cup,®  Tassette,i®  the  ca- 
pacity of  which  approaches  28  ml ; this  rep- 
resents 25-50%  of  the  average  menstrual 
flow  (see  Figure  1). 

•Read  at  Third  International  Congress  of  Polarography. 
Southampton.  England,  July,  1964. 


Figure  1.  Tassette.  rubber  menstrual  cup. 
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For  normal  controls,  seven  healthy  female 
volunteers  from  a nonclinical  population 
were  sampled  on  three  successive  periods, 
representing  21  normal  BSFR.  No  conclu- 
sions were  made  as  to  the  height  of  the  wave 
relating  to  age  (22-38),  marital  status  (five 
married,  one  divorced,  and  one  single),  par- 
ity (one  - four  children)  or  chronic  dis- 
ease state  (one  unspecified  vaginitis,  one 
hypothyroid). 

The  first  day  of  “spotting”  was  noted  by 
the  subjects,  and  the  Tassette  was  not  in- 
serted until  the  morning  of  the  second  day. 
The  contents  of  the  cup  were  emptied  into 
a plastic,  rubber  stoppered,  refrigerated, 
centrifuge  tube  until  its  15  ml  capacity  was 
half-full;  this  represented  two  or  three  col- 
lections from  the  menstrual  cup  at  three  to 
four  hour  intervals.  The  fluids  as  received 
by  our  service  were  unclotted,  viscous,  and 
partially  hemolysed.  The  lack  of  clots  was 
attributed  in  part  to  the  practice  of  initiating 
collection  on  the  second  day  of  the  flow. 

After  centrifugation,  the  port  - colored 
serum  was  denatured  and  deproteinated  in 
the  usual  manner. During  the  deproteina- 
tion  with  the  20%  sulfosalicylic  acid,  it  was 
noted  that  the  precipitated  insoluble  protein 


instead  of  forming  white  curds,  as  was  to  be 
expected  with  peripheral  supernate,  formed 
brownish-red  curds,  which  carried  along  with 
them,  apparently,  the  highly  colored  portion 
of  the  menstrual  serum,  as  the  physical  ap- 
pearance of  the  clear,  aqueous  filtrate  was 
identical  to  that  of  the  treated  peripheral 
venous  serum. 

The  polarographic  double  wave  of  nor- 
mal, fresh  menstrual  blood  (see  Figure  2) 
approaches  sameness  in  configuration  and 
height  range  of  normal  peripheral  venous 
blood,  and  varies  only  slightly  with  consecu- 
tive periods.  This  correlates  well  with  the 
report  that  the  (polarographically  active) 
mucoproteins  in  the  peripheral  blood  of 
healthy  females  do  not  change  appreciably 
during  various  days  in  their  menstrual 
cycle. '2 

The  wave  heights  reported  are  those  of 
our  particular  laboratory  techniques,  and 
although  the  polarographic  constant  B,  as 
suggested  by  Kalous  and  Pavlicek,i®  might 
easily  have  been  applied  to  the  results  of  our 
controls,  it  was  felt  that  the  publication  of 
the  heights  per  se  would  be  more  appropri- 
ate in  the  nascent  stages  of  investigation. 
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BflOiCKA  riLTRATC  RCACTiONS  : lO  MONTH  PERIOD 


Figure  3.  21  normal  BSFR  on  menstrual  controls.  Brdicka  Filtrate 

Reactions:  10  month  period. 


especially  in  recording  the  pathological 
waves. 

Figure  3 is  the  tabulation  of  all  the  nor- 
mal controls  completed  to  date  in  groups 
of  three.  Previous  work  with  normal  per- 
ipheral blood  gave  catalytic  double  wave 
height  spans  of  from  31  mm  to  49  mm,  meas- 
ured from  the  diffusion  current  of  the  co- 
baltic  wave. 

Report  of  Two  Cases  With 
Gynecological  Cancer 

1.  Cervical  Carcinoma. 

A white,  married  female,  age  32,  para 
O-O-O-O,  noted  heavy  period  with  clots 
in  November  1962;  examined  by  her 
physician  December  21 ; appropriate  di- 
agnostic tests  indicated  a poorly  differ- 
entiated squamous  cell  carcinoma  of  the 
cervix  with  extension  into  the  endo- 
metrium (Stage  II) ; first  radium  treat- 
ment, December  26,  and  second  radium 
treatment,  January  4;  total  hysterec- 
tomy, January  29,  1963. 

The  peripheral  blood  and  menstrual 
blood  from  this  patient  was  done  one 
week  prior  to  surgery  (see  Figure  4)  at 
the  time  it  was  felt  there  was  no  residual 
radiation  inflammation.  An  additional 
peripheral  blood  tracing  (68.4  mm,  not 
illustrated)  was  made  two  days  post- 


surgery delineating  the  inflammatory 
reaction  of  a surgical  manipulation  plus 
possibly  the  action  of  a recently  admin- 
istered cytotoxic  agent,  Thio-TEPA. 
The  conclusion  was  made  that  the  great- 
er wave  height  in  the  genital  blood  as 
contrasted  to  the  preoperative  peripheral 
blood  tracing  is  due  to  its  association 
with  the  cancerous  lesion;  furthermore, 
prognostic  conclusions  can  be  more 
fruitful  with  concurrent  tracings  of  both 
the  genital  and  peripheral  serums. 
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2.  Endometrial  Carcinomad® 

A white  female,  age  65,  para  5-2-1-2, 
two  years  postmenopausal,  40  years  a 
diabetic,  with  chronic  pyelonephritis, 
had  bleeding  and  passage  of  clots  for 
the  past  11/2  years  and  lower  abdom- 
inal pain  for  the  past  two  years.  Geni- 
tal blood,  which  contained  multiple 
clots  and  purulent  material,  and  per- 
ipheral venous  blood  recorded  the  BSFR 
on  the  second  hospital  day  (see  Fig- 
ure 5).  Serial  sections  of  the  oper- 
ative specimen,  following  X-ray  ther- 
apy and  surgery,  revealed  a poorly  dif- 


ferentiated adenocarcinoma  of  the  en- 
dometrium without  myometrial  inva- 
sion, though  a diffuse  inflammatory  re- 
action was  present.  It  was  felt  that  de- 
spite the  fact  that  no  local  extension 
was  present,  the  peripheral  BSFR  was 
increased  due  to  the  secondary  infection 
of  the  endometrium  plus  the  chronic 
pyelonephritis,  emphasizing  again  the 
total  clinical  picture  of  the  patient  that 
must  be  considered  in  interpreting  the 
BSFR  intelligently. 

It  is  to  be  stressed  that  this  study 
does  not  purport  to  make  any  hard  and 
fast  conclusions  about  the  clinical  prac- 


ticality of  the  method  herein  described. 
It  is  intended  to  be  a pilot  study  only, 
in  the  hopes  that  more  informed  col- 
leagues will  be  able  to  adopt  it,  possibly 
as  an  investigational  adjunct  of  the 
Papanicolaou  smear,  Schiller  test,  col- 
poscopic  examination,  punch  or  coniza- 
tion biopsy,^®  and  other  newer  screening 
tests  for  gynecological  cancers  such  as 
the  interference  microscopic  exam  of 
fresh  cancer  cells, tampon  smears, 
Von  Bartalanffy’s  acridine  orange  flu- 
orochrome  dye,i®  the  Davis  examination- 
by-mail  irrigating  solution  pipette,2o  and 
the  plastic  cervical  cap  used  in  vivo 
radioautography  of  the  cervix. 21 

Despite  the  fact  that  no  statistical  con- 
clusions can  be  made,  it  would  seem  that 
the  greater  part  of  the  sulfosalicylic 
acid  soluble,  polarographically  active, 
mucoproteins  are  most  probably  concen- 
trated in  the  vicinity  of  the  growing 
neoplasm. 

NOTES 

I thank  Mrs.  Bernice  Hetzner  and  her  Staff  of 
the  University  of  Nebraska  College  of  Medicine  Li- 
brary; Mrs.  Elizabeth  Olmstead  and  her  staff  of 
the  Harvard  Medical  School  Library;  Miss  Clara 
Meckel  of  the  University  of  Chicago  Medical  School 
Library  for  their  valuable  assistance,  and  Mrs.  Bea 
Hoffmeister  for  the  preparation  of  the  final  manu- 
script. 

An  addendum  was  prepared  at  the  Polarographic 
Congress  in  response  to  queries  by  Prof.  Bruno 
Breyer,  State  Hospital,  Lidcomber,  N.S.W.,  Aus- 
tralia, and  Dr.  Imanuel  Bergman,  Department  of 
Chemistry,  Harvard  University,  Cambridge,  Mass, 
(present  address:  Safety  in  Mines  Research  Estab- 
lishment, Ministry  of  Power,  Sheffield,  England) 
concerning  the  fact  that  the . “pathologic”  glyco- 
mucoproteins,  which  are  present  in  the  serum  in 
the  greatest  amount  by  nonpolarographic  quan- 
titative analysis,  paradoxically  show  little  polaro- 
graphic activity,  and  that  parallels  between  the 
quantitative  pathologic  increase  and  the  polaro- 
graphically active  mucoprotein  increase  in  these 
seimm  proteins  by  other  methods  cannot  be  drawn. 
I chose  to  call  the  BSFR  active  component  the  peri- 
neoplastic  glycomucoproteins  and,  in  this  theoretical 
realm,  what  I would  like  to  stress  is  that  the  BSFR 
is  not  a test  for  cancer  per  se,  as  up  to  the  present 
time  there  are  not  any  measurable  humoral  or  bio- 
chemical substances  indigenous  to  all  malignant 
neoplastic  growths.  What  it  is  specific  for  though 
is  an  inflammatory  response  in  any  body  tissue  in- 
asmuch as  the  pathological  increment  of  serum  gly- 
comucoproteins over  the  baseline  level  found  in  nor- 
mal sera  (which  is  for  the  most  part  probably  manu- 
factured in  the  liver)  is  obviously  pi’oduced  by  non- 
specific inflammatory  reaction  in  the  perineoplastic 
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tissues  in  question.  In  those  organs  whose  proteo- 
lytic breakdown  products  follow  the  growth  of  its 
epithelium  (such  as  in  the  gastrointestinal,  integu- 
mental  and  genitourinaiy  system)  without  the 
body,  the  BSFR  is  consistently  false-negative  till 
rather  extensive  local  extension  or  metastasis  takes 
place.  Attested  to  this  fact  is  the  recent  work  by 
H.  Hamperl,  Pathological  Institute  of  the  Univer- 
sity of  Bonn  (CIBA  Foundation  Study  Group  No. 
3 (1959)  Little  & Brown),  with  PAS  staining  spe- 
cific for  acid  mucopolysacchai'ides  in  which  none 
were  detected  in  the  superficial  layers  on  in  situ 
ceiwical  cancer.  It  is  in  these  clinical  applications 
of  the  BSFR  that  absolute  cooperation  is  necessaiy 
between  the  clinician  and  the  polarographic  labora- 
tory so  that  false-negatives  or  positives  can  be 
dealt  with  in  an  intelligent  openminded  discussion. 
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“In  fact,  in  some  schools  as  previously  mentioned,  this  ‘extra’ 
research,  instead  of  aiding  medical  education,  actually  interferes 
with  it  by  keeping  members  of  the  senior  faculty  so  busy  that  many 
of  them  lose  contact  with  the  students  . . .”  Davison:  The  Pharos 
of  AOA,  October,  1963,  p.  101). 
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Diaphragmatic  Hernia  in  a Premature  Infant 


A Case  Report 

Despite  recent  advances  in  pe- 
diatric surgery,  the  mortality 
rate  remains  high  in  infants 
with  posterolateral  diaphragmatic  hernias 
(Bochdalek  type).  The  rate  has  ranged 
from  15%  to  38%  in  some  recent  re- 
ports.4. 7, 8 Thg  mortality  for  all  white 
male  infants  weighing  between  1001  and 
1500  grams  at  birth  is  64.3%  and  52.5%  for 
non-white  males.®  The  chance  of  survival 
of  an  infant  at  this  weight  with  a postero- 
lateral diaphragmatic  hernia  would  certain- 
ly be  small. 

A premature  male  infant  with  a birth 
weight  of  1182  grams  (2  lbs.  91/2  ounces) 
was  successfully  treated  with  surgery  at  the 
Childrens  Hospital  of  Los  Angeles.  The  in- 
fant is  the  subject  of  this  report. 

Case  Report 

A two-week-old  Eurasian  male  in- 
fant was  admitted  to  the  Childrens  Hos- 
pital of  Los  Angeles  with  a history  of 
cyanosis  and  respiratory  distress  since 
birth.  The  infant,  one  of  twins,  was  the 
product  of  a seven-month  gestation.  His 
birth  weight  was  1182  grams  (2  lbs. 
91/2  ounces)  and  his  admission  weight 
was  1108  grams  (2  lbs.  7 ounces).  He 
remained  acyanotic  when  placed  in  an 
incubator  with  oxygen  until  the  day 
prior  to  admission.  At  that  time, 
there  developed  progressive  cyanosis 
and  respiratoiy  distress.  A roentgeno- 
gram of  the  abdomen  and  chest  (figure 
1)  revealed  a gas-filled  loop  of  bowel 
above  the  right  diaphragm.  Antero- 
posterior and  lateral  views  taken  after 
the  administration  of  contrast  media 
substantiated  the  above  findings  (fig- 
ures 2 and  3).  The  films  also  indicated 
that  at  least  a portion  of  the  liver  was 
above  the  diaphragm  as  there  was  lack 
of  liver  density  below  the  diaphragm. 

On  admission  to  this  hospital,  the  in- 
fant was  in  marked  respiratory  distress 
with  cyanosis  and  rib  retraction.  The 
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Figure  1 — Anteroposterior  view  of  the  chest  and  abdo- 
men showing  a gas-filled  loop  of  bowel  above  the  right 
hemidiaphragm. 


respirations  were  75  per  minute.  Dull- 
ness was  present  over  the  right  base  pos- 
teriorly where  bowel  sounds  were  heard. 
Bilateral  inguinal  hernias  were  also 
present. 

Approximately  2 hours  after  admis- 
sion, a repair  of  the  diaphragmatic 
hernia  was  effected  through  a trans- 
verse abdominal  incision.  The  defect  in 
the  diaphragm  was  2.5  cm.  x 5 cm. 
Through  this  defect,  a loop  of  colon 
and  a large  sequestered  lobe  of  liver 
herniated  into  the  chest.  The  viscera 
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Figure  2 - — Anteroposterior  view  of  the  chest  and  abdo- 
men following  administration  of  contrast  media.  The 
presence  of  bowel  above  the  right  hemidiaphragm  is  dem- 
onstrated. 


Figure  3 — I^ateral  view  of  the  chest  and  abdomen 
following  administration  of  contrast  media.  Bowel  is 
seen  above  the  hemidiaphragm. 


were  delivered  into  the  abdomen  and  the 
defect  closed.  A gastrostomy  was  per- 
formed and  the  wound  closed  by  ap- 
proximating the  skin  only.  A large 
ventral  hernia  was  thus  created  (figure 
4).  Intravenous  fluid  therapy  was  ini- 
tiated. Following  operation,  the  gen- 
eral condition  of  the  infant  improved 
and  the  cyanosis  disappeared.  Two  days 
postoperatively,  gastrostomy  feedings  of 
one-half  strength  Nutramigen  were 
started.  The  feedings  were  gradually  in- 
creased in  amount  and  concentration. 
By  the  14th  postoperative  day,  full 
strength  formula  feedings  were  begun. 
The  infant  continued  to  do  well  and  was 
discharged  approximately  2 months  aft- 
er admission.  His  weight  at  that  time 
was  2500  grams  (5  lbs.  8 ounces)  (fig- 
ure 5). 

At  41/2  months  of  age,  the  infant  was 
readmitted  to  the  hospital  with  symp- 
toms and  physical  findings  compatible 
with  a partial  small  bowel  obstruction. 
Roentgenograms  showed  several  loops 
of  small  bowel  with  multiple  air-fluid 
levels  in  the  ventral  hernia.  With  naso- 
gastric suction  and  intravenous  fluids, 
he  made  a rapid  recovei-y.  At  the 
time  of  discharge,  his  weight  was  4659 
grams  (10  lbs.  4 ounces). 

Discussion 

A review  of  the  literature  revealed  one 
report  that  made  specific  reference  to  pre- 
maturity and  diaphragmatic  hernia.®  The 
infant  in  that  case  report  weighed  4 lbs.  10 
ounces  and  she  survived.  Carter,  Waterston, 
and  Aberdeen^  mention  a weight  range  of 
4 lbs.  8 ounces  to  9 lbs.  5 ounces  in  their 
series,  but  they  do  not  give  any  other  in- 
formation regarding  weight  and  survival. 
Butler  and  Claireauxi  included  11  infants 
weighing  less  than  1500  grams  in  their 
series,  but  these  were  from  a necropsy  study. 

At  the  Childrens  Hospital  of  Los  Angeles, 
posterolateral  hernia  is  the  most  common 
congenital  hernia  of  the  diaphragm  (table 
1).  It  accounted  for  68%  of  the  total.  The 
left  side  is  involved  ten  times  as  frequently 
as  is  the  right. 

The  overall  mortality  rate  was  34%  from 
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Rigure  4 — The  infant  approximately  one  week  post  operatively.  The  large 
ventral  hernia  created  at  surgery  is  seen. 


1934  to  1964,  and  29%  over  the  past  10 
years.  Thus  no  significant  change  has  been 
noted  in  more  recent  times.  The  reason  for 
this  failure  to  obtain  a better  sui’vival  rate 


Figure  5 — The  infant  at  time  of  initial  discharge  from 
the  hospital.  Age,  2Y^  months. 


is  probably  due  to  the  marked  increase 
which  has  occurred  during  the  last  decade 
in  the  number  of  patients  admitted  under 
one  week  of  age.  The  greatly  increased  mor- 
tality in  this  age  group  is  well  known.  A 
review  of  the  patients  that  died  showed  a 
large  number  to  have  a hypoplastic  lung  on 
the  side  of  the  hernia  and  a few  had  cardiac 
anomalies. 

Table  1 

CLASSIFICATION  AND  MORTALITY  RATE  OF 
126  CASES  OF  CONGENITAL  DIAPHRAGMATIC 
HERNIA  REVIEWED  AT  THE  CHILDRENS 
HOSPITAL  OF  LOS  ANGELES  (1934-1964) 


Type 

No.  of 
Cases 

% of 
Total 

Mortality 

Posterolateral 

86 

68 

34% 

left 

78 

62 

33% 

right 

8 

6 

38% 

Esophageal  Hiatus 

___  21 

17 

14% 

Eventration  of 
Diaphragm 

18 

14 

11% 

left 

11 

9 

0% 

right 

6 

5 

33% 

bilateral  _ 

1 

0.8 

0% 

Parasternal  _ 

1 

0.8 

0% 

In  addition  to  the  patient 

reported,  only 

two  infants  in 

the  series 

weighed 

under 

2000  grams  (table  2).  One  weighed  1986 
grams  (4  lbs.  6 ounces)  and  the  other  in- 
fant weighed  1577  grams  (3  lbs.  71/^  ounces). 
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Table  2 

COMPARISON  OF  BIRTH  WEIGHTS  AND 
MORTALITY  RATES  OF  79  CASES  OF 
POSTEROLATERAL  DIAPHRAGMATIC 
HERNIA 


Weight  (grams) 

No.  of 
Cases 

Mortality 

Rate 

1001-1500 

1* 

0% 

1501-2000 

2 

0% 

2001-2500 

14 

507c 

2501-3000 

17 

24% 

Greater  than  3000 

46 

37% 

* — Case  Report 


These  infants  both  survived.  The  mortality 
rate  is  highest  in  the  2001  to  2500  gram 
group  but  the  difference  between  the  groups 
is  probably  not  statisticallj'  significant. 

When  the  infants  are  divided  into  groups 
comprised  of  those  less  than  one  week  of 
age  and  those  over  one  week  of  age  at  the 
time  of  surgery,  a marked  contrast  is  noted 
in  the  mortality  rate.  Sixty  infants  were 
less  than  one  week  of  age  at  the  time  of 
surgery.  The  mortality  rate  in  this  group 
was  45%.  In  twenty-six  who  were  older 
than  one  week,  the  mortality  rate  was  only 
8%.  This  finding  indicates  that  if  an  infant 
requires  surgical  intervention  shortly  after 
birth,  the  prognosis  is  generally  worse.  This 
group  includes  more  of  the  cases,  with  unde- 
veloped lungs  and  other  anomalies. 

IMeeker  and  Snyder^  have  re-emphasized 
the  value  of  constructing  a ventral  hernia  at 
the  time  of  the  repair  in  certain  cases.  The 
infant  reported  here  had  such  a procedure. 

Finallj',  we  would  like  to  mention  the  de- 
sirability of  performing  a gastrostomy  in 
selected  cases.  This  procedure  allows  de- 
compression of  the  intestinal  tract  post- 
operatively  and  provides  an  easy  route  for 
feeding  the  infant  later. 

Summary 

The  case  histoiy  of  a premature  male  in- 


fant weighing  1182  grams  at  birth  who  had 
a right  posterolateral  diaphragmatic  hernia 
(Bochdalek  type)  is  presented.  The  infant 
was  successfully  treated  with  surgery. 

Eighty  - six  cases  of  posterolateral  dia- 
phragmatic hernias  treated  at  the  Childrens 
Hospital  of  Los  Angeles  were  reviewed.  The 
overall  mortality  rate  was  34%,  with  no  sig- 
nificant improvement  noted  in  more  recent 
times.  The  mortality  rate  was  markedly 
higher  in  those  infants  requiring  surgical 
intervention  shortly  after  birth. 
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NEUROLOGIC  MANIFESTATIONS  Accompanying  Burns 

(BURN  ENCEPHALOPATHY) 


A severe  burn  of  the  human  body 
provokes  multiple  and  far- 
reaching  patho-physiologic  dis- 
turbances. In  a small  per  cent  of  patients, 
particularly  but  not  exclusively  children, 
there  appears  an  unexepected  encephalo- 
pathy. Such  encephalopathy  usually  devel- 
ops in  the  seriously  burned  groups,  but  it 
has  been  reported  in  patients  (especially 
children)  with  relatively  minor  burns,  also.^ 
In  most  instances,  the  encephalopathy  is 
noted  in  the  first  few  days  after  burn,  less 
frequently  after  a week  and,  in  but  few 
patients  recorded,  after  6-10  weeks.  Symp- 
tomatology follows  a not  unusual  pattern  to 
include  one  or  more  of  the  following,  tran- 
siently, with  sequelae  or  fatally 

Stupor,  coma 

Organic  mental  changes  (confusional  states) 
Muscular  twitching 
Convulsions 
Cerebral  deficits 
Focal 
Multifocal 
Diffuse 

Chorea,  athetosis,  hyperkinesia 

Cerebral  edema  (with  cerebellar  herniation) 

The  most  common  and  outstanding  acute 
neuropathologic  finding  is  cerebral  edema, 
often  accompanied  by  cerebellar  and  medul- 
lary .herniation  into  foramen  magnum. 
Ventricular  dilatation  is  commonly  reported 
in  later  examination  of  survivors.  Menin- 
gitis, brain  abscess,  or  venous  thrombosis  are 
rare  findings.  Microscopically  one  finds 

Perivascular  spaces  distended  with  edema  fluid 
Hyperemia,  thrombosis  of  small  vessels 
.Small  perivascular  hemorrhages 
Toxic  neuronal  changes  (especially  cortex, 
hypothalmus) 

.Small  foci  of  demyelinization 

The  etiology  of  burn  encephalopathy  is  not 
known  today.  It  may  lie  in  the  multiple  dis- 
turbances reverberating  through  many  body 
sites  and  functions. 

During  the  acute  phase  following  burn, 
the  following  factors,  particularly  if  severe 
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or  in  combinations,  may  have  important  ef- 
fects on  cerebral  circulation  and  paren- 
chyma 20-31 

Hypoxia 

Oligemic  (hemo-concentration)  shock 

Therapeutic  overhydration 

Acidosis  (metabolic  and  respiratory) 

Hypoproteinemia 

Hemoglobinemia 

Anemia 

Renal  failure  (due  to  shock  and  bemo- 
globinuria) 

Blood  (erythrocytic)  sludging 
On  3 - .5th  day,  remobilization  of  edema  fluid 
may  overload  circulation,  leading  to  pulmon- 
ary edema,  myocardial  failure. 

Hypoxia  may  be  an  important  factor  in 
cerebral  involvement.  Its  severity  is  com- 
monly in  direct  proportion  to  severity  and 
extent  of  burn.  Arterial  oxygen  tension  was 
found  significantly  lowered  in  about  50  per 
cent  of  one  series  of  burn  patients.  The 
following  conditions  contribute  to  hy- 
poxia 22,  25,  27 

Respiratory  tract  burn,  edema 
Burn  of  cbest  wall,  abdomen 
Carbon  monoxide  inhalation 
Smoke,  fumes,  irritant  gases 
Excessive  sedation 
Hypovolemic  shock 

Medullary  compression  (cerebral  edema) 
Pneumonia 

Shock  adds  its  circulatory  impairment, 
arising  from  marked  loss  of  fluid  into  exu- 
dation and  edema.  Sodium,  chlorides,  plas- 
ma proteins  and  water  are  likewise  depleted. 
Shock  is  common  in  patients  with  over  15 
per  cent  body  surface  burn. 

In  the  subacute  and  chronic  phase  the  fol- 
lowing factors  may,  particularly  if  severe 
or  in  combinations,  affect  important  dis- 
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turbances  in  cerebral  circulation  and  paren- 
ch\Tna 

Renal,  hepatic  failure.  Adrenal  failure  (rare). 

“Toxemia” 

Drug  reactions 

Peptic  ulceration  (Curling’s  ulcer:  anemia,  per- 
foration) 

Late  shock^i 

Infection 

Defects  remaining  from  acute  phase 

“Toxemia”  in  various  forms  has  appeared 
a likelj’  explanation  for  many  occurrences 
in  burned  patients.  It  has  not  been  clearly 
demonstrated  as  yet  although  some  investi- 
gators are  pursuing  this  possibility  with 
vigor.®2-36  The  following  definitions  are  un- 
der consideration: 

Absorbed  exudates  of  burned  tissue  or  blood 
are  toxic. 

Auto-immunologic  reactions  may  develop  from 
burned  tissue. 

Absorption  of  bacterial  products  with  infection. 

Infection  provides  a major  hurdle  in  sur- 
vival and  recovery  from  burns.  The  burned 
sites  provide  a rich  attraction  for  bacteria, 
common  among  which  are  Staphjdococcus 
aureus  and  pseudomonas.  The  absorption  of 
great  quantities  of  bacterial  products  as 
well  as  septicemia  occur.  Viremia  and  subtle 
fungus  disseminations  are  possible  in  the 
debilitated  state.  Tetanus,  and  rarely  diph- 
theria, may  also  entrench  in  burned  tissue. 


Pre-existing,  serious  disease  occurs  in  at 
least  10  per  cent  of  burned  patients.®’ 27 
This  may  account  not  only  for  their  being 
burned  but  also  for  some  subsequent  cerebral 
patholog)'.  Delirium  tremens,  acute  alco- 
holism, drug  use,  cerebrovascular  accident, 
senile  dementia,  syncope  or  convulsion  may 
result  in  accidental  burns.  A noteworthy 
number  of  children  in  one  gi’oup  of  burn 
encephalopathies  appeared  to  have  incurred 
prior  cerebral  damage  which  may  have 
rendered  them  incapable  of  withstanding 
transient  cerebral  changes  (edema?)  asso- 
ciated with  burns.®’® 

Psychogenic  factors  are  common  in  burn 
patients,  outstandingly  noted  in  chil- 
dren.®’ ®"’  ®®  Emotional  and  behavioral  dis- 
turbances following  burns  are  more  common- 
ly of  psychogenic  origin  than  of  organic 
cerebral  damage.  However,  each  patient 
warrants  individual  study,  for  the  presence 
of  concomitant  organic  and  psychogenic  de- 
fects is  possible. 

With  little  known  today  concerning  spe- 
cific etiologj’  of  burn  encephalopathy,  treat- 
ment requires  immediate  reappraisal  of  the 
many  biochemical  and  physiologic  facets 
cited  above.  The  appearance  of  burn  en- 
cephalopathy often  signifies  a gi’ave  turn. 
Supportive  and  symptomatic  care  may  in- 
clude anticonvulsants  and  tranquilizers. 

(References  are  available  from  the  author). 


“.  . . Somehow  I cannot  help  thinking  that  any  threat  to  Ameri- 
can drug  companies  like  Lederle  is  a threat  to  everybody  like  me 
who  wants  to  be  around  for  the  next  chapter  in  the  conquest  of 
disease.”  (From  Dabiel:  Threats  to  the  Battle  Against  Disease, 
Reader’s  Digest,  October,  1964,  p.  118). 
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ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
February  5 — Hastings,  Elks  Club 
February  19  — Ainsworth,  Elementary 
Grade  School 

March  5 — North  Platte,  Elks  Club 
March  19  — Broken  Bow,  Elks  Club 

CONTINUING  EDUCATION  COURSES  — 
For  physicians  sponsored  by  the  Univer- 
sity of  Nebraska  College  of  Medicine’s 
Office  of  Continuing  Education — 

February  3-4,  1966  — “Current  Status 
of  Cardiovascular  Disease”  (Omaha 
Campus) 

February  17-18,  1966  — “Community 
Psychiatry  and  the  G.P.”  (Omaha 
Campus) 

March  7,  1966  ■ — ■ “Closed  Chest  Cardiac 
Resuscitation”  (Omaha  Campus) 
March  24,  1966  — “Newer  Concepts  of 
Hypertension”  (Omaha  Campus) 

1965  POSTGRADUATE  COURSES  SPON- 
SORED BY  THE  AMERICAN  COLLEGE 
OF  CHEST  PHYSICIANS  — Clinical  ap- 
plication of  cardiopulmonaiy  physiology; 
What’s  new  in  the  diagnosis  and  treat- 
ment of  cardiovascular  and  pulmonary  dis- 
eases : Fountainebleau  Hotel,  Miami  Beach, 
January  24-28,  1966.  Clinical  application 
of  cardiopulmonary  physiology:  Ambassa- 
dor Hotel,  Los  Angeles,  February  14-18, 
1966.  Cine  - angiographic  techniques  in 
cardiovascular  diseases:  Cleveland  Clinic, 
Cleveland,  April  11-13.  Write  to:  Ameri- 
can College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11,  Illinois. 

MID-WINTER  MEETING  BOARD  OF 
COUNCILORS  — February  11,  1966, 

Holiday  Inn,  Kearney,  Nebraska. 

MID-WINTER  MEETING  HOUSE  OF 
DELEGATES  — February  12-13,  1966, 
Holiday  Inn,  Kearney,  Nebraska. 

SIOUX  VALLEY  MEDICAL  ASSOCIA- 
TION — February  24  and  25,  1966 ; Shera- 
ton-Warrior  Motor  Inn,  Sioux  City,  Iowa. 


ETV  PROGRAMS  FOR  REGISTERED 
NURSES— 

February  1 — The  Assignment  of  Nurs- 
ing Personnel  (1  p.m.) 

February  8 — The  Patient  - Centered 
Conference  (1  p.m.) 

February  15  — The  Nursing  Care  of  the 
Patient  with  Short-Term  Illness  (1 
p.m.) 

February  22  — The  Nursing  Care  of  the 
Patient  with  Long-Term  Illness  (1 
p.m.) 

March  1 — Nursing  Care  of  the  Hemi- 
plegic Patient  (1  p.m.) 

March  8 — The  Nursing  Care  of  a Pa- 
tient Requiring  a Bird  Respirator  (1 
p.m.) 

March  15  — Nursing  Care  of  a Patient 
Requiring  a Pacemaker  (1  p.m.) 

American  College  of  Physicians 
Postgraduate  Courses,  196.5-1966  — 

The  following  courses  are  made  possible 
by  the  generous  cooperation  of  the  directors 
and  institutions  involved.  Tuition  fees: 
Members,  $60;  Nonmembers,  $100.  Regis- 
tration forms  and  requests  for  information 
are  to  be  directed  to:  Edward  C.  Rosenow, 
Jr.,  MD,  Executive  Director,  The  American 
College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pa.  19104. 

CURRENT  CONCEPTS  OF  INFECTIOUS 
DISEASE  — Jefferson  Medical  College, 
Philadelphia,  Pa. ; Robert  I.  Wise,  M.D., 
F.A.C.P.,  Director;  Joseph  F.  Rodgers, 
M.D.,  Co-Director.  February  7-11,  1966. 

MEDICAL  GENETICS  — The  Johns  Hop- 
kins Hospital,  Baltimore,  Md. ; Victor  A. 
McKusick,  M.D.,  F.A.C.P.,  Director.  Feb. 
14-18,  1966. 

CANCER  — Presbyterian-St.  Luke’s  Hos- 
pital, Chicago,  111.;  Samuel  G.  Taylor,  HI, 
M.D.,  F.A.C.P.,  Director.  Feb.  21-25,  1966. 

THE  BIG  HEART,  Cardiac  Work  and  Car- 
diac Hypertrophy;  Clinical  Appraisals, 
Therapeutic  Considerations  and  Pathologic 
Correlations  — Baylor  University  College 
of  Medicine,  Houston,  Texas;  Raymond  D. 
Pruitt,  MD,  FACP,  Director.  March  7-11, 
1966. 
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BASIC  MECHANISMS  IN  INTERNAL 
MEDICINE,  University  of  Toronto,  Tor- 
onto, Ontario,  Canada;  K.  J.  R.  Wight- 
man,  MD,  FACP,  Director.  March  28- 
April  1,  1966. 

CURRENT  CONCEPTS  OF  RENAL,  GAS- 
TROINTESTINAL AND  CIRCULATION 
PHYSIOLOGY  — Co-sponsored  by  the 
American  Physiological  Society,  Barbizon- 
Plaza  Hotel,  New  York,  N.Y.;  Daniel  H. 
Simmons,  MD,  FACP,  and  Charles  Klee- 
man,  MD,  FACP,  Co-Directors. 

RURAL  HEALTH  CONFERENCE  — Farm 
and  health  leaders  are  to  meet  March  18- 
19,  1966  at  Colorado  Springs,  in  the 
Broadmoor  Hotel,  for  the  19th  National 
Conference  on  Rural  Health,  sponsored  by 
the  Council  on  Rural  Health  of  the  AMA 
in  association  with  state  medical  associa- 
tions ; and  farm,  educational,  and  allied 
health  organizations. 

STL’DY  AND  SKI  — Scientific  meetings, 
a winter  ski  vacation,  a cocktail  party, 
and  a dinner-dance  are  planned  for  the 
31st  Midwinter  Clinical  Session  of  the 
Colorado  Medical  Society,  March  1 through 
3.  Write  to  the  Colorado  Medical  Society, 
1809  East  18th  Avenue,  Denver,  Colorado 
80218. 

CONFERENCE  ON  AIR  POLUTION  RE- 
SEARCH — The  AMA  has  scheduled  the 
first  Air  Pollution  Medical  Research  Con- 
ference foi  March  2-4,  1966,  at  the  Am- 
bassador Hotel  in  Los  Angeles.  Six  ad- 
ditional cooperating  organizations  include 
The  American  College  of  Chest  Physi- 
cians, the  American  Thoracic  Society,  the 
U.S.  Public  Health  Service,  the  California 
State  Department  of  Public  Health,  the 
California  Medical  Association,  and  the 
Los  Angeles  County  Medical  Association. 
Write  to  Air  Pollution  Medical  Research 
Conference,  Department  of  Environmen- 
tal Health,  AIMA,  535  N.  Dearborn  St., 
Chicago,  Illinois  60610. 

CONTINUING  EDUCATION  — Closed 
Chest  Resuscitation ; University  of  Nebras- 
ka College  of  IMedicine,  at  Eppley  Research 


Institute,  March  8,  1966  (for  physicians, 
9th  for  dentists,  and  10th  for  nurses). 
Info : Continuing  Education,  University  of 
Nebraska  College  of  Medicine,  42nd  and 
Dewey,  Omaha  5. 

MICROCIRCULATION  — Microcirculation 
is  to  be  the  topic  of  discussion  at  the 
Heart  Association  of  Southeastern  Penn- 
sylvania’s Fifth  National  Symposium  to 
be  held  at  the  Philadelphia’s  Sheraton 
Hotel  on  March  10  and  11,  1966.  Write 
to  Lyle  L.  Perry,  Heart  Association  of 
Southeastern  Pennsylvania,  318  S.  19th 
Street,  Philadelphia,  Pa.  19103. 

NATIONAL  SOCIETY  FOR  THE  PRE- 
VENTION OF  BLINDNESS  — “Vision 
for  the  Space  Age;’’  Houston,  Texas,  Rice 
Hotel,  March  24-26,  1966.  Info:  Director 
of  Information  John  D.  Coleman,  16  East 
40th  Street,  New  York  10016. 

MAYO  CLINIC  AND  FOUNDATION  — 
Clinical  Reviews,  a program  of  lectures 
and  discussions  on  problems  of  general 
interest  in  medicine  and  surgery,  will  be 
presented  on  March  28,  29  and  30,  1966, 
and  will  be  repeated  (they  will  be  iden- 
tical sessions)  on  April  4,  5,  and  6,  1966. 
Write  to  M.  G.  Brataas  (Secretary,  Clini- 
cal Reviews  Committee),  Mayo  Clinic, 
Rochester,  Minnesota. 

Future  Meetings  of  the  American 

College  of  Surgeons — 

CLEVELAND,  OHIO,  March  14-17.  Annual 
4-Day  Sectional  Meeting  for  Doctors  and 
Graduate  Nurses.  Sheraton-Cleveland  and 
nearby  hotels. 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 

Secretary,  American  College  of  Surgeons,  55 

East  Erie  Street,  Chicago,  Illinois  60311. 

THE  SOUTHWESTERN  SURGICAL  CON- 
GRESS — Flamingo  Hotel,  Las  ^"egas, 
Nevada,  April  18,  19,  20,  21,  1966. 
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SIGHT -SAVING  CONFERENCE  — The 
1966  annual  Sight-Saving  Conference  of 
the  National  Society  for  the  Prevention  of 
Blindness,  Inc.,  will  take  place  from  March 
30  through  April  1,  1966,  at  the  Hotel 
Roosevelt,  New  York,  N.Y.  Write  to  John 
D.  Coleman,  Director  of  Information,  Na- 
tional Society  for  the  Prevention  of  Blind- 
ness, Inc.,  16  East  40th  St.,  N.Y.C. 

ENVIRONMENTAL  HEALTH  — The  Third 
Congress  on  Environmental  Health  Prob- 
lems of  the  AMA  will  be  held  April  4-5 
at  the  Drake  Hotel  in  Chicago.  Write  to 
EHC,  Department  of  Environmental 
Health,  AMA,  535  N.  Dearborn  St.,  Chi- 
cago, Illinois  60610. 

TERATOLOGY  WORKSHOP  — The  Third 
Teratology  Workshop  will  be  held  April 
4-8,  1966  at  Boulder-,  Colorado;  it  is  spon- 
sored jointly  by  the  AMA,  the  Teratology 
Society,  and  the  University  of  Colorado, 
with  the  support  of  the  National  Academy 
of  Sciences  - National  Research  Council. 
Write  to  William  Kitto,  MD,  Associate  Di- 
rector, Department  of  Drugs,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

INDUSTRIAL  HEALTH  — The  1966  Amer- 
ican Industrial  Health  Conference  will 
take  place  April  25-28  in  Detroit,  Mich- 
igan. Headquarters  will  be  at  the  Sher- 
aton Cadillac  Hotel,  meetings  in  Cobo  Hall. 
Write  to:  American  Industrial  Health 

Conference,  55  East  Washington  Street, 
Chicago,  Illinois  60602. 

ANESTHESIOLOGY  — Third  Annual  Mid- 
west Conference  on  Anesthesiology.  Con- 
tinental Plaza  Hotel,  Chicago,  Illinois, 
April  28-30,  1966.  Write  to  T.  L.  Ash- 
craft, M.D.,  33  East  Cedar  Street,  Chi- 
cago, Illinois  60611. 

POSTGRADUATE  COURSE  IN  LARYN- 
GOLOGY AND  BRONCHOESOPHA- 
GOLOGY  — A postgraduate  course  in 
laryngology  and  bronchoesophagology  will 
be  conducted  by  the  Department  of 
Otolaryngology  of  the  Illinois  Eye  and 


Ear  Infirmary  and  the  College  of  Medi- 
cine of  the  University  of  Illinois  at  the 
Medical  Center,  Chicago,  from  March  21 
through  April  2,  1966.  Write  to  the  De- 
partment of  Otolaryngology,  College  of 
Medicine  of  the  University  of  Illinois  at 
the  Medical  Center,  Postoffice  Box  6998, 
Chicago,  Illinois  60680. 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
the  following  Postgraduate  Education 
Courses  during  1965  and  1966: 

— April  20-23,  1966:  16th  Hahneman 

Symposium,  Arterial  Occlusive  Disease; 
Dr.  Albert  N.  Brest;  Marriott  Motor 
Hotel. 

— December,  1966:  17th  Hahneman  Sym- 
posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 

ARTHRITIS  FOUNDATION  — A two-day 
Postgraduate  Seminar  on  Rheumatic  Dis- 
eases will  be  held  May  6 and  7,  1966  at  the 
A.  B.  Dick  Auditorium  of  Presbyterian- 
St.  Luke’s  Hospital,  1753  West  Congress 
Parkway,  Chicago,  Illinois.  The  Seminar 
is  sponsored  by  The  Illinois  Chapter,  The 
Arthritis  Foundation,  159  North  Dear- 
born, Chicago.  There  will  be  a registra- 
tion fee  of  $20. 

FIRST  ANNUAL  BIOMEDICAL  LASER 
CONFERENCE  — June  17-18,  Sheraton- 

Boston  Hotel,  Boston,  Massachusetts. 


TENTH  WORLD  CONGRESS  OF  THE  IN- 
TERNATIONAL SOCIETY  FOR  RE- 
HABILITATION OF  THE  DISABLED 
— September  11-17,  1966,  Rhein-Main- 
Hall,  Wiesbaden,  Gei-many. 

INTERNATIONAL  CANCER  CONGRESS 
— The  IX  International  Cancer  Congress 
will  be  held  in  Tokyo,  Japan,  from  October 
23-29,  1966.  Write  to  Hirsch  Marks,  MD, 
435  East  57th  St.,  New  York  22,  N.Y. 
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The  Military  Dependents' 
Medical  Care 

Coverage  for  Accident  Care  As  An  Out-patient 
Cnder  the  Military  Dependents  Medical  Care — 

Dependents  who  are  treated  for  an  injury 
in  the  doctor’s  office  or  as  an  out-patient  at 
the  hospital  shall  pay  the  first  $15  of  the 
physician’s  fee  for  each  different  cause  or 
accident  for  which  treatment  and  services 
are  rendered,  except  that  multiple  injuries  to 
the  same  person  resulting  from  a single  ac- 
cident shall  be  considered  as  one  injury  for 
payment  of  the  maximum  required  fee 
($15.00)  by  the  patient.  The  Government 
shall  pay  for  all  costs  in  excess  of  $15.00  as 
authorized  in  the  local  schedules  of  allow- 
ances. 

However,  payment  by  the  Government  for 
laboratory  tests  and  radiologj’  examinations 
shall  not  exceed  the  $75.00  maximum  except 
in  special  cases,  provided  that  the  physician 
authorizing  the  tests,  for  which  charges  ex- 
ceed the  amount  specified  above,  submits  a 
special  report  which  shall  be  reviewed  by  a 
contractor’s  physician  review  board. 


THE  MONTH  IN  WASHINGTON 

1.  The  staff  of  the  Senate  Antitrust  Sub- 
committee has  been  investigating  the  rise  in 
quinine  prices. 

The  investigation  resulted  from  receipt  by 
members  of  Congress  of  complaints  from 
constituents.  Many  of  the  complaints  re- 
ported a sharp  rise  in  the  price  of  quinidine, 
a quinine  derivative  prescribed  for  irregular 
heart  beats. 

The  Pharmaceutical  Manufacturers  Asso- 
ciation attributed  the  price  rise  to  a com- 
bination of  decreased  supplies  and  rising  de- 
mands. 

A spokesman  for  the  association  said  that 
it  had  become  increasingly  difficult  to  ob- 
tain quinine’s  raw  material,  the  bark  of  the 
cinchona  tree.  He  said  that  Indonesia,  once 
the  principal  supplier,  had  virtually  cut  off 
its  exports  of  the  cinchona  bark  to  the  West- 
ern world. 


Other  suppliers,  he  said,  include  the  Congo 
and  some  South  American  countries.  He 
said  these  sources  were  seriously  limited, 
but  that  the  shortage  was  not  expected  to 
reach  critical  proportions. 

The  PMA  spokesman  attributed  the  ris- 
ing demand  to  the  appearance  of  new  strains 
of  malaria  that  are  resistant  to  synthetic 
drugs  developed  during  World  War  II  as 
quinine  substitutes.  This  has  caused  de- 
mands for  natural  quinine  to  rise  sharply  in 
such  malaria-infested  areas  as  Vietnam. 

2.  The  Food  and  Drug  Administration 
has  taken  the  first  steps  in  implementation 
of  the  new  law  designed  to  halt  illegal  ti'af- 
fic  in  depressant  and  stimulant  drugs. 

Acting  FDA  Commissioner  Wilton  B.  Ran- 
kin announced  proposed  regulations  and  ap- 
pointed an  advisory  committee  of  experts  as 
authorized  by  the  Drug  Abuse  Control 
Amendments  law  enacted  last  year. 

The  Advisory  Committee  on  Abuse  of  De- 
pressant and  Stimulant  Drugs,  which  held 
its  first  meeting  in  late  December,  assisted 
the  FDA  in  determining  the  drugs  covered 
under  the  new,  tighter  controls  effective  Feb- 
ruary 1,  1966.  The  new  law  specified  am- 
phetamines and  barbiturates  but  also  author- 
ized designation  of  other  depressant  and 
stimulant  drugs  by  regulatory  orders  of  the 
FDA. 

At  its  first  meeting,  the  advisory  com- 
mittee considered  several  classes  of  such 
drugs,  including  certain  tranquilizers,  LSD- 
25  and  other  hallucinogenic  agents. 

The  FDA  regulations  listed  details  of  the 
records  which  the  new  law  requires  to  be 
kept  bj'  every  person  manufacturing,  com- 
pounding, processing,  selling  or  otherwise 
distributing  the  designated  drugs.  The  first 
required  record  is  an  inventory  of  stocks  on 
hand  of  such  drugs  as  of  Febr.  1.  This 
initial  inventory  must  contain  the  identity 
and  quantity  of  all  the  specified  drugs  in 
finished  form  under  the  control  of  the  regis- 
trant. Records  thereafter  must  accurately 
list  further  manufacture,  receipt  and  dispo- 
sition of  the  drugs. 

The  system  of  record  keeping  was  designed 
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to  permit  government  agents  to  follow  the 
movement  of  the  drugs  — all  of  which  are 
prescription  drugs  — from  producer  to  con- 
sumer. 

The  FDA  commissioner  is  authorized  to 
determine  that  a stimulant  or  depressant 
drug  has  a potential  for  abuse,  and  therefore 
should  be  covered  under  the  law,  if  there  is 
evidence  of : 

— Individuals  taking  the  drug  in  amounts 
sufficient  to  create  a hazard  to  their  health 
or  to  the  safety  of  other  individuals  or  the 
community. 

— Significant  diversion  of  the  drug  from 
legitimate  drug  channels. 

— Individuals  taking  the  drug  on  their 
own  initiative  rather  than  on  advice  of  a 
physician  or  osteopath  licensed  by  law  to  ad- 
minister such  drugs. 

Most  physicians  won’t  be  affected  directly 
by  the  new  federal  regulations  which  state : 

“The  maintaining  of  small  supplies  of 
these  drugs  for  dispensing  or  administering 
in  the  course  of  professional  practice  in 
emergency  or  special  situations  will  not  be 
considered  as  regularly  engaged  in  dispens- 
ing for  a fee.” 

3.  A panel  of  leading  businessmen  has 
warned  of  the  dangers  of  relying  too  heavily 
on  government  for  administration  of  health 
and  retirement  plans. 

Such  government  programs  should  be 
used  to  help  the  sick,  disabled  and  aged,  the 
panel  said,  “only  if  voluntary  and  private 
means  — truly  and  tested  — cannot  ade- 
quately meet  society’s  needs  . . . Heavy  re- 
liance on  government  can  discourage  the  ex- 
perimentation and  innovation  needed  to  solve 
our  health  and  retirement  problems.  Such 
reliance  also  can  narrow  the  freedom  of 
choice  of  people  who  prefer  to  meet  their 
needs  in  their  own  ways.” 

This  statement  was  a highlight  of  a 263- 
page  report  by  the  Task  Force  on  Economic 
Growth  and  Opportunity,  which  was  an  inde- 
pendent group  set  up  under  the  sponsorship 
of  the  U.S.  Chamber  of  Commerce.  The  re- 


port was  titled  “Poverty:  The  Sick,  Disabled 
and  Aged.” 

The  report  cited  medicare  as  an  example, 
as  follows: 

“In  an  attempt  to  help  low  income  aged 
people  obtain  health  care  at  little  personal 
cost,  medicare  was  attached  to  the  tradition- 
bound  Social  Security  program.  As  a re- 
sult, medicare  will  help  millions  of  Ameri- 
cans who  are  not  needy  by  any  stretch  of  the 
imagination. 

“It  will  be  financed  by  the  Social  Security 
payroll  tax,  a highly  regressive  tax  that 
places  heaviest  burdens,  in  relation  to  in- 
come, on  low  income  workers  and  on  low  in- 
come consumers  who  pay  higher  prices  to 
absorb  the  cost  of  payroll  taxes  levied  on  em- 
ployers.” 

4.  Measles  incidence  in  1965  was  the  low- 
est in  recent  years,  according  to  the  Public 
Health  Service’s  Communicable  Disease  Cen- 
ter. 

Through  the  first  49  weeks  of  the  year, 
256,443  cases  were  reported,  far  below  the 
average  of  more  than  400,000  annual  cases 
since  1960.  There  were  478,518  cases  in  the 
first  49  weeks  of  1964. 

But  PHS  warned  that,  if  past  experience 
is  repeated,  major  epidemics  can  be  expected 
in  many  sections  of  the  country  during  the 
first  half  of  1966. 

5.  The  federal  government  is  going  to 
spend  more  on  health  and  education  pro- 
grams in  1966  — but  not  as  much  as  origin- 
ally expected,  principally  because  of  the 
Viet  Nam  war. 

HEW  Secretary  John  W.  Gardner  says 
1966  would  not  be  a “slowdown  year”  in  his 
department  because  of  the  start  of  new  pro- 
grams in  elementary  and  secondary  educa- 
tion, medicare,  water  pollution,  disease  con- 
trol and  other  areas. 

But,  he  added,  a certain  slackening  in 
other  programs  might  be  useful.  He  de- 
clined to  identify  specific  projects.  He  said, 
however,  that  they  “might  be  done  better 
if  they  are  started  slowly.” 
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Announcements 

1966  ACP  Award  Winners — 

Awards  for  1966  in  internal  medicine  and 
related  fields  have  been  announced  by  the 
American  College  of  Physicians ; the  honors 
will  be  bestowed  on  four  physicians  and  a 
philanthropist  at  the  annual  meeting  of  the 
ACP  in  April. 

The  winners  are  Helen  B.  Taussig,  MD, 
Baltimore,  Md. ; Robert  A.  Phillips,  MD, 
Dacca,  East  Pakistan;  Charles  P.  LeBlond, 
j\ID,  Montreal,  Canada;  Mrs.  Albert  D.  Las- 
ker, New  York,  N.Y.;  and  Howard  P.  Lewis, 
MD,  Portland,  Ore. 

Pediatricians  to  Meet — 

Evanston,  111.  — More  than  3,000  pedia- 
tricians, their  families  and  guests,  are  ex- 
pected to  attend  the  annual  Spring  Session 
of  the  American  Academj^  of  Pediatrics, 
April  25-27,  1966,  at  the  Queen  Elizabeth 
Hotel,  Montreal,  Canada. 

The  scientific  program  will  feature  closed 
circuit  television  presentations  on  subjects 
including  cerebral  palsy,  learning  disorders, 
and  growth  problems. 

Scientific  presentations  will  cover  subjects 
including  newborn  and  prematurity,  prob- 
lems of  carbohydrate  metabolism,  manage- 
ment of  cardiac  failure  in  children  with 
acyanotic  congenital  heart  disease,  pulmon- 
ary hypertension,  pediatric  surgery,  and 
genetics  and  congenital  disorders. 

Pediatricians  and  other  physicians  inter- 
ested in  the  care  of  children  are  invited  to 
attend  the  meeting,  according  to  E.  H. 
Christopherson,  MD,  executive  director. 

The  Academy,  with  headquarters  in 
Evanston,  111.,  is  the  Pan-American  associa- 
tion of  physicians  certified  in  the  care  of 
infants,  children,  and  adolescents. 

It  has  some  9,100  members  in  the  U.S., 
Canada  and  Latin  America. 

Registration  for  the  meeting  will  open 
Sunday,  April  24  with  a reception  that  eve- 
ning. Several  luncheon  and  dinner  events, 
and  activities  for  the  wives  of  physicians 
have  been  planned. 


The  meeting  is  open  to  nonpediatricians. 
Registration  fees  are  $15  for  Academy  mem- 
bers, applicants  to  the  Academy,  applicants 
to  the  American  Board  of  Pediatrics,  non- 
members out  of  school  less  than  five  years, 
and  physicians  in  the  Armed  Forces.  Regis- 
tration fees  for  nonmember  physicians  are 
$25. 

Physicians  interested  in  attending  the 
meeting  should  write  the  American  Academy 
of  Pediatrics,  1801  Hinman  Avenue,  Evans- 
ton, Illinois  60204,  for  a preliminary  pro- 
gram and  housing  and  registration  forms. 

Dr.  Johnson  Named  Cancer  Trainee — 

Omaha  — Dr.  Joel  Johnson,  a surgery 
resident  at  the  University  of  Nebraska  Hos- 
pital, was  named  a Senior  Clinical  Cancel- 
Trainee  by  the  National  Institutes  of  Health. 

Under  the  traineeship.  Dr.  Johnson  will 
actively  conduct  research  primarily  con- 
cerned with  cancer  training. 

Last  year’s  trainee  from  University  Hos- 
pital was  Dr.  Robert  Westfall,  an  instructor 
in  surgery  at  the  College  of  Medicine. 

Michael  Newton,  MD,  Named  Director- 
Elect  of  the  College — 

Chicago,  111.  — Dr.  Michael  Newton,  Pro- 
fessor and  Chairman  of  the  Department  of 
Obstetrics  and  Gynecology  at  the  University 
of  Mississippi,  has  been  named  Director- 
Elect  of  The  American  College  of  Obstetri- 
cians and  Gynecologists.  Dr.  Newton  will 
join  the  College’s  administrative  office  on 
July  1 and  will  assume  the  full  directorship 
one  month  later. 

Postgraduate  Seminar;  Childrens 
Memorial  Hospital — 

Liver  Disease  and  Bilirubin  Metabolism 
will  be  the  subject  of  the  Sixth  Annual  Post- 
graduate Seminar  of  Childrens  Memorial 
Hospital,  Omaha,  Nebraska  on  Friday  and 
Saturday,  June  3 and  4,  1966. 

Guest  speakers  will  be  Sydney  S.  Gellis, 
MD,  and  Jerold  F.  Lucey,  MD. 

For  further  information  write  to : Carol 
R.  Angle,  MD,  Childrens  Memorial  Hospital, 
Omaha,  Nebraska  68105. 
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News  and  Views 

Hospital-based  Physicians  and  Medicare — 

The  principles  to  be  followed  in  reimburs- 
ing hospital-based  physicians  for  services 
provided  to  older  people  under  the  Medicare 
program  have  been  announced  by  Robert  M. 
Ball,  Commissioner  of  Social  Security. 

“T  h e principles,”  he  said,  “will  leave 
physicians  and  hospitals  entirely  free  to  de- 
termine arrangements  between  them.  They 
will  be  able  to  follow  their  existing  local  prac- 
tices or  to  make  any  new  arrangements  they 
may  decide  upon.” 

Farewell  for  S.  S.  HOPE — 

A gala  sea  and  air  salute  will  accompany 
the  S.  S.  HOPE  as  it  weighs  anchor  on  Sun- 
day and  sails  for  its  newest  mission  of 
mercy  in  Nicaragua.  The  famed  hospital- 
teaching ship  leaves  Pier  96  in  South  Phila- 
delphia at  2:00  p.m.,  the  scene  of  her  tri- 
umphant arrival  to  the  City  of  Brotherly 
Love  four  months  ago.  City,  State  and  Nic- 
araguan officials  and  the  Ferko  String  Band 
of  the  Philadelphia  Mummers  will  be  on  hand 
for  farewell  ceremonies  prior  to  departure. 
Dr.  William  B.  Walsh,  originator  of  Project 
HOPE  in  1958  and  currently  President  of 
the  nonprofit  organization,  will  officiate. 

On  board  will  be  the  permanent  staff  of  98 
doctors,  nurses  and  technicians  including  28 
veteran  Hopies  who  have  served  on  previous 
missions  of  the  HOPE  to  Southeast  Asia, 
Peru,  Ecuador  and,  most  recently  Guinea, 
West  Africa.  Senior  among  this  dedicated 
group  will  be  Chief  Nurse  Ann  Roden,  from 
South  Bend,  Indiana,  who  has  served  on  all 
four  voyages. 

The  HOPE  will  be  anchored  for  ten  months 
in  Corinto  on  the  west  coast  of  Nicaragua, 
commencing  on  January  19  her  first  program 
in  Central  America.  The  ship  under  the 
operation  of  the  Grace  Line  will  be  com- 
manded by  Captain  Elijah  J.  Howe  who 
skippered  the  ship  during  the  Peruvian  voy- 
age in  1962-63  and,  like  so  many  other  men 
and  women  who  have  served  on  the  HOPE’S 
staff,  requested  reassignment  to  the  world’s 
only  peacetime  hospital  ship. 

The  floating  medical  center  which  visits 


developing  nations  by  invitation  is  funda- 
mentally a cooperative  effort  between  the 
ship’s  medical,  dental  and  nursing  staff  and 
those  of  the  host  nation.  Its  main  objective 
is  international  cooperation  of  professional 
knowledge  and  continued  elevation  of  health 
care  for  people  on  three  continents. 

Busier  Blue  Shield — 

Blue  Shield  enrollment  exceeded  57  million 
during  the  first  nine  1965  months,  over  a mil- 
lion more  than  the  1964  year  end  total. 
Benefits  paid  during  1964  were  almost  one 
and  a quarter  billion  dollars;  they  have  al- 
ready exceeded  a billion  dollars  during  the 
first  three  quarters  of  1965,  which  is  almost 
90  million  dollars  over  last  year’s  third  quar- 
ter. 

That’s  a lot  of  people  and  a lot  of  money. 
They  must  know  what  they’re  doing. 


Our  Medical  Schools 

Dr.  Wittson  to  Continue  on  Aging  Committee — 

Omaha  — Dr.  Cecil  L.  Wittson  has  ac- 
cepted an  invitation  to  serve  for  another 
three-year  term  on  the  American  Medical 
Association’s  Committee  on  Aging. 

He  is  Dean  of  the  University  of  Nebraska 
College  of  Medicine. 

Dr.  Wittson  has  served  three  previous 
terms  on  the  Aging  Committee. 

University  of  Nebraska  School  of  Nursing — 

Omaha  — Three  administrators  of  the 
University  of  Nebraska  School  of  Nursing 
will  attend  a meeting  of  the  Baccalaureate 
and  Higher  Degrees  Department  of  the  Na- 
tional League  for  Nursing  in  St.  Louis,  Mo. 
this  month. 

Representing  the  nursing  school  will  be 
IMiss  Irma  M.  Kyle,  director  and  professor 
of  nursing;  Mrs.  Regina  Barenston,  asso- 
ciate director  and  associate  professor  of 
nursing;  and  Miss  Clare  Fleming,  assistant 
director  and  associate  professor  of  nursing. 

For  nursing  educators,  the  conference  will 
deal  with  the  baccalaureate  education  of 
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registered  nurses  who  Avere  graduated  from 
hospital  schools  of  nursing. 

Approximately  200  representatives  are  ex- 
pected to  attend  the  January  20  and  21  meet- 
ing at  the  Hilton  Hotel. 

Dr.  Lemmon  Consults  With  Wyoming:  Group — 

Omaha  — Dr.  Henry  i\I.  Lemon  met 
with  the  \^Voming  Cancer  Society  Board  in 
Casper,  Wyo.,  Saturday,  January  8,  to  dis- 
cuss plans  for  a future  leukemia  epidemiol- 
ogy' study  in  that  state. 

He  is  director  of  the  Eppley  Cancer  In- 
stitute at  the  University  of  Nebraska  College 
of  Medicine. 

He  was  invited  to  the  Casper  meeting  as 
a consultant,  since  a survey  of  this  type  is 
being  conducted  in  a six-county  Nebraska 
area  by  several  Nebraska  College  of  i\Iedi- 
cine  faculty  members. 

The  W’yoming  Division  of  the  American 
Cancer  Society  and  the  Wyoming  State  De- 
partment of  Health  are  cooperating  Avith  the 
Earl  and  Bessie  Whedon  Cancer  Detection 
Foundation  in  the  leukemia  epidemiology 
project  in  Wyoming. 

New  AOA  Members — 

Four  physicians  have  been  selected  for 
membership  in  the  Creighton  University 
Chapter  of  Alpha  Omega  Alpha,  national 
medical  honor  society. 

They  are  Doctors  Joseph  M.  Holthaus, 
Richard  J.  Fangman,  Claude  H.  Organ  and 
Alfred  W.  Brody. 

Nine  senior  medical  students  and  three 
juniors  complete  the  neAv  memberships  in 
the  Creighton  chapter. 

Postgraduate  Seminars — 

The  chairman  of  the  Department  of  Phar- 
macology from  the  Indiana  UniA’ersity  Medi- 
cal School  Avill  present  the  second  of  a series 
of  postgraduate  biochemistry  seminars  at 
Creighton  UniA’ersity  Feb.  18. 

Dr.  James  Ashmore  AA’ill  discuss  “Factors 
Regulating  Hepatic  Glucose  Production.” 
The  seminar  Avill  be  at  8 p.m.  in  the  Eppley 
Lecture  Hall  on  the  Hilltop  campus. 


Other  seminars,  all  scheduled  at  8 p.m. 
at  the  Lecture  Hall,  are: 

iMarch  18,  Dr.  Dean  Watt,  Senior  Re- 
search Biochemist,  JMidAvestern  Research  In- 
stitute, Kansas  City,  Mo.,  “Purification  and 
Mechanism  of  Action  of  Toxic  Peptides.” 

April  22,  Dr.  Salih  Wakil,  Professor  of 
Biochemistry,  Duke  University  Medical 
School,  “The  Biosynthesis  and  Control  of 
Fatty  Acids.” 

Dr.  Henry  Lardy,  Director  of  the  Enzyme 
Institute  at  the  University  of  Wisconsin,  and 
Dr.  Nicholas  Giarman,  Chairman  of  the  De- 
partment of  PharmacologA’  at  Yale  Univer- 
sity Medical  School,  Avill  conduct  seminars  to 
be  scheduled  in  May  or  June. 

The  series  is  co-sponsored  by  Creighton 
University  and  the  Progi’am  of  Postgradu- 
ate Medical  Education  of  Merck,  Sharp  and 
Dohme  Pharmaceutical  Company. 

Twenty-five  Pass  Exams — 

Omaha  — TAventy-five  1965  graduates  of 
the  University  of  Nebraska  College  of  Medi- 
cine’s medical  technology  program  passed  the 
national  certification  examination  conducted 
by  the  Board  of  Registry  of  Medical  Tech- 
nologists, American  Society  of  Clinical  Path- 
ologists. The  announcement  Avas  made  this 
week  by  Dr.  Arthur  L.  Larsen,  director  of 
medical  technology’  training  and  assistant 
professor  of  pathology  at  the  College  of  Med- 
icine. 

These  students  may  noAv  place  the  letters 
M.T.  (ASCP)  after  their  names,  shoAving 
they  are  accredited  members  of  their  profes- 
sion and  of  the  medical  team. 

“Methods  Improvement  in  Nursing” — 

Omaha  — A collegiate  course  in  adminis- 
tratiA’e  techniques  necessary  to  the  profes- 
sional nurse  in  her  job  Avill  be  offered  by 
the  UniA’ersity  of  Nebraska  School  of  Nurs- 
ing and  College  of  Business  Administration. 

“^Methods  Improvement  in  Nursing”  Avill 
be  conducted  at  the  Nebraska  School  of  Nurs- 
ing, Omaha,  from  9 to  12  noon  each  Satur- 
day beginning  February  5 and  ending  March 
19.  The  course  is  fourth  in  a special  non- 


66 


Nebraska  S.  M.  J. 


credit  series  on  “Toward  Self-Improvement 
in  Administrative  Technique.” 

HEW  Grant— 

Omaha  — A $7,387  grant  from  the  De- 
partment of  Health,  Education  and  Welfare’s 
IMaternal  and  Child  Health  Services  has 
been  awarded  to  Dr.  Dale  Cruise  and  Dr. 
Robert  IMesser. 

Granted  for  programmed  instruction  in 
prenatal  and  infant  care  at  the  University 
of  Nebraska  College  of  Medicine,  the  grant 
covers  the  j^ear  beginning  December  1 and 
ending  November  30,  1966. 

The  department  of  obstetrics  and  g>me- 
cology  in  conjunction  with  the  University 
of  Nebraska  audio-visual  department  have 
produced  a 12-program  series  on  prenatal 
and  infant  care  for  ETV,  Channel  12. 

Monies  from  the  grant  will  be  used  to  con- 
vert the  video-taped  programs  into  16  mm 
sound  movies.  A selected  group  of  prenatal 
patients  will  view  these  movies  and,  via  pro- 
grammed instruction,  will  be  informed  of 
obstetrical  care.  These  patients  will  be  pre- 
tested and  post-tested,  and  then  compared 
to  a control  group  of  prenatal  patients  who 
attended  regular  prenatal  classes,  to  deter- 
mine the  effectiveness  of  programmed  in- 
structions. 

The  films  cover  all  phases  of  maternal 
care,  for  example:  recent  advances  in  ob- 

stetrics; prenatal  care;  maternal  nutrition; 
mechanisms  of  labor  and  deliveries;  care  of 
the  infant  after  birth ; and  agencies  for  baby 
care. 

Dr.  Cruise  is  project  director  of  the  Oma- 
ha Maternal  and  Infant  Care  Project;  Dr. 
Messer  is  an  assistant  professor  of  ob- 
stetrics and  gynecology. 

Video  Tapes  in  Psychotherapy — 

Omaha  — How  video  tapes  are  used  in 
teaching  psychotherapy  at  the  Nebraska 
Psychiatric  Institute  is  the  subject  of  an 
article  in  the  current  Journal  of  Medical 
Education. 

The  article  was  written  by  Reba  Ann  Ben- 
schoter,  chief  of  NPPs  Communications  Di- 


vision ; Dr.  Merrill  T.  Eaton  and  Pringle 
Smith. 

Residents  in  training  interview  patients, 
and  the  interview  is  filmed  on  video  tape. 
Later  the  resident  and  his  supervising  psy- 
chiatrist view  the  film  and  evaluate  the  in- 
terview. 

Each  video  tape  psychotherapy  session 
lasted  about  45  minutes. 

The  authors  are  all  faculty  members  of 
the  University  of  Nebraska  College  of  Medi- 
cine. 

The  Journal  of  Medical  Education  is  the 
official  publication  of  the  Association  of 
American  Medical  Colleges. 


All  About  Us 

Doctor  Robert  S.  Long  of  Omaha  is  one 
of  the  1965  winners  of  the  Medical  Econom- 
ics Awards. 

The  Omaha-Douglas  County  Medical  So- 
ciety Christmas  party  was  held  December 
14th  in  Omaha. 

Doctors  L.  L.  Ericson  and  E.  L.  Sucha, 
West  Point,  are  constructing  a new  Elkhorn 
Valley  Clinic  Building. 

The  Tri-County  Medical  Society  and  Aux- 
iliary met  in  December  and  had  Mr.  J.  M. 
McPhail  of  Omaha  as  its  guest  speaker. 

Doctor  R.  E.  Penry  was  elected  Chief  of 
Staff  and  President  of  the  Thayer  County 
Memorial  Hospital  at  the  group’s  Decem- 
ber meeting. 

Doctor  C.  G.  Gross,  formerly  of  Cam- 
bridge, has  moved  to  Lincoln,  where  he  is 
associated  with  the  Veterans  Administra- 
tion Hospital. 

Members  of  the  Adams  County  Medical 
Society  and  Auxiliary  met  for  a dinner-party 
at  the  Meadow  Brook  Club  at  Hastings  in 
December. 

Doctor  Henry  J.  Lennhoff,  Jr.,  was  elected 
President  of  the  Omaha-Midwest  Clinical 
Society  at  the  group’s  annual  business  meet- 
ing held  in  December. 
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Doctor  John  A.  Brown,  III,  Lincoln,  was 
installed  as  President  of  the  Nebraska  Ob- 
sterical  and  Gynecology  society  at  the 
group’s  annual  meeting  held  in  December  at 
Las  \’egas. 

Doctor  M.  D.  Frazer,  Lincoln,  was  re- 
elected Secretary  - Treasurer  of  the  Radio- 
logical Society  of  North  America  at  the 
group’s  annual  convention  in  Chicago  held 
in  December. 

Doctor  Paul  J.  Maxwell,  Lincoln,  was  se- 
lected as  President-elect  of  the  Lancaster 
County  Medical  Society  at  the  group’s  De- 
cember meeting.  Doctor  Louis  J.  Gogela  was 
installed  as  President  of  the  Society. 


Deaths 

BLACK  — Paul  Black,  MD,  retired  Lin- 
coln ophthalmologist,  died  in  December, 
1965,  at  the  age  of  79.  He  was  graduated 
from  Eastern  Illinois  State  Normal  School 
in  1908,  spent  three  years  in  the  Philippines 
doing  educational  work,  and  then  attended 
Rush  Medical  School  in  Chicago,  graduat- 
ing in  1915.  He  then  interned  at  Grand  and 
Cook  County  Hospitals  in  Chicago  where  he 
also  took  his  resident  training.  During 
World  War  I he  served  in  the  U.S.  Army 
medical  corps.  Dr.  Black  was  a life-member 
of  the  American  Medical  Association,  a fel- 
low of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of 
Otorhinolaryngology  and  Ophthalomolgy. 
Survivors  include  his  daughters,  Mrs.  Mary 
E.  Sullivan  of  Lincoln,  and  Mrs.  Dorothy  C. 
Batchelder  of  San  Diego. 

SMITH  — Arthur  L.  Smith,  Sr.,  MD,  died 
December  8,  1965  at  the  age  of  85.  Born 
January  10,  1880  in  Dunlap,  Iowa,  he  came 
to  Nebraska  to  attend  the  University  of  Ne- 
braska Medical  School  in  Lincoln,  and  later 
Rush  Medical  College  in  Chicago.  He  gradu- 
ated from  the  latter  college  in  1913.  He  then 
went  to  the  University  of  Tennessee  Medical 
School  where  he  served  on  the  medical  fac- 
ulty until  he  returned  to  Lincoln  in  1916 
to  begin  practice.  Prior  to  his  medical  edu- 
cation Dr.  Smith  was  a member  of  the  U.S. 
Army  and  was  on  active  duty  during  the 


Spanish- American  War  (seeing  action  in 
Cuba  and  the  Philippines)  and  the  Boxer 
Rebellion  (seeing  action  in  China). 

Dr.  Smith  went  to  Vienna  in  1923  and 
spent  a year  studying  with  Wenckebach. 
When  he  returned  to  Nebraska  he  ordered 
the  parts  for  what  is  thought  to  be  the 
first  electrocardiograph  in  Nebraska.  The 
parts  came  from  Paris,  and  Dr.  Smith  con- 
structed the  machine  himself.  He  returned 
to  Paris  in  1929  for  additional  postgraduate 
study.  In  1937  he  recorded  the  first  tracing 
of  fetal  heart  sounds  using  an  intravaginal 
approach. 

He  was  an  early  worker  in  the  field  of 
ballistocardiography  and  in  recent  years 
had  been  doing  research  in  the  field  of  spa- 
tial vectorcardiography.  He  served  as  medi- 
cal director  and  chief  of  staff  at  St.  Eliza- 
beth Hospital  in  Lincoln  from  1931  to  1949. 
He  was  a member  of  the  American  Medical 
Association,  Sigma  Xi,  Phi  Beta  Kappa,  the 
Ameidcan  Board  of  Internal  Medicine,  and 
many  other  professional  societies.  He  was  a 
fellow  in  the  American  College  of  Physicians. 
He  was  a Vice  President  in  the  American 
College  of  Angiology  and  the  Internal  Col- 
College  of  Angiology  and  the  Inteimational 
College  of  Angiology. 

According  to  his  son.  Doctor  A.  L.  Smith, 
Jr.,  of  Lincoln,  perhaps  the  project  that 
gave  his  father  the  most  satisfaction  (out- 
side of  his  lifelong  interest  in  medicine, 
which  he  practiced  until  shortly  before  his 
death)  was  his  work  in  the  Boy  Scout  or- 
ganization. Many  of  the  members  of  his 
Boy  Scout  troop  have  become  doctors  and 
dentists  in  the  State  of  Nebraska,  and  they 
attribute  their  interest  in  medicine  to  their 
early  association  with  Dr.  Smith,  Sr.  It  is 
also  interesting  that  Dr.  Smith,  Sr.  was  one 
of  our  early  Nebraska  phj-sician  airplane 
pilots,  learning  to  fly  after  he  was  65  years 
of  age. 

DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 
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The  Lancaster  County  Medical  Auxiliary 
held  its  December  meeting  at  the  home  of 
Mrs.  \¥.  G.  Wiedman,  on  December  6,  1965. 

A delightful  program  of  Christmas  music 
was  presented  by  the  Southeast  Noblemen. 

In  keeping  with  its  annual  tradition,  the 
Lancaster  County  Auxiliary  collected  many 
lovely  dolls,  which  were  given  to  the  Family 
Service  Organization. 

Mrs.  Palmer  Johnson  and  Mrs.  Y.  Scott 
Moore  were  co-chairmen  of  the  meeting. 


Hobby  Shop 

Dr.  Robert  0.  Garlinghouse  is  no  more  a 
Nebraskan  than  your  Editor;  he  was  born  in 
Kansas,  in  lola.  He  is  a Diplomate  of  the 
American  Board  of  Surgery,  he  is  Assistant 
Clinical  Professor  of  Surgery  (Nebraska), 
he  got  all  the  way  up  to  Lt.  Col.  MC  AUS 
in  WW2,  he  has  been  Chief  at  Fort  Riley,  he 
is  at  this  moment  Chairman  of  our  own  De- 
partment of  Surgery. 

We  must  admit,  right  here,  publicly,  and 
in  print,  that  his  surgery  is  pretty  good.  His 
avocations  include  fishing  (he  seems  to  use 
the  scale  all  fishers  use)  and  family-indul- 
gence. 

And  hooking  rugs. 

As  this  maj^  not  sound  honest  to  some 


of  our  readers,  we  hasten  to  assure  them 
that  this  is  a perfectly  respectable  sport. 
It  means  only  that  our  friend  has  diverted 
his  surgical  skill  to  a field  of  artistry  and 
beauty.  Rug-hooking  or  making  or  weav- 
ing is  one  of  the  oldest  and  grandest  of  the 
artistical  pursuits;  it  is  the  means  of  com- 
ing into  being  of  the  world’s  famous  tapes- 
tries; it  is  a wonderful  return  to  Ameri- 
can handiwork  and  folklore  and  tradition. 
Dr.  Garlinghouse  began  to  do  this  some  two 
years  ago.  He  spent  one  month  doing  the 
rug  whose  picture  we  show  you  here.  He 
has  done  eight  different  designs.  Special 
designs  take  three  months  to  get  back; 
they’re  sent  to  England. 

We  have  seen  the  original  shown  in  the 
picture ; we  wish  we  could  have  done  it.  We 
think  it’s  a work  of  art. 

F.C. 


Know  Your 
Blue  Shield  Plan 


How  Prevailing  Fees  Operate — 

In  response  to  market  demands  of  major 
purchases  for  more  adequate,  predictable 
medical-surgical  benefits,  the  Blue  Shield 
Prevailing  Fees  Program  was  developed. 

Originated  by  the  National  Association  of 
Blue  Shield  Plans  in  October,  1964,  work- 
shops, meetings,  discussions,  and  research 
projects  have  been  held  throughout  the  na- 
tion to  finalize  a marketable  product. 

Study  Costs 

In  an  effort  to  develop  a program  more 
acceptable  generally  to  the  major  purchasers 
of  health  coverage  and  their  employees,  as 
well  as  to  the  providers  of  service,  the  Na- 
tional Association  of  Blue  Shield  Plans  car- 
ried out  extensive  cost  studies  and  interviews 
with  the  principals  who  would  be  involved. 

To  assure  members  that  the  cost  of  health 
care  benefits  they  receive  will  be  “paid  in 
full”  by  their  Blue  Shield  coverage,  it  was 
necessary  to  devise  a program  where  pay- 
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Which  Is  Pyloroplasty  with  Vagotomy? 
Which  Is  Pro-Banthlne? 


Photographs— Harry  Barowsky,  M.D.,  Lawrence  Greene,  M.D.,  and  Robert 
Bennett,  M.D.,  from  a Scientific  Exhibit  presented  at  the  Annual  Meeting 
of  the  American  College  of  Gastroenterology,  Bar  Harbour,  Florida,  Oct. 
24-27,  1965. 


69-A 


Nebraska  S.  M.  J. 


Another  example  of 

Pro  -Banthine 

(propantheline  bromide) 

a true  anticholinergic  in  action 


atropine  resulted  in  expectedly 
adverse  side  effects. 

Pro-Banthine,  in  minimal  dosage, 
produces  effects  similar  to  pyloro- 
plasty and  vagotomy  without  the 
disadvantages  of  permanent  post- 
vagotomy sequelae. 

The  intragastric  photograph  A 
is  of  a patient  who  has  had  pyloro- 
plasty with  vagotomy.  Photograph 
B is  of  a patient  given  6 mg.  of  Pro- 
Banthine. 

Indications:  Peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pyloro- 
spasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated 
dosage  is  usually  the  most  effective. 
For  most  adult  patients  this  will  be  four 
to  six  15-mg.  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may 
be  required.  Pro-Banthine  (brand  of 
propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use, 
as  serum-type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications: 

Urinary  hesitancy,  xerostomia,  mydri- 
asis and,  theoretically,  a curare-like 
action  may  occur.  Pro-Banthine  is  con- 
traindicated in  patients  with  glaucoma, 
severe  cardiac  disease  and  prostatic 
hypertrophy. 


SEARLE 


Research  in  the  Service  of  Medicine 


Normal  relaxed  pyloric  antrum;  con- 
tracted pylorus  (pyloric  fleurette) 


The  true  anticholinergic  values  of 
Pro-Banthine  have  never  been  so 
graphically  realized  as  they  are 
with  the  recent  development  of 
fibergastroscopy  and  the  intragas- 
tric camera. 

Pro-Banthine  consistently  pro- 
duces complete  relaxation  and  im- 
mobility of  the  stomach  with  a dose 
of  only  6 to  8 mg.  intravenously. 
This  is  less  than  half  the  usual  dose 
orally. 

Atropine,  on  the  other  hand, 
required  0.8  mg.  intravenously,  or 
twice  the  normal  dose,  to  achieve 
a similar  effect.  This  high  dose  of 
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ments  to  physicians  would  be  related  to  fees 
physicians  are  known  to  be  charging  their 
patients. 

In  the  Prevailing  Fees  Program,  the  physi- 
cians, in  effect,  set  their  own  fees.  They 
report  their  usual  charges  to  the  local  Blue 
Shield  Plan.  From  these  reports,  the  Plan 
develops  a profile  of  charges  for  each  physi- 
cian and  then  computes  the  levels  of  prevail- 
ing charges  to  include  approximately  90  per 
cent  of  physicians  in  each  economic  area. 

The  physician  profiles  are  composed  of 
each  physician’s  usual  fees  for  every  proce- 
dure which  comprises  any  significant  portion 
of  his  practice.  This  is  based  on  the  premise 
that  each  physician  has  a fee  for  each  pro- 
cedure which  does  not  vary  to  patients  ex- 
cept for  those  in  very  high  or  low  income 
brackets. 

Economic  Areas 

By  analyzing  the  individual  profiles  in 
terms  of  economic  areas,  it  is  possible  (a) 
to  achieve  community  charge  levels  which 
accurately  reflect  the  local  practice  of  medi- 
cine; and  (b)  to  ascertain  at  which  point  the 
fees  of  90  per  cent  of  the  physicians  in  the 
area  would  be  covered. 

By  collecting  fee  information  from  doc- 
tors only  on  those  procedures  which  make 
up  the  bulk  of  his  practice,  the  unique  charg- 
ing patterns  of  specialty  physicians  are  re- 
flected. 

Meets  Community  Costs 

While  the  payment  of  “prevailing  fees’’  per- 
mits physicians  latitude  with  respect  to  the 
establishment  of  their  charges,  the  program 
is  structured  to  meet  the  costs  known  to  rep- 
resent the  charges  of  at  least  90  per  cent 
of  the  medical  community.  This  is  sufficient 
to  provide  “paid  in  full’’  benefits  to  virtually 
all  subscribers  and  yet  assure  that  a limiting 
factor  would  be  imposed  on  the  payment  of 
charges  exceeding  the  fees  that  prevail  in  an 
area. 

Few  Over  90  Per  Cent 

In  the  final  analysis,  the  percentage  of 
physicians  whose  charges  would  exceed  those 
of  90  per  cent  of  their  colleagues  is  minimal 


when  considered  in  relation  to  the  capability 
of  the  program  to  provide. 

Physicians  whose  charges  fall  in  the  90 
per  cent  range  are  offered  participation  cer- 
tificates. They  are  paid  their  usual  charges 
filed  with  the  Plan  which  they  agree  in  writ- 
ing to  accept  as  payment  in  full  for  services 
rendered  Blue  Shield  members.  These  par- 
ticipating physicians  are  paid  directly,  while 
payments  for  services  performed  by  non- 
participating physicians  are  an  indemnity 
reflecting  the  predetermined  average  value 
for  the  service  or  procedure  rendered. 

No  Fixed  Fee  Schedule 

The  Prevailing  Fees  Program  — while 
providing  “paid  in  full’’  benefits  — is  not 
based  on  a fixed  fee  schedule  which  every 
physician  is  required  to  accept  regardless  of 
its  applicability  to  his  practice  of  charging 
patients. 

Physicians  can  take  the  initiative  to  change 
fees.  Requests  for  fee  increases  are  ap- 
proved if  the  increased  fees  are  still  with- 
in the  current  90th  percentile  limit  of  actual 
area  charges,  and  the  physician  is  charg- 
ing the  same  amount  to  all  of  his  patients 
for  similar  procedures  or  services. 

A physician  may  request  additional  com- 
pensation from  Blue  Shield  by  filing  a spe- 
cial report  with  his  claim.  Provisions  are 
made  for  a review  of  claims,  usually  in  co- 
operation with  the  local  medical  society, 
when  unusual  circumstances  require  that  a 
physician’s  fee  exceed  his  normal  charge. 
The  cooperation  of  the  society  is  also  soli- 
cited to  adjudicate  any  differences  which 
arise. 

Range  of  Fees 

Most  Blue  Shield  Plans  developing  the  pro- 
gram are  determining  a range  of  prevailing 
fees  for  each  of  several  geographic  areas 
in  which  the  Plan  operates.  This  factor 
guarantees  that  Plan  payments  for  medical 
services  will  be  related  to  the  various  eco- 
nomic characteristics  of  the  area  served  by 
the  Plan. 

— Reprinted  from  the  October,  1965,  “The  Blue 
Shield”  published  by  the  National  Association 
of  Blue  Shield  Plans. 
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Radiologic  Diagnosis  in  Infants  and  Children  by 
Armand  E.  Brodeiir,  MD.  Published  December 
6,  1965  by  the  C.  V.  Mosby  Company  of  St.  Louis, 
Missouri.  503  pages  (7"  by  10")  with  757  illus- 
trations. I’rice  $26.50. 

The  author  is  Associate  Professor  of  Radiology 
and  Associate  Dean  of  the  St.  Louis  University 
School  of  Medicine.  He  also  serves  as  a Consultant 
to  the  Division  of  Radiological  Health  of  the  U.S. 
Public  Health  Service.  He  is  also  Chief  Radiologist 
for  the  Cardinal  Glennon  Memorial  Hospital  for 
Children  in  St.  Louis.  In  the  belief  that  radiology 
is  best  taught  by  examples  rather  than  by  words, 
the  author  has  provided  a relatively  large  ratio 
of  illustrations.  All  of  these  radiographs,  with 
two  exceptions,  were  taken  from  the  files  of  the 
Cardinal  Glennon  Memorial  Hospital  for  Children. 

This  book  has  been  written  for  medical  stu- 
dents, interns,  residents,  pediatricians,  general 
radiologists,  pathologists,  and  all  other  physicians 
treating  infants  and  children.  The  subject  matter 
has  been  uniformly  presented  with  normal  anatomy, 
abnormalities,  both  congenital  and  acquired,  and 
pitfalls  in  diagnosis  following  in  that  order.  This 
book  should  prove  valuable  to  any  physician  respon- 
sible for  the  care  of  our  “little  people.” 

Cardiac  Evaluation  in  Normal  Infants  by  Robert 
F.  Ziegler,  MD.  Published  November  23,  1965 
by  the  C.  V.  Mosby  Company  of  St.  Louis,  Mis- 
souri. 170  pages  (7"  by  10")  with  29  illustra- 
tions. Price  $12.75. 

The  author  is  Physician-in-Charge,  Division  of 
Pediatric  Cardiology,  Henry  Ford  Hospital,  Detroit, 
Michigan.  Chapter  headings  and  subjects  discussed 
include  the  following: 

1.  The  Concept  of  Normal 

2.  Fetal  Circulation  — changes  occurring  at  birth 
and  during  the  neonatal  period 

3.  Normal  Neonatal  and  Infant  Physiology 

4.  Evaluation  of  Heart  Murmurs  — including 
a discussion  of  heai’t  disease  without  murmurs 

5.  Eva'uation  of  Cyanosis 

6.  Evaluation  of  Cardiac  Rate  and  Rhythm 

7.  Evaluation  of  Heart  Size 

8.  Special  Problems  — including 

a.  recognition  of  cardiac  failure  in  infants 

b.  the  heart  is  respiratoiy  distress 

9.  Evaluation  of  the  Heart  in  Other,  Primarily 
Noncardiac  Diseases  in  Infants 


Surgery  of  the  Foot  (2nd  edition)  by  Henri  L.  Du- 
Vries,  MD.  Published  November  19,  1965  by  the 
C.  V.  Moshy  Company  of  St.  Louis,  Missouri.  586 
pages  (7"  by  10")  with  448  illustrations.  Price 
$17.50. 

The  author  is  an  Assistant  Clinical  Professor  of 


Orthopedic  Surgery  at  the  University  of  California 
School  of  Medicine  in  San  Francisco,  California. 
He  also  is  Chief  of  Foot  Surgery  at  the  Highland- 
Alameda  County  Hospital  and  is  Emeritus  Profes- 
sor of  Surgery  and  formerly  Chairman  of  the  De- 
partment of  Surgery  at  the  Illinois  College  of  Podi- 
atry in  Chicago,  Illinois.  This  book  has  been  writ- 
ten in  collaboration  with  15  other  orthopedic  sur- 
geons, most  of  whom  are  also  on  the  teaching  staff 
of  the  University  of  California  School  of  Medicine. 
The  present  (2nd)  edition  was  prepared  as  a re- 
sult of  the  favorable  acceptance  accorded  the  previ- 
ous (1959)  edition.  All  of  the  chapters  have  received 
major  revision,  and  much  new  material  and  many 
new  illustrations  have  been  added. 

The  human  foot  has  been  neglected  during  the  last 
hundred  years  despite  the  rapid  advances  of  medi- 
cal science.  Schools  and  clinics  exist  to  emphasize 
and  teach  surgery  of  the  hand  but  not  the  foot  — 
and  yet  for  every  hand  problem  there  are  at  least 
ten  foot  problems. 

This  book  is  a scholarly  presentation  that  de- 
serves a wide  audience.  It  should  prove  to  be  very 
valuable  to  any  physician  who  does  surgery  in  this 
area.  Medical  students,  interns  and  residents 
should  also  find  it  valuable. 


Neurocutaneous  Diseases  by  John  A.  Aita , MD. 

Published  December  15,  1965  by  Charles  C. 

Thomas  of  Springfield,  Illinois.  85  pages  (h'/z" 

by  9").  Price  $4.75. 

Tbe  author  of  this  book  is  well-known  to  Ne- 
braska physicians.  He  is  a practicing  psychiatrist 
in  Omaha  and  serves  as  an  Associate  Professor 
of  Neurology  and  Psychiatry  at  the  University  of 
Nebraska  College  of  Medicine. 

European  neurologists  have  long  described  a 
number  of  neuiocutaneous  diseases  which  have  re- 
ceived little  attention  on  this  side  of  the  Atlantic. 
The  present  review  now  seems  in  order  — to  pro- 
voke further  research  and  to  stimulate  clinical 
geneticists,  neurologists,  and  dermatologists  to  look 
beyond  the  visual  fields  of  their  specialties.  Forty- 
two  neurocutaneous  diseases  are  briefly  and  suc- 
cinctly described  as  to  sex  incidence,  genetic  fea- 
tures, age  onset,  dermatologic  features,  neurologic 
features,  frequency  of  neurologic  symptoms,  EEG 
findings,  neuropathology,  diagnostic  ocular  involve- 
ment, and  other  system  involvement.  Included  are 
over  450  references  to  the  published  literature. 


Splenoportography  — Diagnostic  Phlebography  of 
the  Portal  Venous  System  by  Lucien  Leger,  MD. 
Published  December  20,  1965  by  Charles  C.  Thomas 
of  Springfield,  Illinois.  121  pages  (7"  by  10") 
with  89  illustrations.  Price  $8.50. 

The  author  is  Professor  of  Clinical  Surgery  of 
the  Medicine  Faculty  of  Paris  and  Chief  Surgeon 
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of  Cochin  Hospital  in  that  city.  He  is  a member  of 
the  French  Academy  of  Surgery. 

Dr.  Leger  was  the  first  to  employ  splenoportog- 
raphy clinically.  He  describes  how  this  procedure 
may  be  used  as  a routine  method  of  demonstrating 
salient  anatomic  and  physiologic  features  of  the 
portal  system.  He  also  describes  its  use  in  such 
instances  as: 

a.  Differentiation  of  prehepatic  and  intra- 
hepatic  portal  obstruction 

b.  Preoperative  evaluation  of  patients  with  por- 
tal hypertension  prior  to  shunting  procedures 
and  postoperative  evaluation  of  shunt  patency 

c.  Emergency  diffei’ential  diagnosis  of  upper 
gastrointestinal  bleeding 

d.  Evaluation  of  idiopathic  splenomegaly. 

This  safe,  simple,  and  now  universally  accepted 
procedure  is  described  in  detail  as  to  method,  indica- 
tions, limits,  and  results. 


Closing  the  Gap  Between  Medicine  and  Psychiatry 
by  M’ilfred  Dorfman,  MD.  Published  November 
2.5,  1965  by  Charles  C.  Thomas  of  Springfield, 
Illinois.  209  pages  (6"  by  9")-  Price  $8.50. 

The  author  is  Editor-in-Chief  of  Psychosomatics 
and  a Past-President  of  the  Academy  of  Psychoso- 
matic Medicine.  He  has  been  a pioneer  in  the  be- 
lief that  the  practicing  physician  can  be  trained 
to  practice  more  comprehensive  medicine  by  increas- 
ing his  psychiatric  orientation.  In  this  book  gastro- 
intestinal, cardiovascular,  dermatological,  metabolic 
and  endocrine  problems  as  well  as  obesity,  arthritis, 
and  allergy  are  examined  in  detail  from  a multi- 
causal  reference.  Problems  created  by  the  presence 
of  somatic  disease  are  discussed  so  that  full  con- 
sideration is  given  to  the  potential  emotional  im- 
pact created  by  a somatic  disorder.  Also  presented 
in  detail  are  principles  in  the  management  of  emo- 
tional illness  . . . stressing  early  recognition,  goals 
and  limitations  of  the  nonpsychiatrist,  and  the  po- 
tentialities and  limitations  of  drug  therapy. 


A Current  Technique  of  Aortoiliac  and  Femoro- 
popliteal  Endarterectomy  for  Obliterative  Ather- 
osclerosis by  Jack  A.  Cannon,  MD.  Published 
November  25,  1965  by  Charles  C.  Thomas  of 
Springfield,  Illinois.  54  pages  (7"  by  10")  with 
20  illustrations.  Price  $4.75. 

The  author  is  a member  of  the  Department  of 
Surgery  in  the  School  of  Medicine  of  the  Univer- 
sity of  California  Center  for  Health  Sciences  at 
Los  Angeles,  California.  He  has  written  a text, 
adequately  illustrated,  dealing  exclusively  with  the 
management  of  obliterative  atherosclerosis  by  en- 
darterectomy. He  discusses  indications,  the  selec- 
tion of  patients,  surgical  technique,  and  pre-  and 
postoperative  care. 


Guide  Questions  for  Medical  Technology  Examina- 
tions by  Rose  M.  Morgan,  BS,  MT  (ASCP).  Pub- 
lished December  3,  196.5  by  Charles  C.  Thomas  of 
Springfield,  Illinois.  240  pages  (9"  by  11"). 
Price  $14.00. 


The  author  is  President  of  the  North 

Dakota  So- 

ciety 

of  Medical  Technologists.  She  has  compiled 

over 

2800  multiple-choice,  one  best-answer  questions 

(and 

answers)  dealing  with  medical 

technology. 

These  questions  are  arranged  according 
lowing  subject  areas: 

to  the  fol- 

a. 

Hematology 

b. 

Bacteriology 

c. 

Clinical  Chemistiy 

d. 

Blood  Banking  and  Serology 

e. 

Parasitology 

f. 

Viral  and  Rickettsial  Diseases 

S- 

Mycology 

h. 

Histology 

i. 

Urinalysis 

j- 

Medical  Etymology 

This  book  should  be  useful  for  the  student  pre- 
paring for  his  registry  and  licensure  examinations 
It  should  also  help  instructors  formulate  tests. 


Caries-Resistant  Teeth,  a Ciba  Foundation  Sym- 
posium. Edited  by  G.  E.  W.  Molstenholme, 
FRCP,  and  Maeve  O’Connor,  BA.  Published  in 
1965  by  Little,  Brown  and  Company  of  Baston, 
Massachusetts.  338  pages  (5' 2"  by  8")  with  43 
illustrations.  Price  $12.50. 

For  its  initial  venture  into  the  field  of  dental 
science,  the  Ciba  Foundation  brought  together,  in 
London,  25  distinguished  investigators  from  England, 
Belgium,  Australia,  Sweden,  Norway,  Germany, 
France,  Canada,  Switzerland,  Scotland,  Finland,  and 
the  United  States.  They  discussed  the  problems  of 
dental  caries,  and  examined  the  research  that  has 
been  done  in  this  field.  Their  discussions  included 
the  following: 

a.  Epidemiological  studies  in  relation  to  caries 
resistance 

b.  Heredity  in  relation  to  caries  resistance 

c.  Caries  resistance  in  relation  to  tooth  surfaces 

d.  Caries  resistance  in  experimental  animals 

e.  Caries  resistance  as  related  to  the  chemistry 
of  enamel 

f.  Physical  features  of  caries-resistant  teeth 

g.  Ultrastructure  of  caries-resistant  teeth 

h.  Dental  caries  and  trace  elements 

i.  The  bacteriology  of  caries  resistance 

j.  The  role  of  saliva  in  caries  resistance 

k.  Dietary  and  environmental  factors  influencing 
caries  resistance. 


“He  who  wears  his  mortality  but  as  his  best  gaiTnent  were 
better  naked.”  (Gibran:  The  Prophet,  New  York,  Alfred  A.  Knoff, 
1962,  p.  84). 
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Value  of  Shaving  the  Pudendal  - Perineal 

Area  in  Delivery  Preparation  — H.  I.  Kan- 

tor  et  al  (712  N.  Washington,  Dallas). 

Obstet  Gynec  25:509  (April)  1965. 

Shaving  the  perineal  area  in  preparation 
for  vaginal  delivery  is  traditional  among  ob- 
stetric routines,  yet  the  regrowth  of  the 
pubic  hair  during  the  postpartum  period  and 
the  pruritic  stubble  can  be  most  irritating 
to  the  mother.  Some  years  ago.  Dr.  William 
Mengert  questioned  the  need  for  this  proce- 
dure. Our  bacteriological  and  symptomatic 
studies  demonstrated  that  shaving  may  well 
be  eliminated  from  the  preparations  for  de- 
livery. A comparison  of  the  merits  of  hexa- 
chlorophene  soap  (pHisohex)  and  pavidone- 
iodine  (Betadine)  as  perineal  cleansing  solu- 
tions is  also  presented.  Hexachlorophene 
soap  is  a “scrub”  preparation  which,  when 
undiluted,  is  not  bacteriocidal  on  contact  alone. 
Topical  pavidone-iodine  permitted  less  bac- 
terial growth  on  the  perineum,  as  deter- 
mined by  culture,  than  did  the  pavidone- 
iodine  scrub  solution.  A novel  method  of 
culture  is  suggested  for  this  purpose. 


DNA  Repair  of  Radiation  — The  Therapeu- 
tic Efficiency  of  DNA  Administered  to 
Rats  After  Whole  Body  Irradiation  — T. 

Wilczok  and  J.  Mendecki  (Institute  of  On- 
cology, Gliwice,  Poland).  Int  J Radiat  Biol 
9:201-211  (No.  3)  1965. 

The  therapeutic  effect  of  desoxyribonucleic 
acid  (DNA)  from  different  sources,  such  as 
calf  thymus,  rat  liver  and  spleen,  herring  and 
salmon  sperm,  and  Ehrlich  ascites-carcinoma 
cells  studied  on  Wistar  rats  given  lethal  doses 
of  gamma-irradiation.  A single  injection  of 
DNA  was  administered  intraperitoneally  24 
hours  after  irradiation.  All  forms  of  DNA 
significantly  increased  the  survival  of  the 
irradiated  rats.  The  quantitative  differences 
in  the  effects  of  DNA  from  different  sources 
were  directly  related  to  their  molecular 
weight.  When  native  calf-thymus  DNA  was 
sheared  or  denatured,  there  was  a reduction 
in  its  therapeutic  efficiency  proportional  to 
the  reduction  in  molecular  size.  Therefore 
heterologous  as  well  as  homologous  DNA 
have  a marked  therapeutic  effect  quantita- 
tively dependent  on  their  molecular  weight. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretai-y 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 
National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  Multiple  Sclerosis  Society 

257  Park  Avenue  South,  New  York  10,  N.Y. 
Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 


February,  1966 
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ORGANIZATIONS,  STATE  = 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbuiy,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
State  House  Station 

Post  Office  Box  4813,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Bldg.,  Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 
Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 

Miss  Betty  Seibert,  510  South  42nd  St.,  Omaha 
Lancaster  County  Chapter 
Mr.  and  Mrs.  Gayle  Voller,  530  North  75th  St., 
Lincoln 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Barbara  Holvick,  President 
26tb  and  Dewey,  Omaha 
Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 
Nebraska  Heart  Association 
Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretaiy 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  President 
5 West  31st  Street,  Kearney,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 

Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 

Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “0”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasuier 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  0 St.,  Lincoln  68508 
University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

— «Y'  ■ 


Susceptibility  Results 
Staphylococci  ‘ 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  1962  88.6% 

5,440 1^63 88.0% 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci  ^ ^ ‘ 


The  Product 

In  a world  study  of  antibiotics  in  vitro\  TAO  had  an  over- 
all  effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus. ..Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /f-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  S Co.,  Inc.,  Science  for  the  World's  Well-Being"' 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  aL  Clinical  Medicine  70:547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1:185-256  Uuly-Aug.)  1964, 
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Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Donley 


MEDICAL 


SUPPLY  COMPANY 

2415  "O"  St^  LIucoIrI,  Nebraska 
AUTHOIIZED  CONTtACT  A6INT 
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Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 
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It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  • Office  Forms 
Quality  Printing  at  the  Right  Price 
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Gastroschisis  — B.  Goodhead  (Children’s 
Hosp.,  Ladywood  Rd.,  Birmingham,  Eng- 
land). Brit  Med  J 1:771  (March  20) 
1965. 

A case  of  gastroschisis  successfully  treated 
is  reported.  A clear  distinction  between 
exomphalos  and  gastroschisis  is  emphasized. 
Repair  by  the  two  stage  method  of  Gross 
for  large  exomphalos  is  recommended  and 
the  importance  of  careful  postoperative  cor- 
rection of  any  acid-base  disturbance  is  em- 
phasized. 

Constrictive  Pericarditis  — S.  S.  Anand,  V. 
K.  Saini,  and  P.  L.  Wahi.  Dis  Chest  47 :291 
(March)  1965. 

Surgical  decortication,  as  it  is  done  today, 
has  an  excellent  chance  for  good  results 
with  treatment  of  chronic  pericardial  con- 
triction.  The  authors’  experience  with  21 
consecutive  pericardiectomies  performed  dur- 
ing the  last  ten  years  is  presented.  Opera- 
tive mortality  was  19%.  Satisfactory  results 
were  obtained  with  the  bilateral  transverse 
incision  and  an  extensive  decortication. 


“Someone  to  see  you.  Doctor,  fi’om  the  Valley 
of  the  Jolly  Green  Giant!” 
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The  T^ain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Gompound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  31/2,  Caffeine  gr.  1/2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


gamut  of  home  remedies  without  success, 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 

CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 


your  for 
Cremomycin 
can  provide  relief 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

® MERCK  SHARP  & DOHME 


Division  of  Merck  & Co  . Inc.,  West  Point,  Pa. 


Where  today’s  theory  is  tomorrow’s  therapy 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding  date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln.  Nebraska. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

YOUNG  GENERAL  PRACTITIONER  — Is  desir- 
ing temporary  position  in  Omaha  area.  Write  full 
particulars  to  1005  South  30th  Avenue,  Omaha,  Ne- 
braska. 

USED  MEDICAL  AND  SURGICAL  EQUIP- 
MENT — For  sale  including  X-ray  and  Ritter 
Table.  Many  smaller  items.  R.  T.  Satterfield,  MD, 
724  East  Jefferson  Street,  Millard,  Nebraska.  Phone 
308-334-2563. 

INTERNIST  — For  5-man  department  in  busy 
and  steadily  growing  north  central  Kansas  13- 
member  multispecialty  group.  Partnership  after 
salary  for  two  years.  Board  eligible  or  certified. 
Write  Gelvin-Haughey  Clinic,  Concordia,  Kansas. 

Excellent  Opportunity  for  GENERAL  PRACTI- 
TIONER in  community  of  15,000;  central  Florida; 
76-bed  JCAH  Hospital.  Write  or  call  collect:  R.  C. 
Thompson,  Bartow  Memorial  Hospital,  Bartow, 
Florida. 

USED  MEDICAL  AND  SURGICAL  EQUIP- 
MENT FOR  SALE  — Including  100  MA  Picker 
X ray,  Leitz  Photrometer,  Medco  Sonulator,  Cardi- 
All  and  Cambridge  E.K.G.,  New  Hamilton  Exam- 
ination Table.  Many  small  items.  J.  L.  Dyer, 
M.D.,  1508  South  79th  Street,  Omaha,  Nebraska. 

PSYCHI.4TRIC  RESIDENCIES  — July  1,  1966  — 
600-bed  psychiatric  hospital  with  active  out-patient 
department  for  adults  and  children.  Intensive  train- 
ing program  directed  toward  Board  Certification. 
NIMH  grant  of  $12,000  annually  to  General  Prac- 
titioner or  physicians  with  4 or  more  years  ex- 
perience in  other  than  psychiatry.  Write:  Dr.  W. 
C.  Brinegar,  Superintendent,  Mental  Health  Insti- 
tute, Cherokee,  Iowa. 


SOUTH  WEST  SURGICAL  CONGRESS  — 18th 
.Annual  Meeting,  Flamingo  Hotel,  Las  Vegas,  Ne- 
vada, April  18,  19,  20,  and  21,  1966. 


1701  "K"  Street 
500  South  17th  Street 

Some  of  the  best  medical-dental  office 
space  in  Lincoln  will  soon  be  available 
for  lease  on  exceptionally  attractive  rental 
figures.  Approximately  900  square  feet 
with  a private  entrance  and  exit  located 
on  the  first  floor  in  the  South  portion  of 
this  lovely  building  designed  specifically 
for  Physicians  and  Dentists.  Excellent 
accessibility  and  ample  parking  facilities. 
Walking  proximity  to  State  Capitol,  office 
buildings,  apartments  and  downtown  re- 
tail area.  We  invite  your  inquiry.  Con- 
tact 64,  Nebraska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln,  Nebraska. 


“Your  husband  said  he’d  like  to  have  lunch 
with  you  if  you  have  an  appointment.” 
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pressed in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publica- 
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numbered  consecutively,  the  page  number 
being  shown  in  the  right  upper  corner  along 
with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their 
locations  shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the  author’s 
name,  its  number  and  an  indication  of  its 
"top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure 
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paper  and  minimum  of  about  5 by  7 in.  in 
size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should 
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Reprints  should  be  ordered  from  the  print- 
er, NEWS  Printing  Company,  Norfolk,  Nebr. 

Copyright  1964  by  The  Nebraska  State 
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Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska,  as  second 
class  matter. 
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Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— \works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Vs^Zo  solution  for  infants 

’A'Vo  solution  for  children  and  adults 

V4°7o  pediatric  nasal  spray  for  children 

V2°7o  solution  for  adults 

V2‘7o  nasal  spray  for  adults 

V2°7o  jelly  for  children  and  adults 

1“7o  solution  for  adults  (resistant  cases) 


‘Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34. 


\M'/7yAro’/7 


Winthrop  Laboratories,  New  York,  N,  Y.  10016 


In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 


solutions/sprays/jeiiy 


Current  Comment 

Infectious  Hepatitis  in  Nebraska — 

Southwest  Nebraska  apparently  is  emerg- 
ing from  what  some  have  described  as  a mild  I 
epidemic  of  infectious  hepatitis.  At  least  15 
cases  were  reported  in  the  last  part  of  1965. 
All  persons  who  had  the  disease  recovered. 

In  Wauneta,  Doctor  Robert  C.  Carlson  diag- 
nosed and  treated  10  cases.  He  said  that 
four  of  the  patients  were  in  the  first  grade  j 
at  the  Wauneta  Public  School.  All  first 
grade  students  were  given  gamma  globulin, 
as  were  the  members  of  the  patients’  fam- 
ilies. Doctor  Carlson  said  that  there  was  , 
one  case  at  Hayes  Center.  Doctor  Kenneth 
Stout  of  Benkelman  said  that  he  diagnosed 
three  cases  of  hepatitis  in  November  of  1965 
in  patients  aged  16,  18,  and  29.  Doctor  J. 

T.  Harris  of  Stratton,  in  practice  for  more 
than  20  years,  said,  “I  can’t  remember  hav- 
ing seen  any  more  cases  in  such  a small 
area.”  The  Nebraska  State  Health  Depart- 
ment has  noted  infectious  hepatitis  cases  in 
Chase,  Dundy  and  Hitchcock  counties.  Other 
cases  have  been  reported  in  Douglas  county.  | 

In  past  years  the  cases  of  infectious  hepa- 
titis have  seemed  to  center  in  the  counties  j 
bordering  the  Missouri  river,  apparently  indi- 
cating a water-borne  method  of  spread  for 
this  disease.  1 


“A  Mrs.  Brown  called  and  wanted  to  know  if 
you  made  house  calls,  whatever  they  are!” 
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DEPROL 

meprobamate  400  mg.  -h 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Cireful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamaie-Dtov/smess  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 


FOR  THE 


COMPLEX 


I \ 13  1^  meprobamate  400  mg.  + 

^ -IX.  JL  JL^  M^JL  JIXX^-LJ  benactyzine  hydrochloride  1 mg, 

a logical  first  choice 

FOR  DEPRESSION 

even  when  complicated  by  anxiety,  tension,  insomnia, 

agitation  or  rumination. 

• Acts  rapidly. 

• Side  effects  at  recommended  dosage  infrequent, 
usually  easily  controlled. 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the 
gamut  of  home  remedies  without  success, 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 


CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 


your  for 
Cremomycin 
can  provide  relief 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomyciii 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

® MERCK  SHARP  & DOHME  Division  o(  Merck  i Co  , Inc  . West  Point.  Pa. 

Where  today’s  theory  is  tomorrow’s  therapy 


*"CO;a.COL^'*  and  "COKE"  are  RCCir-TEREO  TRADE-MARKS  WMiCH  IDENTirv  ONLY  TmC  TRODOCT  OR  ThF  CO-  A-CCLA  COMPANY. 

Want  An  Extra  $2500  A Year  In  Profits? 


Here’s  How  to  Gel  It: 


i 


That's  right.  Just  sell  Coca-Cola! 

For  instance,  did  you  know  over  19,000 
drug  stores  with  fountains  sell  Coke?  And 
they're  making  an  average  of  $2500  a year 
gross  profit  from  Coke? 

just  think;  an  average  $2500  a year  from  just 
one  — and  only  one  — product,  Coca-Cola. 

But  what  about  the  almost  34,000  drug  stores 
that  don't  have  fountains?  They  must  not  real- 
ize how  easy  it  is  to  add  $2500  to  the  year's 
profit  picture.  Or  how  fountains  build  traffic 


things  go 

better^ 


Coke 


for  prescription  departments. 

What  about  you?  Even  if  you  feel  a fountain 
wouldn't  fit  into  your  operation,  have  you  ever 
considered  installing  a snack  bar?  It  serves  the 
same  purpose.  And  both  keep  your  customers  in 
the  store  longer.  That  means  extra  sales  and 
more  profit. 

For  the  full  story  ask  your  local  Fountain  Rep- 
resentative for  Coca-Cola  to  show  you  the  book- 
let, "Snack  Bars  — Today  and  Tomorrow,"  pre- 
pared by  Tbe  Coca-Cola  Company. 


Current  Comment 

A New  Drug  for  the  Treatment 
Of  Schistosomiasis — 

Nebraska  physicians  responsible  for  the 
care  of  foreign  students  from  Africa  and 
South  America  will  be  interested  in  learn- 
ing that  CIBA  Limited  (Basle,  Switzerland) 
has  introduced  a new  type  of  Chemothera- 
peutic agent  for  the  treatment  of  schistoso- 
miasis (Bilharziasis)  caused  by  S.  haema- 
tobium or  S.  Mansoni.  This  drug,  admin- 
istered orally,  is  a nitrothiazole  derivative 
and  has  been  given  the  trade  name  of  Am- 
bilhar. 

Although  this  product  is  not  at  present 
available  in  the  United  States,  clinical  trials 
are  in  progress,  and  it  is  expected  that  it 
will  be  introduced  in  the  not  too  distant  fu- 
ture. Results  in  over  1500  patients  have 
shown  a cure  rate  of  approximately  90%, 
far  better  than  any  results  previously  ob- 
tained with  the  use  of  the  antimonial  deriva- 
tives. 


“.  . . and  Doctor,  if  you  pass  an  all-night  lunch- 
stand  on  the  way  over,  will  you  bring  me  a 
hamburger  ?” 


10-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Elastic  Stockings  so  sheer  they  look 
like  support  hose.  Both  Ultreer  and 
support  hose  are  sheer,  shapely,  cool 
and  comfortable.  But  that's  where 
the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg. 
Gives  true  therapeutic  compression 
necessary  to  relieve  varicose  veins  and 
other  leg  disorders.  They  provide 
the  therapy  you  prescribe.  The  fashion 
and  economy  she  demands. 

Ultreer  stockings  have  a new  low  price. 
So  low,  she  can  afford  two  pairs  of 
Ultreer  instead  of  one  pair  of  regular 
elastic  stockings.  There'll  be  no 
disagreements  there.  Ultreer  stockings 
are  as  comforting  to  her  purse  as 
they  are  to  her 
legs.  New  Ultreer 
are  the  elastic 
stockings  doctors 
and  women  can 
agree  on. 


Kcpdalli 


BAUER  B B4ACK  SURRORTS'  OfVISrON 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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First  aid  for  a button  popper 


I 


Second  aid  for  a button  popper 
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3y  providing  combined  anorexigenic-tranquilizing  action, 
3AMADEX  SEQUELS  Capsules  help  your  nonshrinking 
patients  to  establish  new  patterns  of  eating  less.  The  am- 
)hetamine  component  suppresses  the  appetite,  while  the 
neprobamate  helps  allay  nervousness  and  tension.  And  for 
nost  patients,  the  sustained  release  of  the  active  ingredients 
)rovides  convenient  one-capsule-a-day  dosage. 

Side  Effects  commonly  associated  with  either  compo- 
lent  are  possible  but,  to  the  extent  these  are  dose-related, 
hey  should  normally  be  mild  and  infrequent,  since  the 
otal  dosage  of  each  component  on  the  usual  one-capsule- 
laily  regimen  is  quite  low.  Also,  the  sedating  effect  of 
neprobamate  and  the  stimulating  effect  of  d-amphetamine 
ulfate  tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
'erse  effects  not  peculiar  to  either  component  have  not 
)een  reported.  Side  effects  associated  with  d-amphetamine 
ulfate  include:  insomnia,  excitability,  increased  motor 
ictivity,  confusion,  anxiety,  aggressiveness,  increased  li- 
)ido,  hallucinations,  rebound  fatigue,  depression,  dry 
nouth,  anorexia,  nausea,  vomiting,  diarrhea  and  increased 
ardiovascular  reactivity.  Effects  associated  with  meproba- 


mate include:  skin  rash,  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hyperexcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex*  Sequels' 

d-amphetamine  sulfate  ( 1 5 mg. ) Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Phone  432- 1 246  Phone  432-885 1 
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Phone  488-2305 
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Indications;  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
WALLACE  LABOR.4TORIES 
\£f,Cranbury.  N.J.  cM-vei 


...introducing  a new  high-strength  dosage  form 

SIGNEM 


A 'MAXIMUM  SECURITY'  ANTIBIOTIC* 


THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 

variety  of  infections 

^ WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  'coccal' 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


VCIJT  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being® 
New  York,  N.Y.  10017 


Low 

host  resistance? 

Consider  the 
“extra  ” antibacterial 
activity 
of  Ilosone* 


Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— ^2b  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 


Ilosone 


Erythromycin  Estolate 


Additional  information  available  to  physicians 
upon  request.  Eli  Lilly  and  Company, 
Indianapolis,  Indiana.  soi28o 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


DO  WE  POLICE  OURSELVES? 

Well,  we  try,  and  nobody  else  does.  It 
is  no  good  saying  that  lawyers  disbar  them- 
selves; they  don’t,  the  state  does,  and  that’s 
different.  Engineers  don’t  and  merchants 
don’t,  physicists  don’t  and  actors  don’t,  writ- 
ers don’t  and  insurance  salesmen  don’t.  Just 
nobody  else  does.  But  what  is  important  to 
know  is  do  we  do  it,  why  do  we  do  it,  and 
how  well  do  we  do  it? 

We  do  it  because  if  it  needs  doing,  it  is 
something  instinctive  to  our  profession  that 
we  purify  ourselves.  It  is  only  a secondary 
argument  that  if  we  did  not  police  ourselves, 
somebody  else  would  do  it  to  us;  in  that 
connection,  we  would  prefer  to  do  it  our- 
selves, and  we  can  obviously  do  a better  job 
than  others  can  do. 

Do  we  do  it  well?  We  do  it  as  well  as 
it  can  be  done  without  setting  up  a police 
state  with  all  its  machinery  and  evils.  We 
have  tissue  committees,  utilization  commit- 
tees, executive  committees,  credentials  com- 
mittees, grievance  committees,  library  com- 
mittees, ethics  committees,  governing 
boards,  and  hospital  and  professional  rela- 
tions committees.  We  have  operating  room 
committees  and  we  have  regularly  sched- 
uled meetings  of  medical  and  surgical  hos- 
pital departments,  and  we  review  hospital 
deaths  honestly  and  candidly  and  with  a rath- 
er remarkable  accuracy.  Staff  appointments 
are  passed  on  with  painstaking  care  and  are 
reviewed,  promotions  are  subjected  to  rigid 
examination,  questionnaires  are  constantly 
conducted  pertaining  to  patients’  reactions, 
we  have  accident  (or  “incident”)  reports  and 
patient  care  committees. 

We  call  doctors  before  committees.  We 
require  doctors  to  assist  doctors,  we  insist 
on  supervision  of  doctors.  We  do  it  to  an 
extent  that  is  sufficient  to  protect  our  pa- 
tients and  so  that  other  policing  is  com- 
pletely unnecessary.  With  all  this,  we  may 
never  stop  what  we  are  doing. 

This  does  not  mean  that  we  have  not  solved 
our  problem,  it  is  more  like  the  eternal  vigil- 
ance we  read  about.  Our  continuing  to  do 


it,  nay,  that  we  do  it  to  an  ever-increasing 
degree,  bespeaks  our  sincerity,  our  dedica- 
tion, and  our  vigilance.  Perhaps  we  do  not 
succeed  as  well  as  we  should  always  like. 
To  a large  extent,  the  patient  must  hold 
himself  responsible  for  this;  his  opinion  of 
his  doctor  is  too  often  too  good  or  too  bad. 
But  that  we  do  not  always  succeed  complete- 
ly is  a poor  sort  of  criticism.  We  do  what 
others  do  not,  and  we  try  harder  than  they 
know. 

Do  we  police  ourselves?  I think  we  do. 

— F.C. 


GUILT  BY  ASSOCIATION 

Legislation  by  judicial  decision  has  been 
popularized  in  recent  years  to  the  extent  that 
in  some  instances  original  legislative  intent 
has  been  modified  by  legal  decision  at  all 
juridical  levels.  A recent  example  from  Ne- 
braska Supi'eme  Court  Journal  is  of  interest 
to  physicians  and  should  be  brought  to  their 
attention. 1 

In  this  instance  a fireman  died  of  coro- 
nary artery  disease  on  March  11,  1963.  He 
had  a known  diagnosis  of  coronary  arterios- 
clerosis from  December,  1961,  but  in  spite 
of  this  had  continued  to  work  as  a fireman 
and  had  “moonlighted”  as  a land  surveyor. 
On  July  7,  1962,  the  15th  day  since  his  last 
fire  call  and  his  third  day  off  duty,  during 
which  time  he  worked  as  a surveyor,  he  suf- 
fered a coronary  occlusion  which  kept  him 
off  duty  until  October,  1962.  Upon  return- 
ing to  work  he  was  limited  to  station  duty. 
On  March  11,  1963,  after  working  from 
2 p.m.  to  4 p.m.,  he  returned  home.  Death 
occurred  suddenly  at  9 :30  p.m.  Under  the 
fireman’s  pension  plan  (Sec.  35-202,  R.R.S. 
1943)  payment  is  provided  for  when  “death 
is  caused  by  or  is  the  result  of  injuries  re- 
ceived while  in  the  line  of  duty.”  The  dis- 
trict court  found  for  the  defendant  but  the 
Nebraska  Supreme  Court,  by  a 4 to  3 ma- 
jority, reversed  the  decision  and  found  for 
the  plaintiff,  the  deceased’s  widow.  This 
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decision  apparently  was  based  on  expert 
testimony  of  an  internist  who  “depreciated 
the  effect  of  physical  exertion  alone”  (thus 
discounting  the  factor  of  physical  labor 
associated  with  land  surveying),  “but  em- 
phasized emotional  stress,  emotional-physical 
strain,  and  toxic  effects.  Indeed,  they  con- 
stituted his  frame  of  reference  for  diag- 
nosis.” There  was  no  expert  testimony  for 
the  defense.  Writing  the  dissenting  opinion. 
Judge  Spencer  noted  that  the  interpretation 
of  Section  35-202  of  the  pension  act  had  been 
changed  from  “In  case  of  death  while  in 
the  line  of  duty”  to  read  “In  case  of  death 
while  in  the  employ.”  He  further  stated, 
“I  am  in  accord  with  the  thought  that  ample 
provision  should  be  made  for  the  protection 
of  the  families  of  public  employees  engaged 
in  hazardous  occupations.  It  should,  how- 
ever, be  initiated  by  the  legislative  process 
and  not  accomplished  by  judicial  legislation.” 

Emotional  stress  is  not  peculiar  to  fire- 
men, but  exists  in  all  human  endeavor.  It 
is  particularly  prevalent  in  the  business  and 
professional  fields.  It  is  more  a function  of 
the  specific  individual’s  personality  than  of 
his  occupation,  a fact  not  considered  in  the 
above  decision.  Evidence  of  the  concern  that 
this  pension  act  decision  and  others  might 
spread  to  the  realm  of  Workman’s  Compen- 
sation is  found  in  the  recent  analysis  of  this 
and  other  similar  cases  by  Gradwohl  and 
Holtorf2  and  in  the  report  by  Brill  and  Glass.® 
In  the  latter  instance  a case  is  cited  where 
“the  Supreme  Court  ...  in  effect  ruled  that 
schizophrenic  breakdown  due  to  ordinary 
work  pressures  constitutes  a compensable 
injuiy.”  Although  to  date  no  Nebraska  Su- 
preme Court  decision  has  awarded  compen- 
sation benefits  in  a heart  attack  death  case,® 
the  implication  of  the  Campbell  case  and 
those  reported  in  the  cited  references  sug- 
gests that  the  judicial  temperament  may 
change.  The  legislative  temperament  is  al- 
ready changing.  In  fact,  a 1963  amendment 
to  the  act  has  removed  the  “unusual  from 
of  exertion”  limitation  and  has  substituted 
“compensation  for  disability  or  death 
caused  by  exertion  or  strain  in  performing 
any  of  the  duties  of  their  employment,  usual 
or  unusual.”  Carried  to  absurdity,  death  or 
disability  from  heart  atack,  or  in  fact  any 


disease  may  be  compensable  merely  because 
the  deceased  worked,  i.e.,  guilt  by  association. 

It  is  undeniable  that  the  tragedy  of  a 
mother  saddled  with  a family  burden  brought 
on  by  the  untimely  death  of  a husband  from 
natural  causes  must  be  ameliorated  or  pre- 
vented. Ordinarily  this  is  the  responsibility 
of  the  immediate  family,  but  in  certain  in- 
stances it  becomes  the  responsibility  of  gov- 
ernmental agencies  which  are  instituted,  reg- 
ulated, and  supported  by  legislative  decree. 
For  the  courts  to  assume  this  legislative  pre- 
rogative is  not  only  inappropriate,  it  is  ba- 
sically of  doubtful  constitutionality  and 
should  be  resisted  whenever  possible.  At  the 
same  time  broadened  employer-employee  sup- 
ported disability-compensation  plans  must 
be  instituted,  if  not  for  compassionate  rea- 
sons at  least  to  prevent  further  diluting  of 
our  basic  democratic  freedom. 

— Kenneth  D.  Rose,  MD 

1.  Campbell  vs.  City  of  North  Platte  (Lincoln 
Co.)  35758  47  SCJ  244,  178  Neb.  244. 

2.  Gradwohl,  J.,  and  Holtorf,  H.  J.,  Jr.:  Employ- 
ment-precipitated heai't  attacks:  a few  legal  issues 
in  establishing  compensability.  Nebraska  Law  Re- 
view 44:809-828  (July)  1965. 

3.  Brill,  Norman  Q.  and  John  F.  Glass:  Work- 
men’s compensation  for  psychiatric  disorders.  JAMA 
193:345-348  (August)  1965. 


Current  Comment 

Nebraska’s  Participation  in  the  Federal  Heart, 
Cancer,  and  Stroke  Program  (Public  Law  89-239) — 
Formation  of  a gi’oup  designed  to  study 
Nebraska’s  possible  participation  in  the 
Federal  Heart,  Cancer,  and  Stroke  Program 
was  completed  at  a meeting  called  for  by 
The  Nebraska  State  Medical  Association 
and  presided  over  by  Doctor  Willis  Wright, 
President  of  the  Association.  Members  of 
the  newly-formed  group  include  representa- 
tives of  the  Nebraska  State  Medical  Associa- 
tion, the  Creighton  University  School  of 
Medicine,  the  University  of  Nebraska  College 
of  Medicine,  the  Nebraska  State  Health  De- 
partment, the  Nebraska  Hospital  Associa- 
tion, the  Nebraska  Heart  Association,  and 
the  Nebraska  Division  of  the  American  Can- 
cer Society.  Former  U.S.  Senator  Eva  Bow- 
ring of  Merriman  was  named  to  the  group 
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as  a representative  of  the  public.  The  study 
group  indicated  that  it  may  expand  to  in- 
clude representatives  of  other  groups  and 
more  members  from  the  public.  It  also  indi- 
cated that  it  would  explore  the  possibility 
of  including  representatives  from  areas  in 
adjacent  states  with  the  possibility  of  form- 
ing a regional  planning  group. 

Named  to  the  executive  committee  of  the 
advisory  group  were  the  deans  of  the  Uni- 
versity of  Nebraska  and  Creighton  Univer- 
sity medical  schools,  Dr.  Cecil  L.  Witson 
and  Richard  I.  Egan,  respectively,  and  the 
president-elect  of  the  Nebraska  State  Medi- 
cal Association,  Doctor  Dan  A.  Nye  of  Kear- 
ney. 

Public  Law  89-239,  passed  during  the  last 
session  of  Congress,  authorized  the  Surgeon 
General  to  make  grants  to  assist  in  the  de- 
velopment of  regional  cooperative  programs 
among  medical  schools,  research  institutions 
and  hospitals,  for  research  and  training  dem- 
onstrations of  patient  care  in  fields  of  heart 
disease,  cancer,  stroke,  and  related  fields. 

Nebraska  Centennial  Health  Fair — 

Representatives  from  the  American  Medi- 
cal Association’s  Headquarters  in  Chicago 
journeyed  to  Lincoln  recently  to  help  in  the 
planning  of  the  Nebraska  Centennial  Health 
Fair  to  be  held  in  Lincoln  29  April  1967 
through  5 May  1967.  The  week-long,  day- 
and-night  event  will  take  place  on  both  floors 
of  the  Pershing  Auditorium. 

Anticipated  as  a $50,000  operation,  the 
health  fair  will  have  two  main  objectives ; 

a.  Informing  the  general  public  of  the 
great  progress  made  in  medical  science 
and  all  related  fields,  and 

b.  Stimulating  young  Nebraskans  to  con- 
sider careers  in  the  medical  science  and 
related  health  fields. 

School  children  from  all  over  Nebraska 
will  be  urged  to  attend  and  to  talk  with  rep- 
resentatives of  all  the  medical  and  paramedi- 
cal groups  making  up  today’s  health  corps. 
Sponsored  by  the  Lancaster  County  Medical 
Society  initially,  the  planning  group  hopes 
to  enlist  the  associate  sponsorship  of  other 


county  medical  groups  throughout  the  entire 
state,  as  well  as  the  sponsorship  and  active 
support  of  such  groups  as  the  dentists,  phar- 
macists, and  veterinarians.  Additional  sup- 
port will  be  actively  sought  from  all  para- 
medical groups.  Assurance  of  active  aid  has 
already  been  received  from  such  organiza- 
tions as  the  U.S.  Public  Health  Service,  the 
American  Medical  Association,  the  National 
Institutes  of  Health,  in  addition  to  the  Ne- 
braska State  Medical  Association,  and  the 
Nebraska  State  Health  Department. 

Chairman  of  this  event  is  Doctor  E.  D. 
Zeman.  His  associate  chairmen  are  Doc- 
tor Samuel  I.  Fuenning,  Director  of  the  Uni- 
versity of  Nebraska  Health  Services,  and 
Doctor  Keith  Sehnert,  Associate  Medical  Di- 
rector of  Dorsey  Laboi-atories.  Other  com- 
mittee members  are  Doctor  E.  A.  Rogers, 
Director  of  the  State  Health  Department; 
Doctor  E.  S.  Maness;  and  Doctor  Fred  Nebe. 
Working  full-time  on  this  project  is  Mr. 
Leonard  Peterson,  Executive  Secretary  of 
the  Lancaster  County  Medical  Society. 

Doctor  Zeman  has  stated  that  “This  will 
not  be  a fair  of  posters,  but  one  with  live 
exhibits  calling  for  audience  participation. 
Closed  circuit  television  showings  of  actual 
operations  performed  in  local  hospitals  will 
be  one  major  feature.  Less  than  a dozen  of 
these  major  health-science  shows  have  been 
staged  thus  far,  and  most  of  these  have  been 
in  large  cities  such  as  Denver,  Fort  Worth, 
and  Kansas  City.  This  event  should  be  a 
major  event  in  Nebraska’s  Centennial  Cele- 
bration and  should  reflect  great  credit  upon 
the  doctors  and  paramedical  groups  of  the 
entire  state.’’ 


Home  Health  Care  Services  Under  Medicare — 

Only  three  Nebraska  cities  have  applied 
for  Federal  funds  available  for  establishing 
home  health  care  services  when  Medicare 
takes  effect  on  July  1,  1966.  Filing  applica- 
tions with  the  Nebraska  State  Health  De- 
partment were  Omaha,  Scottsbluff  and  Lin- 
coln. These  cities  requested  $61,000.  State 
Health  Director  E.  A.  Rogers  said  that  the 
applications  plus  a $6,000  request  to  cover 
administrative  costs,  leave  $11,000  still 
available.  If  no  other  Nebraska  city  bids 
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soon  for  the  remaining  money,  said  Dr. 
Rogers,  it  probably  will  be  reallocated  to 
some  other  state.  Dr.  Edwin  Lyman,  Omaha- 
Douglas  County  health  director  said  that  his 
department  can  use  the  money  if  no  one  else 
wants  it.  “We  limited  our  first  request,” 
said  Dr.  Lyman.  “However,  if  additional 
funds  are  available  and  no  other  city  wants 
them,  we’d  like  to  have  our  original  request 
reconsidered  rather  than  see  the  money  go 
out  of  the  state.” 

Applicants  include: 

(a)  West  Nebraska  General  Hospital, 
sponsoring  the  Scottsbluff  Home  Health  Care 
Service  — asking  $13,000  to  develop  a pro- 
gram to  provide  visiting  nurses  and  physical 
therapy  assistance. 

(b)  Tabitha  Home,  sponsor  for  the  Lincoln 
Home  Health  Care  Service  — asking  $15,000 
to  develop  physical  therapy  service  in  addi- 
tion to  a visiting  nurses  program. 

(c)  Omaha  - Douglas  County  — asking 
$34,000  to  expand  its  visiting  nurses  pro- 
gram to  cover  physical  therapy,  a medical 
social  worker  and  the  development  of  an  oc- 
cupational therapy  program. 

Vitamins  K and  D Dangerous  for 
Expectant  Mothers — 

In  a recent  interview  Doctor  Donald  Hart- 
ing  of  the  National  Institutes  of  Health  em- 
phasized that  an  excess  of  Vitamin  K,  when 
given  to  expectant  mothers,  sometimes  causes 
jaundice,  damage  of  the  central  nervous  sys- 
tem, and  mental  retardation. 

Also  there  is  enough  evidence  to  satisfy 
some  very  responsible  investigators  that  ex- 
cess vitamin  D during  pregnancy  can  cause 
hypercalcemia  in  the  offspring.  This  con- 
dition, in  turn,  seems  to  be  associated  with 
mental  retardation  and  defects  above  the 
aortic  valves  of  the  heart  in  the  baby.  Scien- 
tists accept  normal  needs  at  about  400  units 
a day,  and  there  is  little  to  justify  the  use 
of  vitamin  D at  much  over  that  amount. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  8th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  10th. 


Intrauterine  Contraceptive  Devices  — C.  L. 

Lay  (Lakeland  General  Hosp,  Lakeland, 

Fla),  Amer  J Obstet  Gynec  93:330-334 

(Oct  1)  1965. 

Eight  different  intrauterine  contraceptive 
devices  were  evaluated  for  use  in  a public 
health  clinic  for  population  control  in  in- 
digent, poorly  educated  patients  who  have 
failed  with  other  methods  of  contraception. 
Since  1959  a total  of  119  women  have  been 
involved  in  this  program.  The  nylon  coil 
modification  of  the  Grafenberg  ring  was 
found  unsatisfactory  because  of  the  high 
expulsion  rate  (18  cases)  and  the  number 
of  unwanted  pregnancies  (10%).  Margulies 
spirals  gave  satisfactory  contraception,  but 
annoying  side  effects.  The  Birnberg  bow 
No.  3 had  a low  rate  of  spontaneous  expul- 
sion but  the  number  of  pregnancies  was  con- 
sidered excessive.  The  larger  Birnberg  bow 
No.  5 has  been  found  to  be  the  most  satis- 
factory device  to  date  with  a minimum  of 
spontaneous  expulsions  and  pain  or  bleeding. 
Other  types  of  intrauterine  devices  were 
found  to  have  various  disadvantages. 

Coronary  Heart  Disease  in  the  Aged  — A. 

K.  Thould  (University  College  Hosp,  Lon- 
don), Brit  Med  J 2:1089  (Nov  6)  1965. 

The  findings  of  a three-year  retrospective 
study  of  patients,  aged  65  years  or  more, 
admitted  to  an  acute  geriatric  department 
because  of  acute  coronary  heart  disease  are 
analyzed.  These  patients  formed  only  3% 
of  1,300  admissions,  and  33  of  42  (79%) 
died.  The  prognosis  was  somewhat  better 
for  females  than  for  males  but  worsened 
sharply  with  age.  Over  half  did  not  com- 
plain of  pain.  Heart  failure  was  noted  in 
23  but  this  factor  did  not  materially  worsen 
the  outlook.  A high  systolic  blood  pressure 
was  associated  with  a very  poor  prognosis. 
The  electrocardiogram  proved  surprisingly 
accurate.  At  autopsy,  coronary  artery  oc- 
clusion without  evidence  of  a recent  myo- 
cardial infarction  occurred  in  6 of  29,  but 
recent  myocardial  infarction  was  observed  in 
the  rest.  A history  of  previous  strokes 
seemed  to  have  no  bearing  on  the  prognosis. 
Grave  prognostic  symptoms  and  signs  ap- 
peared to  be  confusion,  sudden  collapse,  ar- 
rythmia,  cyanosis,  and  emphysema. 
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ARTICLES 


Abnormal  Bleeding  Conditions 
In  Urologic  Patients* 


Excessive  bleeding  following 

surgery  or  certain  manipula- 
tive procedures  on  the  genito- 
urinary tract  always  has  been  a serious  fac- 
tor in  a significant  number  of  cases.  In  ad- 
dition to  the  special  problem  of  control  in- 
herent in  hemorrhage  occurring  internally, 
widespread  bleeding  from  all  mucous  mem- 
branes (as  well  as  from  cut  surfaces)  may 
result  from  prostatic  or  urinary  bladder 
cancer  or  surgery  of  the  prostate  gland. 

Consideration  of  the  known  factors  in- 
volved in  the  mechanism  of  the  clotting  of 
blood  is  necessary  for  adequate  control  of 
these  conditions.  In  order  to  demonstrate 
the  position  of  the  various  factors  in  blood 
clotting,  a brief  and  contracted  review  of 
normal  hemostasis  is  presented. 

Normal  hemostasis  depends  upon: 

1.  Normal  vascular  system  (and  plate- 
lets) 


JON  T.  WILLIAMS,  MD 
and 

H.  V.  MUNGER,  MD 

From  the  Departments  of  Internal  Medicine 
and  Urology.  Lincoln  General  Hospital 
Lincoln,  Nebraska 


2.  Normal  coagulation  mechanism  (and 
platelets) 

3.  Normal  fibrinolytic  system 

Only  the  hemorrhagic  disorders  likely  to 
be  encountered  and  of  significance  in  rela- 
tion to  the  trauma  of  surgery  will  be  dis- 
cussed here.  In  the  great  majority  of  these 
conditions,  there  is  no  permanent  cure,  but 
the  measures  outlined  will  provide  temporary 
control,  allowing  major  surgery  to  be  per- 
formed in  most  cases. 

*Supported  in  part  by  a grant  from  the  Blood  Disease 
Research  and  Education  Foundation,  Lincoln,  Nebraska. 


BLOOD  COAGULATION 


Prothrombin 


Heparin 


Antithromboplastins 
Other  Inhibitors 


Calcium  ion.s 
Thromboplastin 
Platelet  derivatives 

Plasma  (V) 
Ac  — globulin  ^ 

Serum  (VI) 


Accelerators 


Stable  factor  (Serum)  (VII) 

Antihemophilic  globulin  (VIII) 

Plasma  Thromboplastin  Component  (PTC)  (IX) 
Stuart-Prower  Factor  (X)  ( ? Accelerator) 

Plasma  Thromboplastin  Antecedent  (PTA)  (XI) 
Hageman  Factor  (XII) 

> r Other  activators 


Antithrombin  — Thrombin 
Fibrinogen. — ^ Fibrin 
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The  vascular  system  may  be  deficient  as 
in  a congenital  disease  known  as  “vascular 
pseudohemophilia.”  In  this  condition  there 
is  a prolonged  bleeding  time  with  all  other-, 
factors  normal.  Distorted  capillaries  and 
failure  of  capillary  contraction  following  in- 
jury may  be  observed  under  the  capillary  mi- 
croscope. Surgical  trauma  may  result  in 
serious  bleeding  for  which  there  is  no  good 
treatment,  although  ACTH  and  cortisone  in 
large  doses  may  be  of  some  help. 

Another  vascular  defect  is  demonstrated 
in  the  developmental  dysplasia  of  mesen- 
chymal tissues  known  as  the  Ehlers-Danlos 
syndrome.  This  syndrome  presents  hyper- 
elasticity of  the  skin  and  joint  ligaments 
with  pseudotumors  under  the  skin  and  fra- 
gile blood  vessels.  Bleeding  time  is  pro- 
longed and  wound  healing  is  unusually  slow. 
No  known  treatment  is  of  value. 

A prolonged  bleeding  time  is  also  pro- 
duced by  a defective  condition  of  the  plate- 
lets in  which,  although  the  platelet  count 
is  within  normal  range,  platelet  function  is 
defective  resulting  in  conditions  known  as 
thrombocytasthenia  or  thrombocytopathia. 
The  resultant  deficient  prothrombin  utiliza- 
tion and  poor  clot  retraction  is  the  cause  of 
severe  post-operative  bleeding  in  these  cases. 
In  addition  to  a bleeding  time  and  platelet 
count,  clot  retraction  tests  and  a tourniquet 
test  for  capillary  fragility  will  usually  diag- 
nose this  state.  Transfusions  of  normal 
platelets  and  the  use  of  adrenal  steroids  are 
recommended  as  prophylactic  measures  pri- 
or to  surgery.^ 

Chronic  idiopathic  thrombocytopenic  pur- 
pura can  be  treated  prior  to  surgery  with 
high  dosages  of  ACTH  or  cortisone,  and  if 
time  permits,  splenectomy  may  be  decided 
upon  before  other  elective  surgery  is  done. 
This  results  in  approximately  an  85%  cure 
rate.  If  prior  splenectomy  is  impossible 
or  has  not  resulted  in  a cure,  temporary  help 
can  be  obtained  by  the  transfusion  of  plate- 
lets immediately  prior  to,  and  during  sur- 
gery. The  benefit  is  not  nearly  so  long  in 
duration  (0-1  day)  as  in  thrombocytas- 
thenia or  thrombocytopenia  resulting  from 
aplasia  of  the  marrow  (3-5  days). 

Within  the  blood  clotting  mechanism  it- 


self, the  lack  of  calcium  per  se  has  never 
been  recognized  as  a cause  of  excessive 
bleeding.  However,  lack  of  utilization  of 
calcium  which  is  present  in  normal 
amounts  in  the  blood  may  result  in  abnormal 
bleeding  in  the  dysproteinemias  (i.e.  multi- 
ple myeloma,  macroglobulinemia,  etc.).  This 
is  because  of  the  unusual  degi’ee  of  binding 
of  calcium  by  the  abnormal  protein.  At 
times,  beneficial  effects  maj^  result  in  these 
conditions  by  the  intravenous  administration 
of  calcium  gluconate.  This  is  seldom  the 
sole  factor  causing  excessive  bleeding  in  the 
dysproteinemias  however,  since  thrombo- 
cytopenia is  usually  the  most  important  sin- 
gle cause,  and  hyperazotemia,  hypoprothrom- 
binemia  and  fibrinogenopenia  are  frequent- 
ly contributing  factors.^ 

In  “true  hemophilia”  there  is  an  antihemo- 
philic globulin  (factor  VIII)  deficiency.  It 
has  long  been  known  to  be  best  corrected  by 
the  administration  of  fresh  blood  or  plasma, 
or  fresh  frozen  plasma.  Preparation  for  ma- 
jor surgery  should  include  plans  for  the  ad- 
ministration of  plasma  prior  to,  during,  and 
after  surgery. 

The  defect  in  PTC  (Christmas  factor,  or 
factor  IX)  deficiency  can  be  treated  tem- 
porarily by  administering  stored  (twenty- 
one  day  old)  plasma  or  fresh  or  stored  se- 
rum. In  our  experience,  the  use  of  serum 
has  been  much  more  effective  than  plasma. 
The  serum  from  one  unit  of  clotted  com- 
patible blood  given  the  day  prior  to  surgery 
may  be  all  that  is  necessary,  although  the 
use  of  one  or  two  additional  serum  infusions 
may  occasionally  be  needed  following  sur- 
gery. 

Stuart-Prower  factor  (factor  X)  deficien- 
cy is  again  a condition  best  treated  with 
stored  plasma  or  serum.  Treatment  may  be 
carried  out  in  the  same  manner  as  men- 
tioned above.  A prolonged  Russell’s  viper 
venom  test  differentiates  this  condition 
from  a deficiency  of  factor  VII. 

Although  a PTA  (factor  XI)  deficiency 
may  be  corrected  by  fresh  or  stored  plasma 
or  by  serum,  best  results  seem  to  be  obtained 
by  the  use  of  fresh  plasma.  The  plasma 
should  be  administered  before,  and  if  neces- 
sary, after  surgery. 
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The  accelerator  factors,  V (labile)  and 
VII  (stable),  are  important  in  relation  to 
surgery  in  that  a deficiency  of  either  re- 
sults in  a prolonged  rate  of  blood  clotting 
which  can  lead  to  severe  postoperative  hem- 
orrhage. It  is  also  important  to  distin- 
guish between  these  defects  since  treatment 
is  different  in  each.  Factor  V deficiency  is 
treated  by  fresh  whole  blood  or  plasma  given 
promptly  after  collection.  The  factor  VII 
defect  is  temporarily  corrected  by  stored 
plasma  or  fresh  or  stored  serum.  In  our 
hands,  serum  has  been  most  effective. 

In  the  past  several  years,  we  have  become 
interested  in  a previously  little  recognized 
condition  which  may  result  in  serious  post- 
operative hemorrhage.  This  is  a partially 
inherited  (heterozygous)  deficit  in  factor 
VII.®  In  order  to  demonstrate  this,  the  fol- 
lowing case  is  presented. 

P.S.,  a 33  year  old  white  male  was  admit- 
ted to  the  hospital  on  Ma.rch  15,  1959  with  a 
history  of  a persistent  urinary  tract  infec- 
tion. Urine  culture  demonstrated  a pseudo- 
monas infection.  His  B.U.N.  was  32  mgm 
per  cent.  X rays  demonstrated  a urinary 
bladder  diverticulum  and  about  25%  reten- 
tion in  the  urinary  bladder.  Cystoscopy 
demonstrated  bladder  neck  obstruction  due 
to  a prostatic  bar.  On  March  19,  a trans- 
urethral prostatic  resection  and  resection  of 
the  neck  of  the  vesical  diverticulum  was 
performed.  Bleeding  was  well  controlled 
and  the  patient  was  dismissed  March  24th. 
On  March  30,  gross  hematuria  developed  and 
he  was  readmitted  to  the  hospital  for  study. 
At  that  time  his  prothrombin  time  varied 
from  49%  to  55%  of  normal  and  further 
studies  demonstrated  a deficiency  in  factor 
VII  only.  The  administration  of  serum  from 
one  unit  of  clotted  blood  stopped  the  bleeding 
within  15  minutes.  He  was  dismissed  April 
8th.  Gross  hematuria  recurred  on  April  12, 
and  he  was  again  treated  with  serum  which 
resulted  in  prompt  control  of  the  bleeding. 
No  further  abnormal  bleeding  occurred. 

It  is  of  interest  that  this  patient  gave  no 
history  of  unusual  bleeding  before  surgery, 
but  after  the  above  complications  he  con- 
sulted his  mother  who  stated  that  she  had 
“always  known  he  was  a bleeder.”  Upon 


questioning  him  closely,  he  stated  that  he 
had  daily  cut  his  face  with  a safety  razor 
from  the  first  day  he  began  to  shave.  The 
resultant  bleeding  usually  lasted  from  one 
to  two  hours.  Of  further  interest  is  the  fact 
that  for  four  days  after  each  instance  of  re- 
ceiving serum,  he  did  not  bleed  while  shav- 
ing. 

Polycythemia  vera  and  the  secondary  poly- 
cythemias  present  a bleeding  problem  fol- 
lowing surgery  due  to  diminished  fibrino- 
gen levels.  In  the  former  condition,  platelet 
counts  in  the  range  of  above  one  million  may 
interfere  with  coagulation  to  the  same  de- 
gree that  very  low  platelet  levels  do.^  The 
best  management  of  these  cases  requires 
phlebotomy  to  reduce  excess  red  cell  mass 
and  replacement  of  the  fluid  volume  by  nor- 
mal plasma  prior  to  surgery.  Occasionally, 
chemotherapeutic  measures  may  be  used  to 
reduce  the  abnormally  high  platelet  count  of 
polycythemia  vera. 

Fibrinogenopenia  also  occurs  due  to  can- 
cer of  the  urinary  bladder  or  of  the  prostate 
with  metastasis  to  the  liver.  If  bleeding 
occurs,  this  is  best  treated  with  plasma  or 
fibrinogen.  If  a fibrinolytic  agent  is  also 
present,  it  may  result  in  a striking  and 
often  frightening  degree  of  bleeding.  The 
prostatic  proteolytic  enzyme  produced  by 
cancer  of  the  prostate  digests  the  fibrin  clot 
in  the  same  manner  as  does  plasma  fibrin- 
olysin.®  This  can  frequently  be  brought  under 
rapid  control  by  applying  judicious  combin- 
ations of  ACTH  or  cortisone,  fibrinogen, 
estrogens  and  orchiectomy  where  indicated. 

It  is  suggested  that  the  following  screen- 
ing procedures  be  done  prior  to  surgery: 

1.  A careful  history  regarding  personal 
or  familial  bleeding. 

2.  Complete  blood  count. 

3.  Platelet  count  or  estimation. 

4.  Prothrombin  time. 

5.  Hicks-Pitney  Test.® 

If  tests  indicate  an  abnormal  clotting 
mechanism,  complete  studies  should  be  per- 
formed including  a thromboplastin  genera- 
tion tesU  and  tests  for  factors  V and  VIP 
a Russell’s  viper  venom  test  for  factor  X® 
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as  well  as  a tourniquet  (capillary  fragility) 
test  if  indicated.  It  may  also  be  necessary 
to  test  for  spontaneous  lysis  of  the  blood 
clot  and  in  rare  instances  for  the  fibrin  sta- 
bilizing factor.!® 

References 

1.  Stefanini,  M.,  and  Dameshek,  W. : The  Hem- 

orrhagic Disorders;  2nd  Edition,  p.  246,  1962.  Grune 
and  Stratton. 

2.  James,  T.  N.;  Monto,  R.  W.,  and  Rebuck, 

J.  W.:  Complex  pathogenesis  of  the  bleeding  ten- 

dency in  multiple  myeloma.  Ann  Intern  Med  39: 
1281)  1953. 

3.  Williams,  J.  T.  and  Morgan,  H.  S.:  Occult 
hemophilia  as  a cause  of  postoperative  and  post- 
partum hemorrhage.  Amer  J Obstet  Gynec  83: 
1046-1050,  1962. 

4.  Miale,  J.  B.,  and  Garrett,  V.  R. : The  effects 

of  varying  platelet  concentration  on  the  generation 


of  plasma  thromboplastin.  Amer  J Clin  Path  27: 
701,  1957. 

5.  Tagnon,  H.  J.;  Whitmore,  W.  F.,  Jr.,  and 

Schulman,  N.  R.:  Fibrinolysis  in  metastatic  can- 

cer of  the  prostate.  Cancer  5:9-12,  1952. 

6.  Hicks,  N.  D.,  and  Pitney,  W.  R.:  A rapid 

screening  test  for  disorders  of  thromboplastin  gen- 
eration. Brit  J Haemat  3:227-237,  1957. 

7.  Biggs,  R.  G.,  and  Douglas,  A.  S.:  The  throm- 
boplastin generation  test.  J Clin  Path  6:23-29, 
1953. 

8.  Biggs,  R.,  and  Macfarlane,  R.  G.:  Human 

Blood  Coagulation  and  Its  Disorders.  Oxford,  1953, 
Blackwell  Scientific  Publications,  p.  352. 

9.  Hougie,  C.;  Barrow,  E.  M.,  and  Graham, 

J.  B.:  Stuart  clotting  defect.  I.  Segregation  of  an 

hereditary  hemorrhagic  state  from  the  hetero- 
geneous group  heretofore  called  “stable  factor” 
(SPCA)  proconvertin;  factor  VII  deficiency.  J 
Clin  Invest  36:485,  1957. 

10.  Lorand,  L.,  and  Dickenman,  R.  C.:  Assay 

method  for  the  “fibrin  stabilizing  factor.”  Proc 
Soc  Exp  Biol  Med  89:45-48,  1955. 


Because  of  new  drugs,  methods  of  treatment  and  a changed 
public  attitude,  many  of  our  huge  mental  hospitals  may  be  emptied 
of  their  patients  within  the  next  20  years,  according  to  Dr.  Luther 
L.  Terry,  Surgeon  General  of  the  United  States. 
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Management  of  Crushed  Chest  Injuries 


Trauma  to  the  chest  is  increas- 
ing in  frequency  with  the  in- 
crease in  the  number  of  cars 
and  the  increase  in  the  speed  of  automobile 
traffic.  Hudson  reported  that  25  per  cent 
of  all  traffic  deaths  were  due  to  chest  in- 
juries. ^ With  our  ever  expanding  system  of 
highways  and  superhighways,  many  of 
these  injuries  occur  at  sites  distant  from 
medical  centers.  At  the  present  time,  most 
people  in  the  state  of  Nebraska  are  within 
50  miles  of  a community  hospital  and  with- 
in 300  miles  of  a medical  center. 

It  therefore  seems  important  for  all  physi- 
cians to  familiarize  themselves  with  the 
emergency  treatment  of  patients  with  crush- 
ing injuries  of  the  chest.  The  purpose  of 
this  paper  is  to  stress  the  basic  fundamentals 
of  the  treatment  of  patients  with  such  an 
injury,  and  to  emphasize  the  importance  of 
the  use  of  internal  pneumatic  stabilization 
in  the  treatment  of  patients  with  severe 
crushing  injuries  of  the  chest. 

Clinical  Picture 

The  initial  symptoms  of  these  patients 
vary  according  to  the  nature  and  the  extent 
of  the  injury.  The  symptoms  vary  from 
mild  thoracic  pain  to  cough,  dyspnea,  hemop- 
tysis, cyanosis,  shock,  and  unconsciousness. 
Physical  examination  should  clarify  the  gen- 
eral condition  of  the  patient.  Special  note 
should  be  taken  of  the  presence  of  subcu- 
taneous emphysema  and  of  the  location  of 
paradoxic  motion  of  the  chest  wall.  The  lo- 
cation of  the  trachea  and  the  severity  of  the 
dyspnea  should  be  noted.  One  should  look 
for  the  signs  of  air  or  fluid  in  the  pleural 
cavity.  The  ability  to  cough  effectively  as 
well  as  the  presence  of  blood,  mucus,  and 
other  foreign  material  (vomitus)  in  the  tra- 
cheobronchial tree  should  be  checked. 

Initial  Measures 

Treatment  is  critical  in  the  cyanotic, 
shocky  patient  who  has  a large  flail  seg- 
ment. Institution  of  intennittent  positive 
pressure  breathing,  decompression  of  hemo- 
pneumothoraces,  treatment  of  shock,  and 
careful  tracheobronchial  toilet  are  essential. 
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and  must  be  accomplished  simultaneously  in 
the  emergency  room. 

In  the  less  severely  injured  person,  minor 
flail  segments  can  be  managed  by  sandbag 
compression.  Intercostal  nerve  blocks  re- 
lieve thoracic  pain  and  improve  the  ability 
of  the  patient  to  cough  effectively.  The  ade- 
quacy of  pulmonary  ventilation  should  al- 
ways be  periodically  evaluated.  Trache- 
ostomy should  be  performed  when  the  pul- 
monary gas  exchange  is  inadequate,  or  when 
the  patient  threatens  to  drown  in  his  own 
secretions.  Sandbag  compression,  chest 
drainage,  intercostal  blocks,  oxygen  ther- 
apy, and  tracheostomy  can  and  should  be 
easily  carried  out  in  any  community  hos- 
pital which  participates  in  the  practice  of 
surgery.  Once  the  tracheostomy  has  been 
accomplished,  the  patient  can  remain  in  the 
community  hospital,  or  can  be  transferred 
to  a larger  hospital  if  the  nursing  staff  is 
not  able  to  provide  24-hour  tracheostomy 
care.  Most  tracheostomized  patients  should 
have  the  benefit  of  intensive  care  for  the 
first  24  to  36  hours. 

In  spite  of  the  above  measures,  an  element 
of  dyspnea,  cyanosis,  and  paradoxic  motion 
of  the  chest  wall  may  persist.  Definite  indi- 
cations for  artificial  ventilation  are  the  ele- 
vation of  a pCO,  above  the  level  of  60  mm 
Hg,  and  a steadily  rising  value  of  arterial 
pCOo.  Actually,  a patient  with  a normal 
pCOg  value  may  need  artificial  ventilation, 
since  it  does  not  indicate  how  the  ventilation 
was  achieved.  Controlled  intermittent  posi- 
tive pressure  breathing  promotes  internal 
pneumatic  stabilization,  and  thus  produces 
external  stabilization.  It  helps  to  relieve  any 
significant  atelectasis,  and  to  reduce  the  ef- 
fect of  traumatic  wet  lung.  It  appears  to  be 


March,  1966 


83 


the  best  currently  available  method  of  sta- 
bilization of  a flail  thoracic  segment.  Flail 
segments  which  cause  the  most  trouble  are 
located  anteriorly  and  are  the  result  of^ 
double  rib  fractures  or  a fracture  of  the 
sternum. 

Artificial  respiration  with  intermittent 
positive  pressure  breathing  (IPPB)  can  be 
accomplished  with  the  use  of  a Bird  Mark 
8,  a Bennett  PR-2,  a Morch  Respirator,  and 
many  other  machines.  The  first  two  men- 
tioned respirators  require  the  use  of  a cuffed 
tracheostomy  tube.  Controlled  respiration 
is  preferred  and  the  patient  will  not  attempt 
to  override  the  machine  as  long  as  the  ar- 
terial pCOa  is  5-10  mm  Hg  lower  than 
normal.  This  is  accomplished  by  mild  hy- 
perventilation, which  maintains  the  arterial 
CO,-tension  at  approximately  30  mm  Hg. 
Voluntary  respiratory  efforts  are  eliminat- 
ed, the  patient  requires  less  sedation  and  will 
usually  appear  more  relaxed.  The  IPPB 
can  be  continued  for  one  to  20  or  30  days, 
if  this  is  deemed  necessary. 

After  the  life-threatening  complications 
are  corrected,  the  method  of  care  of  the 
tracheostomy  becomes  very  important. 
Sterile  precautions  are  taken  to  prevent  un- 
necessary contamination  of  the  airway.  The 
nursing  staff,  as  well  as  the  house  staff, 
must  be  instructed  to  use  sterile  gloves  and 
sterile  catheters  during  each  aspiration.  Cul- 
tures with  sensitivity  tests  of  tracheal  se- 
cretions are  obtained  at  regular  intervals 
and  appropriate  systemic  antibiotics  are 
given. 

In  the  early  phases  of  treatment,  trache- 
ostomized  patients  should  be  placed  in  an  en- 
riched atmosphere  of  highly  humidified  oxy- 
gen. Patients  who  need  prolonged  artifi- 
cial ventilation  require  special  humidifica- 
tion of  the  inspired  gas.  A heated  Puritan 
Nebulizer  may  be  used  on  the  Bird  or  the 
Bennett  machines,  and  an  unheated  Nebu- 
lizer is  part  of  the  Morch  and  Bird  Respir- 
ator. A system  of  humidification  prevents 
crusting  of  bronchial  secretions.  Nebuliza- 
tion  of  bronchodilators  and  mucolytic  agents 
are  used  when  indicated. 

Discussion 

In  the  past,  ventilatoiy  insufficiency  ac- 


counted for  the  high  mortality  rate  of  pa- 
tients with  severe  crushed  injuries  of  the 
chest.  It  was  previously  noted  that  no  pa- 
tient with  intact  lungs,  who  sustained  a 
crushed  chest  injury,  and  who  arrived  in  the 
emergency  room  of  a hospital  alive,  should 
die  from  respiratory  insufficiency.^  Artifi- 
cial ventilation  with  IPPB  will  correct  ven- 
tilatory insufficiency  and  produce  internal 
pneumatic  stabilization.  This  form  of  treat- 
ment of  a patient  with  a severe  crushed 
chest  injury  was  first  introduced  by  Avery, 
Morch,  and  Benson  in  1956.®  This  method  of 
treatment  impedes  paradoxic  movements  of 
the  flail  segment,  may  assist  in  the  expan- 
sion of  the  atelectatic  segments  of  the  lung, 
and  reduces  the  effect  of  traumatic  wet  lung. 

It  is  important  to  emphasize  that  oxygen 
therapy,  intercostal  nerve  blocks,  sandbags, 
chest  drainage,  and  tracheostomy,  can  be  the 
initial  and  only  treatment  necessary  for  pa- 
tients with  a mild  crushed  chest  injury. 
Certainly,  most  of  the  patients  with  such 
an  injury  can  be  cared  for  in  a community 
hospital.  The  more  severely  injured  pa- 
tients who  require  tracheostomy  and  artifi- 
cial ventilation  with  intermittent  positive 
pressure  breathing  can  best  be  managed  in 
a hospital  which  frequently  uses  these  facil- 
ities and  has  an  intensive  care  unit.  Arti- 
ficial ventilation  should  be  employed  either 
when  ventilation  is  insufficient  or  when  the 
work  of  respiration  is  too  great  for  the  pa- 
tient. 

Summary 

Specific  requirements  in  the  therapy  of 
chest  injuries  should  allow  the  patient  to 
breathe  easily  and  cough  efficiently.  The 
routine  method  of  management  of  mild 
crushed  injuries  as  well  as  recent  more  re- 
fined techniques  are  emphasized.  The  indi- 
cations for  tracheostomy  and  artificial  ven- 
tilation with  intermittent  positive  pressure 
breathing  are  explained. 
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Gas  Gangrene  Infection:  Combined 
Treatment  Including  3,432,000 
International  Units  of  Polyvalent 
Gas  Gangrene  Antitoxin 


The  present  day  treatment  of 
compound  fractures  by  imme- 
diate debridement  of  the  wound, 
followed  by  heavy  antibiotic  administration, 
has  resulted  in  primary  soft  tissue  healing 
in  the  vast  majority  of  cases.  Despite  these 
expectations,  however,  every  compound  in- 
jury must  be  considered  as  a^  potentially 
septic  problem.  It  is  not  unusual  to  note  a 
mild  suppurative  process  for  several  weeks 
without  serious  disturbance  of  either  bone 
or  of  soft  tissue  healing.  Infection  of  a 
compound  wound  by  one  of  the  gas  form- 
ing anerobes,  an  unexpected  complication  in 
civilian  practice,  is  a harrowing  experience 
for  both  patient  and  physician.  One  imme- 
diately wonders  what  the  most  recent  devel- 
opments in  treatment  of  this  entity  may  be; 
on  noting  the  literature,  one  is  then  aware 
of  the  paucity  of  any  recent  information  on 
the  subject.  The  opportunity  of  treating 
a fulminating  gas-gangrene  infection,  com- 
plicating a compound  fracture,  treated  by 
all  modalities  applicable,  particularly  an  ex- 
tremely large  total  dosage  of  gas  gangrene 
antitoxin,  suggested  this  report. 

C.  C.,  a 23-year-old  farmer,  was  seen  on 
February  10,  1954,  following  an  automo- 
bile accident,  in  which  he  was  thrown  into 
a roadside  farm  yard,  receiving  a trans- 
verse fracture  of  the  middle  third  of  the  left 
femur,  compounded  anteriorly  through  a 
two-inch  transverse  laceration.  Following 
X-ray  study,  the  patient  was  anesthetized, 
the  wound  was  cleansed,  inspected,  and  ir- 
rigated (Fig.  1).  One  loose  silk  suture  ap- 
proximated the  skin  edges.  Fifteen  pounds 
of  skeletal  traction  were  applied  to  a tibial 
tuberosity  pin,  with  the  leg  resting  in  a 
hinged  Pearson  attachment  Thomas  leg 
splint.  In  addition  to  intramuscularly  in- 
jected 600,000  units  of  Pencillin,  the  patient 
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was  immediately  given  one  vial  of  prophy- 
lactic Tetanus-Gas-Gangrene  Antitoxin.  The 
former  was  repeated  daily. 

Progress  for  four  days  was  uneventful. 
On  the  fifth  day,  some  increase  in  thigh 
pain  was  noted,  with  definite  increase  in 
pain  and  mild  elevation  of  temperature  and 
pulse  curves  on  the  sixth  day.  On  the  eve- 
ning of  this  day,  a sudden  fever  of  103° 
orally  and  pulse  rate  of  128  were  associated 
with  slight  crepitus  of  soft  tissues  of  the 
thigh,  and  X-ray  evidence  of  discrete  gas 
formation  about  the  fracture  site,  (Fig.  2). 
Immediate  wide  open  anterior  and  lateral 
drainage  of  the  middle  of  the  thigh  under 
general  anesthesia  released  considerable  gas 
and  thin,  purulent  drainage  with  very  foul 
odor.  The  wound  was  packed  with  vaseline 
gauze  and  the  patient  was  placed  on  isolation 
technique.  Penicillin  administered  was  in- 
creased to  4,000,000  units  Penicillin  G Solu- 
ble and  2 grams  Dihydro-streptomycin  was 
added  pending  return  of  culture  studies. 

The  laboratory  demonstration  of  a Clo- 
stridium Welchii  culture  in  twenty-four 
hours,  associated  with  crepitus  subcutane- 
ously over  buttock  and  low  back,  a leuko- 
cytosis of  22,300,  fever  of  104°  orally,  and 
pulse  rate  of  126  prompted  the  use  of  anti- 
toxin therapy.  During  the  following  eight 
days,  from  twelve  to  twenty  vials  of  poly- 
valent gas  gangrene  antitoxin  daily  were  ad- 
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ministered  intravenously  in  10  per  cent 
glucose  in  water  for  a total  of  132  vials. 
Contents  of  each  vial  are  listed  as  “10,000 
units  Cl.  Welchii  antitoxin,  10,000  units  Vi^ 
brion  Septique  antitoxin,  30,000  units  B. 
Histolyticus  antitoxin,  1,500  units  B.  Oede- 
matiens  antitoxin,  1,500  units  B.  Sordellii 
antitoxin.”  The  dailj"  administration  of 
4,000,000  units  of  Penicillin  B Soluble  and 
2 grams  of  Dihydrostreptomycin  was  con- 
tinued. Three  500  cubic  ml  of  whole  blood 
transfusions  were  given  at  seventy-two  hour 


intervals.  Roentgen  therapy  was  added  on 
four  successive  days. 

Under  this  routine  a temperature  drop  to 
100°,  pulse  rate  to  85,  and  leukocyte  records 
suggested  discontinuing  the  heavy  antitoxin 
administration.  Following  sensitivity  studies 
of  the  cultured  organisms,  the  patient  was 
placed  on  a 500  mg  Achromycin  every  four 
hours.  Thirty-four  daj^s  after  original  ad- 
mission, the  fracture  and  wounds  were  im- 
mobilized by  an  Orr  vaseline  dressing  plus 
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a double  spica  cast,  incorporating  the  tibial 
pin.  Note  was  subsequently  made  of  the 
presence  of  a positive  Clostridium  Welchii 
culture  taken  from  the  depths  of  the  wound. 
The  patient  was  discharged  on  the  thirty- 
ninth  day.  Redressment  and  new  cast  fixa- 
tion was  necessary  at  the  end  of  the  third  and 
fifth  months.  At  the  latter  date,  the  wounds 
were  healed,  and  the  fracture  was  not  united ; 
hence,  a long-leg  walking  caliper  brace  was 
added. 

The  persistent  nonunion  at  the  end  of  ten 


months  following  injury,  with  absence  of 
any  drainage  for  three  and  one  half  months, 
suggested  direct  fixation  of  the  fracture. 
Intramedullary  Hansen-Street  nail  fixation, 
supplemented  with  iliac  grafts,  was  followed 
by  an  uneventful  course  (Fig.  3).  The  frac- 
ture site  became  progressively  more  solid 
on  X-ray  studies,  and  the  intramedullary  nail 
was  removed  on  July  19,  1959.  Presently, 
the  knee  ranges  from  115°  to  180°  positions. 

The  acute  stage  of  this  infection  illus- 
trates the  “dry  type”  of  gas  gangrene  due 
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to  Clostridium  Welchiid  Pain  was  of  sud- 
den onset.  The  high  fever  was  associated 
with  an  unusually  high  pulse  rate.  Early  ap- 
prehension developed  into  a mild  delirium, 
Anemia  was  not  unusual  and  responded  sat- 
isfactorily. Wound  drainage  was  scanty  and 
with  typical  putrefactive  or  “meat  market” 
odor.  Gas  formation  was  a prominent  fea- 
ture. This  is  in  definite  contrast  to  the  “wet 
type”  of  gas  gangrene  as  of  Bacillus  Oede- 
matiens  infection;  features  here  include 
milder  pain,  lower  fever,  elevated  pulse  rate, 
an  apathetic  rather  than  an  apprehensive 


patient,  profuse  serous  drainage,  and  little 
gas  formations. 

Therapy  in  a fully  developed  infection  of 
either  type  of  gas  gangrene  must  be  consid- 
ered primarily  as  an  acute  toxic  suppurative 
process.  Immediate  wide  open  drainage  is 
necessary;  the  attending  surgeon  may  ques- 
tion the  advisability  of  the  length  of  inci- 
sion necesary  to  expose  adequately  the 
depths  of  the  infection.  Devitalized  tissue, 
as  demonstrated  by  muscle  segments  that 
appear  gray  and  lifeless,  or  failing  to  react 
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to  pinching-,  or  muscles  that  appear  darker 
than  normal,  must  be  excised.  This  involve- 
ment usually  includes  the  entire  muscle  mass, 
illustrating  the  need  for  incisions  of  adequate 
length.  Fascial  compartment  boundaries 
must  be  released  by  longitudinal  section  for 
circulatory  improvement.  If  resection  of  all 
devitalized  tissue  appears  impossible,  serious 
consideration  should  be  given  to  guillotine 
amputation.  Palpable  crepitus  proximal  to 
the  compound  wound  suggests  wide  open  in- 
cision of  these  areas  as  well,  according  to 
some  authorities. 

The  antibiotic  preparations  available  are 
very  numerous.  Penicillin  is  universally  sug- 
gested, as  is  streptomycin  or  its  variations. 
Sensitivity  tests  would  appear  to  be  the  most 
logical  means  of  determining  the ' antibiotic 
most  suitable  for  a specific  organism.  Obvi- 
ously, the  most  rapidly  absorbed  prepara- 
tions are  preferred  despite  the  necessity  for 
frequent  administration. 

Antitoxin  therapy  begins  with  the  prophy- 
lactic dose  of  combined  tetanus-gas  gangrene 
antitoxin  administered  subcutaneously.  Once 
gas  gangi’ene  is  diagnosed,  a polyvalent  type 
of  antitoxin  should  be  given  immediately  by 
intravenous  route  in  high  dosage.  Drug 
periodicals  recommend  four  vials,  repeated 
every  two  hours  until  improvement  is  noted, 
with  total  requirement  up  to  20  vials.  Dos- 
age limitations  are  not  definitely  known.  A 
recent  discussion  of  gas  gangrene  advised 
the  maximum  amount  that  could  be  given 
safely  was  150,000  international  units. ^ In 
our  case,  a total  of  132  vials  was  given  on 
the  advice  of  and  under  the  supervision  of 
our  consulting  internist.  During  antitoxin 
administration,  a syringe  containing  1 cc  of 
epinephrine  hydrochloride  (1:1000)  should 
be  available  if  respiratory  difficulty  or  other 
signs  of  allergic  reaction  occur. 

Summary 

Every  compound  fracture  must  be  con- 
sidered as  an  infectious  process  regardless 
of  the  thoroughness  of  the  surgical  debride- 
ment. Routine  administration  of  tetanus 


antitoxin  for  prophylaxis  is  necessary  unless 
the  patient  has  had  prior  immunization,  in 
which  event  a “booster”  injection  of  one  ml 
tetanus  toxoid  is  adequate.  The  routine  use 
of  Penicillin  as  an  additional  safeguard  is 
logical  unless  a history  of  sensitivity  is  ob- 
tained; in  the  latter  event.  Achromycin  or 
Terramycin  should  be  tried. 

The  development  of  gas  gangrene  infec- 
tion, as  evidenced  by  fever,  high  pulse  rate, 
apprehension,  local  swelling,  crepitus  and 
pain,  creates  an  acute  emergency.  Immedi- 
ate adequate  wide  surgical  drainage  is  neces- 
sary. Of  the  additional  modalities  avail- 
ble,  the  antitoxin  appears  most  logical  and 
should  be  given  in  adequate  doses  as  suggest- 
ed by  the  manufacturer’s  circular.  Uncer- 
tainty will  arise  as  to  how  long  this  admin- 
istration is  necessary.  In  our  case,  the  total 
of  132  vials  of  antitoxin  probably  represents 
an  extreme;  in  this  severe  infection  the  per- 
sistence of  a positive  anerobic  culture  sug- 
gested continuation  of  antitoxin.  However, 
attention  is  called  to  the  marked  improve- 
ment in  this  case,  as  evidenced  by  the  tem- 
perature of  100°,  pulse  rate  of  85,  and  leuko- 
cyte count  of  9,400  on  the  third  day  after 
drainage.  The  persistence  of  a positive  cul- 
ture 28  days  after  drainage  is  also  of  ex- 
treme interest,  as  all  systemic  signs  of  infec- 
tion were  then  absent.  One  may  assume, 
therefore,  that  antitoxin  therapy  may  quite 
safely  be  discontinued  when  the  acute  signs 
of  infection  have  subsided.  A positive  cul- 
ture is  often  present  in  compound  wounds 
without  systemic  evidence  of  gas  gangrene. 

The  effectiveness  of  roentgen  therapy  can- 
not be  evaluated  in  this  case.  Whenever  it 
is  available,  however,  its  use  should  be  en- 
couraged. 

Administration  of  whole  blood  transfu- 
sions affects  the  quickest  control  of  the  ac- 
companying anemia. 
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Brachial  Artery  Puncture:  An  Oft 
Neglected  Clinical  Tool  In  The  Evaluation 

Of  Hypertension 


The  diagnosis  of  “hypertension” 
carries  with  it  implications  for 
the  patient  and  physician 
which  cannot  be  viewed  with  indifference. 
For  the  conscientious  practitioner,  the  diag- 
nosis is  not  an  end,  but  rather  the  beginning 
of  a detailed,  expensive  investigation  which 
is  not  entirely  without  risk.^  For  the  pa- 
tient, the  finding  of  an  elevated  blood  pres- 
sure may  mean  major  vascular  surgery  or 
years  of  therapy  with  costly  medications  well 
known  for  their  unpleasant  and  even  dan- 
gerous side-effects.  The  decision  to  start 
down  this  long  road  of  diagnosis  and  therapy 
is  often  based  solely  on  blood  pressure  deter- 
minations measured  indirectly  with  a sphyg- 
momanometer. The  accuracy  of  this  meth- 
od has  been  challenged  by  numerous  work- 
ers.2. 3. 4. 5 Although  some  discrepancies  be- 
tween the  indirect  and  direct  pressures  do 
occur  in  any  large  series,  by  and  large,  the 
indirect  method  is  amazingly  accurate.^-  ® 
There  are,  however,  certain  situations  in 
which  the  cuff  pressure  is  more  likely  to  be 
in  error.®  Ordinarily,  these  discrepancies 
are  of  no  clinical  significance,  but  when  the 
indirect  reading  indicates  hypertension  in 
these  situations,  it  behooves  the  physician  to 
determine  the  true  blood  pressure  before  ini- 
tiating the  diagnostic  and  therapeutic  proce- 
dures alluded  to  above. 

For  this  reason  we  began  performing 
brachial  artery  puncture  for  direct  pressure 
determination  on  selected  patients  in  whom 
cuff  pressure  had  indicated  hypertension. 
Initially,  we  included  obese  patients  with 
normal  fundi,  heart  size,  and  kidney  func- 
tion ; and  elderly  patients  with  poorly  com- 
pressible brachial  arteries  due  to  Moncke- 
berg’s sclerosis.  Subsequently  we  extended 
the  technique  to  the  performance  of  Regitine, 
cold  pressor,  benzodioxane,  histamine,  and 
angiotensin  tests,  since  many  of  these  proce- 
dures performed  in  the  conventional  manner 
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seemed  to  us  unsatisfactory.  In  many  cases, 
inadequate  attention  had  been  paid  to  tim- 
ing the  blood  pressure  readings,  which  were 
frequently  sporadic,  variable,  and  difficult 
to  interpret.  Accounting  in  part  for  this  dif- 
ficulty are  the  facts  that  hurried,  repetitive 
determination  of  rapidly  changing  blood 
pressure  is  likely  to  lack  accuracy,"^  and  that 
pressure  changes  in  some  cases  may  be  so 
transient  that  they  are  missed  by  the  indirect 
method. 

Methods  and  Materials 

Thus  far,  thirty  patients  with  hyperten- 
sion have  been  subjected  to  direct  arterial 
puncture.  All  studies  were  performed  in  the 
Cardiac  Laboratory.  For  comparison  of  di- 
rect and  indirect  pressures,  it  was  decided 
that  the  indirect  pressure  in  one  arm  should 
be  compared  to  direct  pressure  in  the  oppo- 
site brachial  artery  for  two  reasons;  (1)  it 
seemed  possible  that  the  arteriospasm 
caused  by  an  indwelling  brachial  arteiy 
needle  might  alter  the  indirect  reading,  and 
(2)  it  was  feared  that  compression  of  a 
traumatized,  spastic  brachial  artery  contain- 
ing a foreign  object  might  increase  the  inci- 
dence of  thrombotic  occlusion  of  the  vessel. 
Thus,  indirect  pressure  was  determined  in 
both  arms  by  means  of  a mercury  manometer 
with  the  patient  supine.  After  bilateral 
equality  of  the  indirect  pressure  was  as- 
sured a #18  Cournand  needle  was  placed  in 
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one  brachial  artery  while  the  cuff  was  left 
on  the  opposite  arm.  The  needle  was  then 
attached  through  sterile,  large  bore,  poly- 
ethylene tubing  and  stopcocks  to  a Statham 
P23Db  strain  gauge*  filled  with  heparin- 
ized 5 per  cent  glucose  in  water  and  connect- 
ed to  an  Electronics  for  Medicine  oscillo- 
graphic recorder.f  The  antecubital  fossae 
of  both  arms  were  maintained  at  the  same 
level  and  were  used  as  the  zero  reference. 
The  gauge  was  calibrated  before  each  pro- 
cedure against  the  same  mercury  mano- 
meter used  to  measure  the  indirect  pres- 
sure. Heparinized  5 per  cent  glucose  in 
water,  contained  in  a pressurized  poly- 
ethylene bag  connected  to  the  system  through 
one  of  the  stopcocks,  was  used  to  flush  the 
indwelling  needle  periodically.  Direct  ar- 
terial pressure  was  registered  on  the  record- 
er while  simultaneous  indirect  pressures 
were  determined.  For  the  performance  of 
cold  pressor,  Regitine,  benzodioxane,  hista- 
mine and  angiotensin  tests,  essentially  the 
same  procedure  was  followed,  with  the  ex- 
ception that  an  indwelling  needle  was  placed 
in  a vein  in  the  same  arm  as  the  arterial 
needle,  and  its  patency  was  maintained  with 
a slow  drip  of  5 per  cent  glucose  in  water. 
Except  for  brief  periods  necessary  to  flush 
the  ai’terial  needle,  the  pressure  was  mon- 
itored continuously  on  the  oscilloscope  and 
recorded  at  a slow  paper  speed  (2.5  or  5 
mm/sec).  Once  a stable  baseline  was  as- 
sured, the  patient’s  other  hand  was  im- 
mersed in  cold  water  or  the  appropriate  drug 
was  injected  into  the  intravenous  tubing, 
unbeknown  to  the  patient.  A marker  on  the 
recorder  indicated  the  exact  onset  of  the 
test.  The  recording  was  continued  until 
control  pressures  were  regained. 

Results 

Obesity 

Direct  arterial  pressure  measurement  in 
the  majority  of  obese  patients  studied  con- 
firmed the  existence  of  hypertension.  The 
diagnostic  work-up  was  completed  and  ap- 
jiropriate  therapy  was  initiated.  A few  pa- 
tients, however,  were  found  to  have  def- 
initely normal  direct  arterial  pressure  while 

*Statham  Transducers,  Inc.,  Hatorey,  Puerto  Rico. 

fElectronics  for  Medicine,  Inc.,  White  Plains,  N.Y. 


simultaneously  recorded  indirect  pressure  in- 
dicated hypertension.  These  patients  were 
spared  the  expense  and  risk  of  further  study 
and  therapy. 

Elderly  Patients  With  Monckeberg’s 
Sclerosis  of  the  Brachial  Arteries 

Our  interest  in  this  type  of  patient  was 
stimulated  by  an  81  year  old  man  with 
congestive  heart  failure  and  medial  arteri- 
osclerosis whose  Korotkoff  sounds  were  au- 
dible between  180  and  110  mm  Hg.  Direct 
arterial  pressure  was  131/57  mm  Hg  and 
the  admitting  diagnosis  of  hypertensive 
heart  disease  was  abandoned.  It  occurred 
to  us  that  systolic  hypertension  with  or  with- 
out diastolic  hypertension  in  elderly  patients 
might  in  some  cases  be  due  to  artifactual  ele- 
vation of  the  indirect  pressure  because  of 
incompressibility  of  the  sclerotic  brachial 
arteries.  A small  pilot  study  has  shown  that 
the  indirect  pressure  is  accurate  in  many 
elderly  patients  with  systolic  or  diastolic  hy- 
pertension or  both,  but  in  some  patients  there 
is  indeed  a significant  discrepancy.  (A 
more  complete  study  is  under  way  and  will 
be  reported  later).  Because  of  the  in- 
creased incidence  of  renal  vascular  hyperten- 
sion due  to  arteriosclerotic  narrowing  of  the 
renal  arteries  in  older  patients  and  the  fav- 
orable surgical  cure  rate  of  this  type  of  hy- 
pertension,® it  is  essential  that  an  attempt 
be  made  to  establish  the  correct  etiologic 
diagnosis.  Our  experience  would  suggest 
that  in  patients  with  Monckeberg’s  sclerosis, 
an  apparent  elevation  of  diastolic  pressure 
should  be  documented  by  direct  arterial  punc- 
ture before  a diagnostic  work-up  is  initiated. 

Cold  Pressor,  Regitine,  Benzodioxane, 
Histamine  and  Angiotensin  Tests 

Direct  arterial  pressure  monitoring  proved 
such  a valuable  modification  for  the  per- 
formance of  these  tests  that  at  the  present 
time  we  use  this  method  almost  exclusively. 
(Fig.  1).  An  adequate  baseline  pressure  is 
indicated  by  stability  of  the  systolic  and 
diastolic  levels  on  the  monitor,  and  the 
blood  pressure  response  to  the  test  procedure 
is  immediately  apparent.  Control  and  ex- 
perimental pressures  are  recorded  perma- 
nently without  interruption.  Both  the  exact 
degree  of  pressure  change  and  the  exact 
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Figure  1.  Direct  arterial  pressure  recordings  showing  a histamine  test  (A)  and  a Regitine  test  (B).  An 
adequate  dose  of  histamine  is  signified  by  the  initial  drop  in  pressure.  The  test  is  negative  because  the  rise  in 
pressure  did  not  exceed  that  observed  during  a previously  performed  cold  pressor  test.  The  fall  in  pressure 
of  20/12  mm  Hg  after  Regitine  injection  also  represents  a negative  test.  (Paper  speed:  .5  mm/second). 


time  relationships  are  apparent  on  the  re- 
cordings. Close  observation  of  the  monitor 
frequently  gives  evidence  concerning  the 
adequacy  of  the  test.  For  example,  an  ade- 
quate dose  of  histamine  is  confirmed  by  an 
initial  fall  in  pressure  easily  detected  on 
the  oscilloscope.  (Fig.  lA).  If  several  tests 
are  indicated,  (for  example,  cold  pressor, 
histamine  and  angiotensin  tests),  they  are 
performed  at  one  sitting,  thus  avoiding 
multiple  arterial  punctures.  In  the  event  of 
an  unforeseen  reaction,  the  blood  pressure 
can  be  continuously  monitored  while  cor- 
rective measures  are  being  taken.  The 
performance  of  the  tests  in  the  Cardiac  Lab- 
oratory, where  emergency  drugs  as  well  as 
special  resuscitative  equipment  are  kept, 
provides  an  added  safeguard  not  available  on 
the  usual  hospital  ward. 

A case  illustrating  the  benefits  of  this  tech- 
nique is  that  of  a 42-year-old  moderately 
obese  negro  female  with  hypertension  of 
one  year’s  duration.  Although  antihyperten- 
sive drugs  had  been  discontinued  several 
months  previously,  the  patient  had  continued 
to  take  amitriptyline  hydrochloride*,  a cen- 
trally acting  antidepressant.®  Other  than 
a blood  pressure  of  170/104  mm  Hg,  there 
were  no  pertinent  physical  findings.  A 
complete  laboratory  investigation  of  her 
hypertension  was  negative  except  for  evi- 
dence of  mild  diabetes  mellitus.  Direct  ar- 
terial puncture  for  the  purpose  of  perform- 
ing a regitine  test  revealed  an  intra-arterial 
pressure  of  171/104.  Four  minutes  after  the 
intravenous  injection  of  5 mg  of  phentola- 
mine  methanesulfonite,**  the  blood  pres- 


sure had  dropped  to  61/47  and  the  patient 
complained  of  dyspnea,  chest  pain,  and  ap- 
prehension. Oxygen  was  administered  and 
an  infusion  of  levarterenol  bitartrate,***  4 
mg  in  500  ml  of  glucose  in  water  was  begun. 
Almost  immediately  the  pressure  rose  to 
250/152  mm  Hg  and  the  patient  complained 
of  headache.  Intravenous  injection  of  an 
additional  5 mg  of  phentolamine  methane- 
sulfonate  lowered  the  pressure  to  control 
levels  where  it  remained  during  an  hour  of 
observation.  Subsequently,  a presacral  pneu- 
mogram and  analysis  of  four  24  hour  urine 
collections  for  vanillyl  mandelic  acid  failed 
to  confirm  the  existence  of  a catechol-produc- 
ing tumor.  Aortography  was  suggested  but 
was  refused  by  the  patient. 

Whether  the  positive  response  to  Regitine 
was  due  to  a pheochromocytoma  or  to  ami- 
triptyline therapy  thus  remains  undeter- 
mined. It  is  clear,  however,  that  the  per- 
formance of  the  test  as  described  above  al- 
lowed immediate  recognition  of  the  fall  in 
blood  pressure  and  prompt  institution  of  ap- 
propriate measures.  The  dramatic  response 
to  levarterenol  was  at  once  obvious  and  treat- 
ed without  delay.  Throughout  this  entire 
period,  arterial  pressure  was  permanently 
and  accurately  recorded  without  interrup- 
tion. If  the  test  had  been  performed  in  the 
conventional  manner  at  the  bedside,  it  is 
doubtful  that  the  untoward  reaction  would 
have  been  managed  as  efficiently  or  that  the 
blood  pressure  response  would  have  been 

•Elavilg  HCL  ; Merck,  Sharpe  & Dohme 
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***Levophedg  bitartrate;  Winthrop  Laboratories 


92 


Nebraska  S.  M.  J. 


recorded  accurately  in  the  excitement  which 
followed  its  initial  precipitous  drop. 

Complications 

No  complications  or  untoward  reactions 
have  been  encountered  in  the  thirty  pa- 
tients included  in  this  study.  Post-puncture 
bleeding  has  been  avoided  by  careful  atten- 
tion to  hemostasis  before  the  patients  leave 
the  laboratory  and  arterial  thrombosis  has 
not  occurred. 

Summary  and  Conclusions 

Although  conventional  clinical  blood  pres- 
sure readings  closely  approximate  true  ar- 
terial pressure  in  the  majority  of  cases, 
there  are  notable  exceptions.  Indirect  blood 
pressure  determination  is  less  likely  to  be 
accurate  in  extremely  obese  individuals;  in 
those  with  severe  Monckeberg’s  sclerosis; 
and  when  hurried,  repetitive  readings  are 
performed  to  monitor  rapid  changes  in  pres- 
sure. Since  an  erroneous  diagnosis  of  hyper- 
tension may  lead  to  unnecessary  and  even 
hazardous  diagnostic  and  therapeutic  pro- 
grams, it  behooves  the  physician  to  verify 
the  accuracy  of  the  indirect  readings  if,  for 
any  reason,  their  validity  is  in  doubt.  To- 
ward this  end,  we  would  recommend  brachial 
artery  puncture  as  a simple,  safe  and  reli- 
able tool  for  the  determination  of  direct  ar- 
terial pressure  when  the  sphygmomano- 
metric  diagnosis  of  hypertension  is  in  ques- 


tion. By  this  means,  we  have  been  able  to 
disprove  the  clinical  diagnosis  of  hyperten- 
sion in  a small  but  significant  number  of 
selected  patients  who  otherwise  would  have 
been  unnecessarily  subjected  to  extensive 
laboratory  evaluation  and  prolonged  ther- 
apy. In  addition,  we  have  found  direct  pres- 
sure monitoring  a helpful  adjunct  to  the  per- 
formance of  Regitine,  histamine,  benzodiox- 
ine,  cold  pressor  and  angiotensin  tests  and 
would  recommend  its  use  for  the  refined 
execution  of  these  procedures. 
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Carcinoma  of  the  Tongue: 
The  Role  of  Chronic  Irritation 


Chronic  irritation  of  tissue  has 
been  considered  a contributing 
factor  in  cancer  since  the  re- 
port of  Yamagiva  and  Ichikawa^  in  1916. 
Presumed  oral  irritants  are  excessive  use  of 
tobacco  and  alcohol,  poorly  fitted  dentures, 
neglected  oral  hygiene,  syphilis,  and  condi- 
tions associated  -with  deficient  iron  in  the 
serum.  Passalacqua^  mentioned  excessive 
use  of  tobacco,  ingestion  of  hot  drinks,  nu- 
tritional deficiencies,  and  poor  oral  hygiene 
as  possible  causes  of  cancer.  Shedd  and  as- 
sociates® considered  the  heavy-smoking  cir- 
rhotic patient  a likely  candidate  for  oral 
carcinoma.  Martin  and  Koop'*  discussed  ex- 
tensively the  effect  of  avitaminosis  B on 
the  health  of  the  tongue  and  its  relation  to 
precancerous  and  cancerous  lesions. 

Records  of  patients  with  malignant  neo- 
plasms of  the  tongue  at  Charity  Hospital  of 
Louisiana  at  New  Orleans  have  been  exam- 
ined for  possible  predisposing  factors.  Un- 
fortunately, information  about  personal  hab- 
its of  patients  is  not  always  recorded  in  hos- 
pital charts,  and  sometimes  even  an  accurate 
description  of  the  lesion  is  omitted.  Lack 
of  data  prevented  analysis  of  familial  his- 
tory of  carcinoma,  dietary  habits,  or  pres- 
ence of  viral  infections. 

Clinical  Material 

Records  of  220  patients  with  cancer  of  the 
tongue  were  reviewed  among  773,356  total 
admissions  to  Charity  Hospital  of  Louisiana 
at  New  Orleans  from  January,  1952  through 
December,  1962.  Extrinsic  lesions  were  dis- 
carded even  when  they  involved  the  tongue, 
because  their  origin  was  identified  as  the 
alveolar  ridge  on  the  floor  of  the  mouth, 
with  extension  to  the  tongue.  Selected  for 
analysis  were  records  of  197  consecutive  pa- 
tients with  intrinsic  carcinoma  of  the  tongue. 

Distribution  by  Age,  Sex,  and  Race 

The  largest  number  of  patients  for  each 
category  of  race  and  sex  was  in  the  seventh 
decade  of  life  (Table  1).  No  significant 
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difference  in  distribution  by  age  was  found 
between  patients  with  carcinoma  of  the  an- 
terior two  thirds  of  the  tongue  and  carcinoma 
of  the  base  of  the  tongue.  Jacobson®  report- 
ed an  average  age  of  63  years  for  women  and 
59  years  for  men  in  a series  of  227  patients, 
and  Martin  and  associates®  found  the  aver- 
age age  of  556  patients  to  be  58  years.  The 
ratio  of  white  men  to  white  women  in  the 
present  study  was  6 to  1,  of  white  men  to 
Negro  women  3.3  to  1,  of  white  men  to  Negro 
men  was  2.3  to  1,  and  of  Negro  women  to 
white  women,  2 to  1.  In  the  general  hos- 
pital population,  admissions  of  white  men, 
white  women,  and  Negro  men  are  about  the 
same,  but  Negro  women  are  admitted  three 
times  more  often  than  any  of  the  other 
groups. 

Site  of  Lesion 

Lesions  from  the  tip  to  the  vallecula  of 
the  tongue  and  on  the  undersurface  and  floor 
of  the  mouth  have  been  described  as  cancer 
of  the  tongue.  Martin  and  associates®  con- 
sidered the  general  term,  cancer  of  the 

Table  1 

CARCINOMA  OF  THE  TONGUE 
DISTRIBUTION  BY  SEX 
(Charity  Hospital  of  Louisiana  at  New 
Orleans,  1952-1962) 


White  Negro 


(yrs) 

Male 

Female 

Male 

Female 

Total 

31-40 

0 

2 

0 

0 

2 

41-50  

17 

2 

8 

5 

32 

51-60 

24 

4 

13 

6 

47 

61-70 

38 

6 

14 

11 

69 

71-80 

- __  22 

1 

9 

7 

39 

80 

3 

1 

1 

3 

8 

Total 

104 

16 

45 

32 

197 

94 
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tongue,  inadvisable  because  the  floor  of  the 
mouth,  as  a separate  anatomic  structure,  has 
distinctive  clinical  and  anatomic  charac- 
teristics. Only  early  lesions,  before  exten- 
sion, can  be  divided  into  those  of  the  floor 
of  the  mouth  and  those  of  the  undersurface 
of  the  tongue. 

The  present  study  is  confined  to  lesions 
of  the  tongue  from  the  tip  to  the  vallecula, 
excluding  those  which  originated  in  the 
mouth  and  extended  to  the  tongue.  Sites  of 
lesions  were  divided  into  the  anterior  two 
thirds  and  the  posterior  one  third  of  the 
tongue,  on  the  basis  of  the  position  of  the 
lesion  in  relation  to  the  lingual  V formed  by 
the  circumvallate  papillae.  The  initial  sites 
of  extensive  tumors  are  difficult  to  classify. 

In  the  present  study,  67  per  cent  of  the 
lesions  were  on  the  anterior  two  thirds  of  the 
tongue,  30  per  cent  were  on  the  posterior  one 
third,  and  the  other  3 per  cent  affected  both 
parts  of  the  tongue.  This  distribution  agrees 
closely  with  that  of  Martin  and  associates,® 
who  observed  67  per  cent  of  lesions  in  the 
anterior  two  thirds  of  the  tongue  and  33 
per  cent  on  the  base  of  the  tongue.  Marcial,'^ 
however,  found  that  38  per  cent  of  lesions 
affected  the  anterior  two  thirds  of  the 
tongue;  55  per  cent,  the  base;  and  7 per 
cent,  the  entire  tongue.  The  reason  for  the 
the  discrepancy  is  not  clear,  especially  since 
the  anatomic  classification  was  similar,  but 
difficulty  in  examination  may  be  partly 
responsible.  From  diagrams  and  descrip- 
tions in  records  in  the  present  series,  some 
anterior  lesions  seem  to  be  erroneously 
classified  as  posterior  lesions  when  the  ob- 
server neglected  anatomic  classification. 
Since  little  of  the  posterior  one  third  of  the 
tongue  is  visible,  the  patient  who  complains 
of  a sore  on  the  tongue  probably  has  an 
anterior  lesion,  although  it  may  be  far  back 
on  the  visible  surface  of  the  tongue. 

Histopathologic  Characteristics 

Cancer  of  the  tongue  usually  begins  in  the 
surface  epithelium.  The  most  common  path- 
ologic diagnosis  in  the  series  was  squamous 
cell  or  epidermoid  carcinoma.  Squamous  cell 
carcinoma  was  reported  in  about  97  per  cent 
of  patients,  an  incidence  congruous  with  that 
found  by  others.'^-  ® Martin  and  associates®  re- 


ported an  incidence  of  90  per  cent.  Other  tu- 
mors in  present  study  included  one  lympho- 
epithelioma,  one  mucoepidermoid  carcinoma, 
one  lymphosarcoma,  and  two  undifferen- 
tiated neoplasms,  probable  sarcoma.  Many 
tumors  are  poorly  differentiated,  but  most 
of  those  that  were  classified  were  grade  II. 
Both  ulcerative  and  exophytic  tumors  wei’e 
identified. 

Symptoms 

Symptoms  of  early  cancer  of  the  tongue 
were  rarely  distressing  to  the  patient.  Even 
after  discovery  of  a lesion,  the  patient  may 
not  seek  treatment  because  he  has  no  dis- 
comfort and  the  lesions  grow  slowly.  Martin 
and  associates®  attributed  lack  of  pain  in 
patients  with  malignant  lesions  to  the  cover- 
ing of  the  base  of  the  ulcer  by  epithelium. 
Moreover,  symptoms  vary  with  the  position 
of  the  lesion  on  the  tongue.  MacFee®  em- 
phasized that  pain  is  not  likely  to  be  an 
early  symptom  if  the  site  of  the  lesion  is  the 
less  sensitive  posterior  third  of  the  tongue, 
but  in  this  series  pain,  most  frequently  de- 
scribed as  sore  throat,  was  the  most  common 
complaint  of  patients  with  lesions  of  the  pos- 
terior one  third  of  the  tongue. 

Few  patients  had  a single  complaint.  In 
patients  with  lesions  of  the  anterior  two 
thirds  of  the  tongue,  a sore  on  the  tongue  was 
the  most  frequent  symptom  (Table  2).  Pain, 
the  next  commonest  complaint,  was  described 
by  patients  with  advanced  lesions.  Lesions 
of  the  posterior  third  of  the  tongue,  which 
are  not  visible  on  the  patient’s  or  physician’s 
casual  inspection,  are  usually  discovered  at 
a later  stage,  sometimes  after  metastatic 

Table  2 

SYMPTOMS  IN  CARCINOMA  OF  THE  TONGUE 
(133  Patients  at  Charity  Hospital  of 
Louisiana  at  New  Orleans,  1952-1962) 

No  Patients  With 
Carcinoma  of  Tongue 
Anterior  Posterior 
two  thirds  one  third 


SYMPTOMS 

Sore  in  mouth 52*  9 

Pain  30  19 

Growth  in  mouth  19*  2 

Lump  in  neck  8 13 

Dysphagia 4 7 

Bleeding  from  mouth  3 3 

Asymptomatic  lesion 1 0 

Hoarseness  0 1 

None  listed 16  4 

* — Tongue 
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nodes  appear.  Of  the  six  patients  with  le- 
sions that  affected  the  entire  tongue,  three 
had  sores  on  their  tongue,  two  had  difficulty 
swallowing,  and  one  had  pain  in  the  jaw... 
The  average  duration  of  symptoms  was  five 
and  one  half  months. 

Irritants 

Apparently  several  irritants  in  the  oral 
cavity  combine  to  reduce  mucosal  resistance. 

Tobacco.  The  relation  of  tobacco  to  neo- 
plasms of  the  mouth  and  respiratory  tract 
has  been  debated  for  many  years.  The 
form  of  tobacco  used,  amount  of  daily  ex- 
posure, and  duration  of  exposure  all  seem  to 
be  significant.  Obviously,  in  nonsmoking 
patients,  other  causes  must  be  sought. 

Table  3 shows  the  type  of  tobacco  used  by 
patients  in  the  present  study,  according  to 
site  of  lesion.  When  patients  used  several 
forms  of  tobacco,  the  commonest  form  used 
was  recorded.  Plug  tobacco,  for  example. 

Table  3 

CARCINOMA  OF  THE  TONGUE 
TYPE  OF  TOBACCO  USED 
(Charity  Hospital  of  Louisiana  at  New 
Orleans,  1952-1962) 


TYPE  OF  TOBACCO  USED 
Cigarettes — 

Site  of  Lingual  Lesion 
Anterior  Posterior 

two  thirds  one  third 

Total 

light  _ _ 

13 

5 

18 

moderate 

10 

9 

19 

heavy 

5 

2 

7 

amount  unknown  _ 

___  7 

2 

9 

Pipe 

18 

3 

21 

Cigars 

3 

3 

6 

None  . 

8 

1 

9 

Unrecorded  . 

68 

34 

102 

Total  _ 

132 

59 

191 

was  generally  used  with  another  form.  One 
patient  with  an  anterior  lesion  suggested  a 
source  of  irritation  when  he  stated  that  he 
held  his  plug  on  the  same  side  as  the  lesion. 

Of  the  nine  patients  who  did  not  use  tobac- 
co, three  wore  dentures,  and  one  of  these 
thought  the  sore  became  smaller  when  she 
stopped  wearing  her  dentures.  Three  pa- 
tients had  poor  oral  hygiene,  two  were 
edentulous  but  no  mention  was  made  of 
dentures  or  state  of  hygiene,  and  one  had  no 
further  information  listed. 


Alcohol.  Chronic  ingestion  of  alcohol  is 
irritating  to  the  oral  mucosa  and  would  seem 
to  be  a specific  cause  of  carcinoma  of  the 
tongue,  but  the  associated  poor  nutrition  in 
alcoholic  patients  also  affects  the  health  of 
the  tongue.  Moreover,  heavy  drinkers  are 
often  heavy  smokers  and  have  poor  oral  hy- 
giene and  dental  caries.  Difficulty  in  obtain- 
ing accurate  information  about  use  of  al- 
cohol may  explain  apparent  lack  of  corre- 
lation between  use  of  alcohol  and  presence 
of  lesions  in  our  study.  Recorded  data  about 
use  of  alcohol  by  patients  in  the  present 
study  are  classified  in  Table  4. 

Table  4 

CARCINOMA  OF  THE  TONGUE 
AMOUNT  OF  ALCOHOL  USED 
(Charity  Hospital  of  Lousiana  at  New 
Orleans,  1952-1962) 


Site  of  Lingual 
Anterior  Posterior 

two  thirds  one  third 

Lesion 

Entire 

tongue 

Total 

AMOUNT  OF 
ALCOHOL  USED 
None  _ 

. 20 

8 

0 

28 

Light 

. 6 

4 

0 

10 

Moderate  _ _ __ 

12 

6 

1 

19 

Heavy 

. 10 

8 

1 

19 

Known  alcoholic- 

. 3 

2 

0 

5 

Unrecorded 

. 82 

36 

4 

122 

Total 

133 

64 

6 

203 

Oral  and  Dental  Hygiene.  The  health  of 
the  oral  cavity  is  largely  dependent  on  oral 
hygiene,  although  peridontal  disease  some- 
times occurs  despite  good  care.  The  oral 
mucosa  of  patients  with  neoplasms  of  the 
tongue  often  appears  to  have  been  chronical- 
ly irritated;  it  is  extremely  erythematous 
and  atrophic,  and  the  vasculature  is  prom- 
inent. Carious  snags  with  edematous  perio- 
dontal tissue  are  sometimes  evident.  Den- 
tures change  the  color  and  appearance  of 
the  mucosa  beneath  them,  and  ill-fitting  den- 
tures cause  specific  mucosal  ulceration. 

Oral  hygiene  and  dental  disease  seem  to 
be  contributing  causes  only  in  lesions  of 
the  anterior  two  thirds  of  the  tongue.  In 
the  patients  in  the  present  study  with  ade- 
quate records,  39  had  poor  oral  hygiene,  and 
three  had  fair  oral  hygiene.  Eight  patients 
had  carious  teeth,  pyorrhea,  or  periodontal 
disease;  four  mentioned  specific  teeth  as 
causes  of  sores  on  their  tongues;  and  five 
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had  dentures  that  were  ill-fitting  or  caused 
pain. 

Syphilis.  Syphilis  is  more  common  in  pa- 
tients with  carcinoma  of  the  tongue  than 
in  the  general  hospital  population.  In  pre- 
vious studies,  neoplasms  were  believed  to 
originate  in  syphilitic  gummas.  Jacobson® 
found  a positive  correlation  between  syphilis 
and  lingual  cancer.  Table  5 shows  the  fre- 

Table  5 

CARCINOMA  OF  THE  TONGUE 
INCIDENCE  OF  SYPHILIS 
(Charity  Hospital  of  Louisiana  at  New 


Orleans, 

1952-1962) 

SYPHILIS 

No.  Patients 
Anterior 
two  thirds 

With  Lineal 
Posterior 
one  third 

Cancer 

Entire 

ton^e 

Total 

Present 

19 

8 

2 

' 29 

Absent  _ 

88 

38 

3 

129 

Unknown  _ 

26 

12 

1 

39 

Total 

133 

58 

6 

197 

quency  of 

positive 

serologic 

evidence  of 

syphilis  in  our  patients. 

Summary  and  Conclusions 
Records  of  197  patients  with  cancer  of  the 
tongue,  treated  at  Charity  Hospital  of  New 


Orleans,  have  been  reviewed  for  possible  pre- 
disposing factors  of  lingual  cancer.  Present 
knowledge  does  not  identify  a single  specific 
cause  for  carcinoma  of  the  tongue.  Our 
study  suggests  that  contributing  factors  in- 
clude (1)  chronic  irritation  of  mucosa  of 
the  oral  cavity  by  specific  agents,  such  as 
tobacco  and  alcohol,  (2)  poor  nutritional 
status,  and  (3)  poor  oral  hygiene. 
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Welcome,  New  Members 


Egan,  William  P.,  MD Omaha 

Hadley,  Richard  A.,  MD  Omaha 

Hadvorsen,  H.  C.,  MD Lincoln 

Hamsa,  William  R.,  Jr.,  MD Omaha 

Hermanson,  Eugene,  MD  Coleridge 

Hohn,  W.  F.,  MD Lincoln 

McGreer,  John  T.  Ill,  MD  Lincoln 

Moss,  R.  A.,  MD  : Lincoln 

Mundt,  Willis,  MD  Omaha 

Olney,  Richard  C.,  MD  ..Lincoln 

Rigby,  Perry,  MD  .....Omaha 

Schenken,  Jerold  R.,  MD  ..Omaha 

Scott,  John  W.,  MD Omaha 

Smith,  Edgar  H.,  MD  Omaha 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
March  5 — Hastings,  Elks  Club 
March  19  — Broken  Bow,  Elks  Club 
April  2 — Alliance,  Central  High  School 
Building 

April  23  — McCook,  St.  Catherine’s  Hos- 
pital 

CONTINUING  EDUCATION  COURSES 
FOR  PHYSICIANS  — Sponsored  by  the 
University  of  Nebraska  College  of  Medi- 
cine’s Office  of  Continuing  Education: 
March  7 — “Closed  Chest  Cardian  Resus- 
citation (Omaha  Campus) 

March  24  — “Newer  Concepts  of  Hyper- 
tension” (Omaha  Campus) 

April  20-21  — “Disorders  of  Growth” 
(Pediatrics)  (Omaha  Campus) 

May  5 — “Infectious  Disease”  (Omaha 
Campus) 

May  6 — “Current  Concepts  of  Diabetes” 
(Omaha  Campus) 

May  19-20  — “Surgery  and  Trauma” 
(Omaha  Campus) 

ETV  PROGRAMS  FOR  REGISTERED 
NURSES— 

March  1 — Nursing  Care  of  the  Hemi- 
plegic (1  p.m.) 


March  8 — The  Nursing  Care  of  a Patient 
Requiring  a Bird  Respirator  (1  p.m.) 
March  15  — Nursing  Care  of  a Patient 
Requiring  a Pacemaker  (1  p.m.) 

THE  BIG  HEART,  Cardiac  Work  and  Car- 
diac Hypertrophy ; Clinical  Appraisals, 
Therapeutic  Considerations  and  Pathologic 
Correlations  — Baylor  University  College 
of  Medicine,  Houston,  Texas;  Raymond  D. 
Pruitt,  MD,  FACP,  Director.  March  7-11, 
1966. 

DIABETES  INSTITUTE  — The  Colorado 
Diabetes  Association  presents  the  third 
annual  Diabetes  Institute,  at  Aspen,  Colo- 
rado, March  9-13,  1966.  Fee:  $50.  Write 
to : Aspen  Reservation  Bureau,  Community 
Service,  Aspen,  Colorado. 

CURRENT  CONCEPTS  OF  RENAL,  GAS- 
TROINTESTINAL AND  CIRCULATION 
PHYSIOLOGY  — Co-sponsored  by  the 
American  Physiological  Society,  Barbizon- 
Plaza  Hotel,  New  York,  N.Y. ; Daniel  H. 
Simmons,  MD,  FACP,  and  Charles  Klee- 
man,  MD,  FACP,  Co-Directors. 

RURAL  HEALTH  CONFERENCE  — Farm 
and  health  leaders  are  to  meet  March  18- 
19,  1966  at  Colorado  Springs,  in  the 
Broadmoor  Hotel,  for  the  19th  National 
Conference  on  Rural  Health,  sponsored  by 
the  Council  on  Rural  Health  of  the  AMA 
in  association  with  state  medical  associa- 
tions; and  farm,  educational,  and  allied 
health  organizations. 

CONTINUING  EDUCATION  — Closed 
Chest  Resuscitation ; University  of  Nebras- 
ka College  of  Medicine,  at  Eppley  Research 
Institute,  March  8,  1966  (for  physicians, 
9th  for  dentists,  and  10th  for  nurses). 
Info : Continuing  Education,  University  of 
Nebraska  College  of  Medicine,  42nd  and 
Dewey,  Omaha  5. 

MICROCIRCULATION  — Microcirculation 
is  to  be  the  topic  of  discussion  at  the 
Heart  Association  of  Southeastern  Penn- 
sylvania’s Fifth  National  Symposium  to 
be  held  at  the  Philadelphia’s  Sheraton 
Hotel  on  March  10  and  11,  1966.  Write 
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to  Lyle  L.  Perry,  Heart  Association  of 
Southeastern  Pennsylvania,  318  S.  19th 
Street,  Philadelphia,  Pa.  19103. 

NATIONAL  SOCIETY  FOR  THE  PRE- 
VENTION OF  BLINDNESS  — “Vision 
for  the  Space  Age Houston,  Texas,  Rice 
Hotel,  March  24-26,  1966.  Info:  Director 
of  Information  John  D.  Coleman,  16  East 
40th  Street,  New  York  10016. 

BASIC  MECHANISMS  IN  INTERNAL 
MEDICINE,  University  of  Toronto,  Tor- 
onto, Ontario,  Canada;  K.  J.  R.  Wight- 
man,  MD,  FACP,  Director.  March  28- 
April  1,  1966. 

THIRD  AMA  CONGRESS  ON  ENVIRON- 
MENTAL HEALTH  PROBLEMS  — 
Drake  Hotel,  Chicago,  April  4-5,  1966. 
Write  to  AMA,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610;  Depart- 
ment of  Environmental  Health. 

MAYO  CLINIC  AND  FOUNDATION  — 
Clinical  Reviews,  a program  of  lectures 
and  discussions  on  problems  of  general 
interest  in  medicine  and  surgery,  will  be 
presented  on  March  28,  29  and  30,  1966, 
and  will  be  repeated  (they  will  be  iden- 
tical sessions)  on  April  4,  5,  and  6,  1966. 
Write  to  M.  G.  Brataas  (Secretary,  Clini- 
cal Reviews  Committee),  Mayo  Clinic, 
Rochester,  Minnesota. 

Future  Meetings  of  the  American 

College  of  Surgeons — 

CLEVELAND,  OHIO,  March  14-17.  Annual 
4-Day  Sectional  Meeting  for  Doctors  and 
Graduate  Nurses.  Sheraton-Cleveland  and 
nearby  hotels. 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 

Secretary,  American  College  of  Surgeons,  55 

East  Erie  Street,  Chicago,  Illinois  60611. 

SOUTHWEST  SURGICAL  CONGRESS  — 
18th  Annual  Meeting,  Flamingo  Hotel,  Las 
Vegas,  Nevada,  April  18,  19,  20,  and  21, 
1966. 
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SIGHT -SAVING  CONFERENCE  — The 
1966  annual  Sight-Saving  Conference  of 
the  National  Society  for  the  Prevention  of 
Blindness,  Inc.,  will  take  place  from  March 
30  through  April  1,  1966,  at  the  Hotel 
Roosevelt,  New  York,  N.Y.  Write  to  John 
D.  Coleman,  Director  of  Information,  Na- 
tional Society  for  the  Prevention  of  Blind- 
ness, Inc.,  16  East  40th  St.,  N.Y.C. 

ENVIRONMENTAL  HEALTH  — The  Third 
Congress  on  Environmental  Health  Prob- 
lems of  the  AMA  will  be  held  April  4-5 
at  the  Drake  Hotel  in  Chicago.  Write  to 
EHC,  Department  of  Environmental 
Health,  AMA,  535  N.  Dearborn  St.,  Chi- 
cago, Illinois  60610. 

TERATOLOGY  WORKSHOP  — The  Third 
Teratology  Workshop  will  be  held  April 
4-8,  1966  at  Boulder,  Colorado;  it  is  spon- 
sored jointly  by  the  AMA,  the  Teratology 
Society,  and  the  University  of  Colorado, 
with  the  support  of  the  National  Academy 
of  Sciences  - National  Research  Council. 
Write  to  William  Kitto,  MD,  Associate  Di- 
rector, Department  of  Drugs,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

INDUSTRIAL  HEALTH  — The  1966  Amer- 
ican Industrial  Health  Conference  will 
take  place  April  25-28  in  Detroit,  Mich- 
igan. Headquarters  will  be  at  the  Sher- 
aton Cadillac  Hotel,  meetings  in  Cobo  Hall. 
Write  to : American  Industrial  Health 

Conference,  55  East  Washington  Street, 
Chicago,  Illinois  60602. 

ANESTHESIOLOGY  — Third  Annual  Mid- 
west Conference  on  Anesthesiology.  Con- 
tinental Plaza  Hotel,  Chicago,  Illinois, 
April  28-30,  1966.  Write  to  T.  L.  Ash- 
craft, M.D.,  33  East  Cedar  Street,  Chi- 
cago, Illinois  60611. 

POSTGRADUATE  COURSE  IN  LARYN- 
GOLOGY AND  BRONCHOESOPHA- 
GOLOGY  — A postgraduate  course  in 
laryngology  and  bronchoesophagology  will 
be  conducted  by  the  Department  of 
Otolaryngology  of  the  Illinois  Eye  and 
Ear  Infirmary  and  the  College  of  Medi- 
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cine  of  the  University  of  Illinois  at  the 
Medical  Center,  Chicago,  from  March  21 
through  April  2,  1966.  Write  to  the  De- 
partment of  Otolaryngology,  College  of. 
Medicine  of  the  University  of  Illinois  at 
the  Medical  Center,  Postoffice  Box  6998, 
Chicago,  Illinois  60680. 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
the  following  Postgraduate  Education 
Courses  during  1965  and  1966: 

— April  20-23,  1966:  16th  Hahneman 

Symposium,  Arterial  Occlusive  Disease; 
Dr.  Albert  N.  Brest;  Marriott  Motor 
Hotel. 

— December,  1966:  17th  Hahneman  Sym- 
posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 98th  Annual  Session,  May  2-5, 
inclusive,  Cornhusker  Hotel,  Lincoln. 

THE  THIRTEENTH  ANNUAL  MEET- 
ING OF  THE  MID-CENTRAL  STATES 
ORTHOPAEDIC  SOCIETY  — Will  be 
held  May  5-7,  1966,  at  the  Hotel  Cornhusk- 
er, Lincoln.  Write  to  Dr.  Webster  for  fur- 
ther details. 

ARTHRITIS  FOUNDATION  — A two-day 
Postgraduate  Seminar  on  Rheumatic  Dis- 
eases will  be  held  May  6 and  7,  1966  at  the 
A.  B.  Dick  Auditorium  of  Presbyterian- 
St.  Luke’s  Hospital,  1753  West  Congress 
Parkway,  Chicago,  Illinois.  The  Seminar 
is  sponsored  by  The  Illinois  Chapter,  The 
Arthritis  Foundation,  159  North  Dear- 
born, Chicago.  There  will  be  a registra- 
tion fee  of  $20. 

FIRST  INTERNATIONAL  CONGRESS  ON 
SMOKING  AND  HEALTH  — June  5 to 
8,  1966,  at  the  New  York  Hilton  Hotel  in 
New  York  City.  Write  to  the  Congress 
office:  Overseas  Press  Club,  54  West 

40th  Street,  New  York,  N.Y. 

NEBRASKA  RHEUMATISM  ASSOCIA- 
TION TO  MEET  — Creighton  University 
School  of  Medicine  in  Omaha,  Auditorium 


of  the  Eppley  School  of  Business,  May  12, 
1966,  at  1 p.m. 

FIRST  ANNUAL  BIOMEDICAL  LASER 
CONFERENCE  — June  17-18,  Sheraton- 
Boston  Hotel,  Boston,  Massachusetts. 

TENTH  WORLD  CONGRESS  OF  THE  IN- 
TERNATIONAL SOCIETY  FOR  RE- 
HABILITATION OF  THE  DISABLED 
— September  11-17,  1966,  Rhein-Main- 

Hall,  Wiesbaden,  Germany. 

NEBRASKA  CHAPTER  OF  THE  AMERI- 
CAN ACADEMY  OF  GENERAL  PRAC- 
TICE — Scientific  Meeting;  September  15 
and  16,  1966,  Hotel  Cornhusker,  Lincoln, 
Nebraska. 

INTERNATIONAL  CANCER  CONGRESS 
— The  IX  International  Cancer  Congress 
will  be  held  in  Tokyo,  Japan,  from  October 
23-29,  1966.  Write  to  Hirsch  Marks,  MD, 
435  East  57th  St.,  New  York  22,  N.Y. 

The  Military  Dependents' 
Medical  Care 

Basis  for  Payment  Under  Trimester 
Calculation — 

Payment  for  obstetrical  delivery  including 
complete  prepartum  and  post  partum  care 
is  authorized  under  Code  4821  of  the  Medi- 
care Manual  and  Schedule  of  Procedures, 
only  when  the  physician  has  rendered  care 
for  a minimum  of  29  weeks  before  delivery. 
When  the  patient  is  treated  for  less  than  29 
weeks,  an  allowance  is  made  under  Code 
4829  for  delivery  and  4831  for  the  ante- 
partum care.  This  allowance  is  based  on  a 
trimester  calculation,  the  first  trimester  be- 
ing the  first  14  weeks  of  pregnancy.  A maxi- 
mum of  two  visits  is  authorized,  plus  a 
physical  and  history  under  Code  4830.  The 
second  trimester  is  to  include  the  following 
13  weeks,  and  a maximum  of  three  visits  are 
authorized  for  payment.  The  third  tri- 
mester consists  of  the  remaining  weeks  until 
delivery  and,  four  visits  are  authorized. 
However,  if  a doctor  has  not  seen  the  pa- 
tient until  the  third  trimester,  he  may  bill 
for  a complete  physical  examination.  Code 
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4830,  thus  making  a maximum  of  five  vis- 
its during  the  third  trimester.  All  post- 
partum care  is  considered  to  be  included  with 
the  delivery  fee. 

Treatment  for  complications  arising  dur- 
ing pregnancy  is  authorized  for  both  ante- 
partum and  postpartum  care.  When  a 
Cesarean  operation  is  performed,  pajmient 
for  antepartum  care  will  be  allowed  under 
Code  4831. 

Injections  are  authorized;  however,  the 
physician  must  state  on  the  report  that  this 
charge  is  “at  actual  cost  to  physician.”  Oral 
medications  and  creams  are  not  covered  un- 
der the  program  and  are  the  responsibility 
of  the  patient  or  sponsor. 

If  a patient  should  change  physicians  for 
any  reason,  the  physician  may  bill  for  any 
care  rendered  until  that  time,  but  should 
state  the  reason  for  partial  care  on  the 
claim  form. 


THE  MONTH  IN  WASHINGTON 

Washington,  D.C.  — President  Johnson 
has  put  a price  tag  of  about  $4.5  billion  on 
his  fiscal  1967  health  programs,  both  do- 
mestic and  international. 

The  President’s  fiscal  1967  budget,  for  the 
year  beginning  next  July  1,  calls  for  spend- 
ing about  $4.3  billion  on  domestic  health 
programs  under  the  Department  of  Health, 
Education  and  Welfare.  Cost  of  medicare 
benefits  will  be  in  addition  to  this  total  be- 
cause they  will  be  paid  for  by  Social  Se- 
curity taxes. 

Spending  on  domestic  health  programs 
would  have  been  greater  if  some  — such 
as  the  new  heart  disease,  cancer  and  stroke 
program  — had  not  been  cut  back  because 
of  increased  costs  of  the  Vietnam  war.  The 
cutbacks  mainly  were  effected  by  request- 
ing smaller  appropriations  than  Congress 
had  approved.  The  appropriation  requested 
for  the  heart  disease,  cancer  and  stroke 
program  was  only  half  of  the  $90  million 
authorized  by  Congress. 

Johnson  told  Congress  he  would  submit 
international  health  legislation  to: 


— create  an  International  Career  Service 
in  Health ; 

— help  meet  health  manpower  needs  in  de- 
veloping nations; 

— combat  malnutrition; 

— control  and  eradicate  disease; 

— cooperate  in  worldwide  efforts  to  deal 
with  population  problems. 

Johnson  said  the  United  States  must  be 
prepared  to  help  developing  countries  that 
ask  for  aid  in  controlling  population  expan- 
sion. He  said: 

“.  . . population  growth  now  consumes 
about  two  thirds  of  economic  growth  in  the 
less  developed  world.  As  death  rates  are 
steadily  driven  down,  the  individual  miracle 
of  birth  becomes  a collective  tragedy  of 
want.” 

Two  federal  reports  — by  the  President’s 
Council  of  Economic  Advisers  and  the  So- 
cial Security  Administration  — covered  med- 
ical costs  and  overall  national  spending  for 
health  care. 

The  annual  report  of  the  economic  council 
conceded  that  the  “true”  increase  in  medi- 
cal costs  may  have  been  less  than  the  dollar 
increase.  The  report  said: 

“In  the  most  recent  five  years,  medical 
costs  have  risen  less  rapidly  than  during  the 
nineteen-fifties.  This  has  been  due  primar- 
ily to  the  fact  that  prices  of  prescriptions 
and  drugs  have  been  declining.  Also,  the 
increase  in  charges  for  medical  services  — 
including  doctors’  and  dentists’  fees,  eye 
examinations  and  eyeglasses,  and  hospital 
rates  — has  slowed  down  in  comparison  with 
the  earlier  period. 

“The  higher  hospital  and  doctor  charges 
reflected  in  the  consumer  price  index  may 
overstate  the  true  increase  in  the  cost  of 
medical  care  when  account  is  taken  of  the 
rising  effectiveness  of  the  care  received. 
With  the  dramatic  improvements  in  medical 
technology  that  have  taken  place  over  the 
postwar  period,  many  patients  get  more  real 
“services”  from  each  day’s  stay  in  the  hos- 
pital, or  each  visit  to  the  doctor,  than  before.” 

The  Social  Security  Administration  re- 
ported that  the  nation  spent  $36.8  billion  in 
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1964  for  health  care,  almost  tripling  the 
$12.9  billion  spent  in  1950.  Per  capita  ex- 
penditures more  than  doubled  in  the  15 
year  period,  rising  from  $84  to  $191  per 
person. 

Over  90  per  cent  of  the  1964  expenditures 
were  for  health  services  and  supplies.  The 
balance  was  spent  for  medical  research  and 
construction  of  medical  facilities. 

There  was  a considerable  shift  in  method 
of  pajTnent  for  personal  health  services  from 
direct  out-of-pocket  payments  to  third- 
party  payments.  Payments  by  third  parties 
which  include  insurance  benefits,  govern- 
ment payments  and  philanthropic  payments, 
met  slightly  over  one-third  of  the  personal 
health  care  expenditures  in  1950  and  almost 
half  of  these  expenditures  in  1964. 

Government  payments  continued  to  pro- 
vide about  22  per  cent  of  the  funds  for  all 
personal  health  services. 

The  Justice  Department  has  ordered  co- 
ordination of  federal  procedures  to  assure 
that  medical  facilities  and  institutions  of 
higher  learning  which  receive  government 
funds  do  not  practice  racial  discrimination. 

The  Department  of  Health,  Education  and 
Welfare  was  assigned  the  main  responsibili- 
ties, including: 

— Preparing  and  distributing  a compliance 
form  to  be  submitted  by  all  medical  fa- 
cilities and  institutions  of  higher  learn- 
ing which  receive  federal  money,  and 
evaluating  the  submitted  forms. 

— Conducting  periodic  reviews  of  recipients 
and  investigating  any  discrimination 
complaints  against  them. 

— Attempting  to  secure  voluntary  compli- 
ance and  notifying  other  departments 
and  agencies  when  any  such  effort  fails. 

Both  the  American  Medical  Association 
and  the  Food  and  Drug  Administration  have 
warned  the  public  against  interpreting  the 
acquittal  of  the  promoters  of  krebiozen  as 
meaning  it  is  effective  in  the  treatment  of 
cancer. 

A federal  court  jury  in  Chicago  found  the 
promoters  not  guilty  of  fraud. 


“The  results  of  a criminal  proceeding 
should  not  be  interpreted  as  establishing 
efficacy  of  the  alleged  new  drug  called  krebi- 
ozen by  its  promoters,”  the  AMA  said.  Can- 
cer sufferers  should  consult  with  their  physi- 
cians and  not  try  to  determine  for  themselves 
what  is  the  best  course  of  treatment  in  their 
own  individual  cases.” 

“As  far  back  as  1963,  krebiozen  was 
proved  to  be  nothing  more  than  mineral  oil 
and  creatine,  a common  laboratory  chemical,” 
the  FDA  said.  “That  scientific  judgment 
still  stands.  The  FDA  will  carry  out  its  re- 
sponsibility to  the  public  by  doing  what- 
ever will  be  necessary  to  keep  krebiozen  out 
of  interstate  commerce.  We  will  do  this  as 
a life-saving  activity.  Each  day  a person 
with  treatable  cancer  relies  upon  krebiozen 
is  a day  that  brings  him  closer  to  death.” 


Drug  Abuse  Control  Amendments 

Drug  Abuse  Regulations  Are  Now  in  Effect; 

Impact  on  Most  Physicians  Will  Be  Small — 

Chicago  — The  Drug  Abuse  Control 
Amendments  of  1965,  providing  for  federal 
regulation  of  the  manufacture,  distribution, 
and  possession  of  depressant  and  stimulant 
drugs,  went  into  effect  February  1. 

Its  provisions,  which  have  chiefly  to  do 
with  maintaining  records,  have  little  effect 
on  most  practicing  physicians.  Record-keep- 
ing is  required  only  of  the  small  minority  of 
practitioners  who  “regularly  dispense”  to 
their  patients  drugs,  named  in  the  law  and 
the  implementing  regulations,  for  which  the 
patients  are  charged  either  separately  or  to- 
gether with  charges  for  other  professional 
seiwices.  Physicians  who  occasionally  dis- 
pense such  drugs  in  emergency  or  special 
situations  are  not  required  to  maintain  spe- 
cial records.  Restrictions  on  the  issuing  and 
renewal  of  prescriptions  for  controlled  drugs 
apply  to  all  doctors. 

Drugs  covered  by  the  law  include  barbitu- 
rates, amphetamines,  and  others  which  have 
a potential  for  abuse  because  of  their  de- 
pressant or  stimulant  effect  on  the  central 
nervous  system  or  because  of  their  hallucino- 
genic effect.  Not  covered  are  narcotic  drugs 
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— opium,  morphine,  marijuana,  etc.  — which 
are  regulated  under  another  statute. 

The  purpose  of  the  law  is  accomplished 
primarily  by  monitoring  the  distribution  of 
the  drugs  from  raw  bulk  supplies  held  by 
manufacturers. 

The  responsibility  for  maintaining  the 
records  which  permit  such  monitoring  falls 
chiefly  upon  drug  manufacturers  and  pro- 
cessors and  their  suppliers,  wholesale  drug- 
gists, licensed  pharmacists,  hospitals,  clinics, 
public  health  agencies,  research  laboratories 
and  educational  institutions  that  use  the 
drugs  in  research,  teaching,  and  analysis. 

Physicians  who  must  establish  and  main- 
tain records  are  specifically  identified  by 
Food  and  Drug  Administration  (FDA)  regu- 
lations. They  are: 

“Practitioners  . . . who  regularly  en- 
gage in  dispensing  any  such  drug  or 
drugs  to  their  patients  for  which  the 
patients  are  charged,  either  separately 
or  together  with  charges  for  other  pro- 
fessional services.” 

The  regulations  exempt  most  practition- 
ers from  record-keeping  by  stating: 

“The  maintaining  of  small  supplies 
of  these  drugs  for  dispensing  or  ad- 
ministering in  the  course  of  professional 
practice  in  emergency  or  special  situa- 
tions (for  example,  as  a stopgap  meas- 
ure to  tide  patients  over  until  a regu- 
lar supply  of  drugs  can  be  obtained  by 
prescription  from  a pharmacy,  or  dis- 
pensing as  trial  doses  to  patients),  will 
not  be  considered  as  regularly  engaged 
in  dispensing  for  a fee.” 

Thus,  the  physician  who  maintains  a small 
supply  of  the  controlled  drugs,  for  dispens- 
ing in  conjunction  with  house  calls  or  emer- 
gency office  visits,  does  not  have  to  keep 
records  of  the  drugs  if  the  drugs  are  dis- 
pensed only  in  emergency  or  stopgap  situa- 
tions. Neither  does  the  physician  have  to 
maintain  records  of  samples  distributed  by 
detailmen  if  the  samples  are  disposed  of  by 
dispensing  “occasionally”  (for  example,  as 
starter  doses).  The  detailman,  as  a repre- 
sentative of  the  manufacturer,  must  keep  a 
record  of  all  samples  distributed. 


Those  physicians  who  “regularly  dispense” 
controlled  drugs,  and  thus  must  keep  rec- 
ords, are  required  to : 

— Prepare  a complete  and  accurate  inven- 
tory of  stocks  on  hand  as  of  February  1, 
1966,  and  keep  this  record  for  at  least  three 
years. 

— From  February  1,  1966,  onward,  pre- 
pare and  keep  a record  of  all  depressant  and 
stimulant  drugs  defined  in  the  law  which 
are  received  and  dispensed.  In  the  record 
must  be  included : for  stimulant  and  depres- 
sant drugs  received  — the  kind  and  quan- 
tity of  the  drug,  the  name,  address,  and  the 
FDA  registration  number  of  the  person  from 
whom  it  was  received,  and  the  date  of  the 
transaction ; for  stimulant  and  depressant 
drugs  dispensed  — the  kind  and  quantity  of 
the  drug  dispensed  or  otherwise  disposed  of, 
the  name  and  address  of  the  person  obtaining 
the  drug,  and  the  date  of  the  transaction.  The 
records  must  be  kept  at  least  three  years 
unless  state  laws  require  a longer  period. 
In  most  instances  the  wholesaler  or  manu- 
facturer invoice  is  adequate  for  a receipt  rec- 
ord, provided  the  necessary  information  is 
included. 

— Maintain  all  records  open  to  inspection 
at  reasonable  times  by  properly  identified 
FDA  inspectors. 

Provisions  of  the  law  which  all  physicians 
must  observe  are  those  involving  prescrip- 
tions : 

— Prescription  orders  for  stimulant  and 
depressant  drugs  must  bear  the  name  and 
address  of  the  patient  and  the  date  of  issue. 
It  also  must  be  signed  by  the  prescriber;  the 
physician  may  give  the  prescription  order 
by  telephone  or  by  direct  oral  instructions 
if  the  oral  order  is  followed  by  a written, 
signed  order. 

— No  prescription  order  can  be  renewed 
more  than  five  times,  and  no  prescription 
order  can  be  dispensed  or  renewed  more  than 
six  months  after  the  date  of  issue.  After 
five  renewals  or  six  months,  the  physician 
may  issue  a new  prescription  but  cannot 
give  authorization  for  refilling  the  old  order. 
These  requirements  apply  to  all  prescriptions 
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as  of  February  1,  1966,  regardless  of  the 
date  of  issue. 

Penalties  for  failure  to  comply  with  the 
Drug  Abuse  Control  Amendments  of  1965, 
otherwise  known  as  Public  Law  89-74,  in- 
clude both  fine  and  imprisonment. 


Announcemen+s 

Pregnancy  and  Childbirth  on  TV — 

The  story  of  pregnancy  and  childbirth 
from  preconception  through  infant  care  is 
told  in  a 12-part  television  series  soon  to  be- 
gin appearing  on  the  Nebraska  Education 
Television  Network. 

“Nine  to  Get  Ready”  is  the  title  of  the 
series,  which  was  filmed  in  the  University 
of  Nebraska  Medical  Center  in  Omaha,  and 
eventually  will  be  shown  on  National  Educa- 
tion Television  stations. 

The  series  will  premier  March  1 at  9 p.m., 
and  also  will  be  shown  each  Thursday  at 
1 p.m.,  on  KUON-TV,  Channel  12,  Lincoln, 
and  KLNE-TV,  Channel  3,  Lexington,  Nebr. 

Two  actual  births,  one  vaginal  and  one 
cesarean,  are  shown  in  the  series. 

The  scripts  were  prepared  by  members 
of  the  Department  of  Obstetrics  and  Gyne- 
cology* at  the  University  of  Nebraska  Col- 
lege of  Medicine.  The  KUON-TV  staff 
filmed  and  produced  the  series  under  a 14- 
thousand-dollar  grant  from  the  Nebraska 
State  Health  Department’s  Division  of  Ma- 
ternal and  Child  Health. 

Conference  on  Narcotic  Addiction — 

A conference  on  the  growing  problem  of 
narcotic  addiction  will  be  held  March  24-25 
at  the  Sherman  House  in  Chicago,  Illinois. 
It  is  sponsored  by  the  Illinois  State  Medical 
Society,  with  cooperating  organizations  in- 
cluding the  AMA,  Chicago  Medical  Society, 
Illinois  Pharmaceutical  Association,  Illinois 
Department  of  Mental  Health,  Chicago  De- 
partment of  IMental  Health,  U.  S.  Bureau 
of  Narcotics,  Illinois  Division  of  Narcotics 
Control,  and  the  Council  on  the  Understand- 
ing and  Rehabilitation  of  Addicts.  The  con- 
ference is  open  on  a reservation  only  basis; 


write  to  Paul  Swarta,  Coordinator,  Confer- 
ence on  Narcotic  Addiction,  c/o  Illinois  State 
Medical  Society,  360  North  Michigan,  Chica- 
go, Illinois  60601. 

Nebraska  Rheumatism  Association  to  Meet — 

The  Nebraska  Rheumatism  Association 
will  hold  its  annual  scientific  program  at  the 
Creighton  University  School  of  Medicine  in 
Omaha,  on  May  12,  1966,  at  1 :00  p.m.,  in 
the  auditorium  of  the  Eppley  School  of  Busi- 
ness. 

Dr.  \"ernon  Ward  of  Keaimey  is  president 
of  the  organization  this  year.  Dr.  Lee  Hol- 
lander of  the  University  of  Pennsylvania  will 
discuss  inflammation;  Dr.  William  Robin- 
son of  the  University  of  Michigan  will  speak 
on  joint  manifestations  of  systemic  diseases; 
Dr.  -James  Walch  of  Creighton  University 
will  talk  on  metabolic  aspects  of  rheumatoid 
arthritis,  and  Dr.  Walt  Weaver  of  the  Uni- 
versity of  Nebraska  College  of  Medicine 
will  present  and  discuss  patients  with  clas- 
sical rheumatoid  spondjditis. 

Mid-West  Elects — 

At  the  annual  business  meeting  of  the 
Omaha  Mid-West  Clinical  Society,  newly 
elected  officers  were  as  follows : 

President  — Dr.  Harry  H.  McCarthy 

President-Elect  — Dr.  Henry  J.  Lehnhoff, 
Jr. 

Secretaiy  - Treasurer  — Dr.  William  J. 
Reedy 

Director  of  Clinics  — Dr.  John  D.  Coe 

Assistant  Director  of  Clinics  — Dr.  Theo- 
dore L.  Perrin 

New  Appointments  at  Lederle — 

Pearl  River,  N.Y.  — Dr.  Earl  H.  Dear- 
born has  been  appointed  Assistant  Director 
of  Research  and  five  other  scientists  have 
been  named  to  new  research  posts  at  Lederle 
Laboratories,  a Division  of  American  Cyana- 
mid  Company. 

Dr.  Dearborn  previously  headed  Lederle’s 
experimental  therapeutics  research  section. 
He  has  been  affiliated  with  the  company  since 
1956.  He  was  formerly  professor  and  chair- 
man of  the  department  of  pharmacologj'  at 
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Boston  University  Medical  School  and  later 
served  as  assistant  professor  of  pharma- 
cology at  Johns  Hopkins  University. 

Other  appointees  are:  Dr.  Brian  Hutch- 
ings, Dr.  Ira  Ringler,  Dr.  Karl  Benitz,  Dr. 
Harold  White,  and  Dr.  James  Smith,  Jr. 

Medical  Officer  Wanted — 

The  Minneapolis  Post  Office  has  an- 
nounced a vacancy  for  the  position  of  Medical 
Officer. 

The  duties  of  the  position  are  to  operate 
the  Medical  Facility  and  provide  employee 
health  services  in  the  Minneapolis  Post  Of- 
fice. 

The  beginning  salary  ranges  from  $11,599 
to  $14,632  per  annum. 

This  position  carries  all  the  benefits  of 
the  Federal  Civil  Service  — periodic  pay  in- 
creases, 21/2  to  5 weeks  paid  vacation  each 
year,  generous  sick  leave  provisions,  low- 
cost  life  insurance  and  health  plans,  and  an 
excellent  retirement  program. 

Applicants  must  be  citizens  of  the  United 
States  and  graduates  of  an  approved  medical 
school,  with  a degree  of  doctor  of  medicine, 
and  must  be  licensed  to  practice. 

Application  forms  may  be  obtained  from 
the  Board  of  Examiners,  U.S.  Civil  Service 
Commission,  Room  432,  Main  Post  Office, 
Minneapolis,  Minnesota  55401. 

Hypertension — 

Omaha  — Dr.  Carlos  R.  Ayers  of  the  Uni- 
versity of  Virginia  School  of  Medicine  is 
guest  lecturer  for  a physicians’  continuing 
education  course  on  the  “Newer  Concepts  of 
Hypertension.”  The  course,  scheduled  on 
Thursday,  March  24,  will  be  at  the  Univer- 
sity of  Nebraska  College  of  Medicine. 

An  assistant  professor  of  medicine  at  the 
University  of  Virginia,  Dr.  Ayers  will  con- 
sider “the  use  of  plasma  renin  in  the  diag- 
nosis of  hypertension”  and  “the  use  of  uni- 
lateral renal  excretory  function  in  the  diag- 
nosis of  hypertension.”  Other  sessions  dur- 
ing the  course  will  be  given  by  College  of 
Medicine  faculty  members. 


Dr.  Albert  Carr,  instructor  in  internal 
medicine,  is  course  coordinator.  The  course 
is  offered  by  the  Office  of  Continuing  Edu- 
cation and  the  Department  of  Internal  Medi- 
cine at  the  medical  college. 

Course  participants  are  eligible  for  six 
hours  of  Category  I Credit  with  the  Ameri- 
can Academy  of  General  Practice.  Fee  is 
$20. 

Inquiries  and  registrations  may  be  made 
through  the  Office  of  Continuing  Education, 
University  of  Nebraska  College  of  Medicine, 
42nd  and  Dewey  Ave.,  Omaha,  Nebr.  68105. 

Nebraska  Internists  Schedule  Scientific  Meeting — 

The  American  College  of  Physicians 
(ACP)  will  hold  a regional  meeting  for  in- 
ternists in  Nebraska  on  March  5. 

The  meeting  will  be  held  in  Lincoln,  Nebr., 
at  the  Cornhusker  Hotel,  with  scientific  pre- 
sentations on  various  aspects  of  internal 
medicine,  including  new  concepts  in  heart 
disease  and  cancer. 

The  regional  meeting  is  one  of  29  scien- 
tific seminars  sponsored  each  year  by  the 
ACP  throughout  the  United  States  and 
Canada.  It  serves  to  help  keep  College  mem- 
bers in  Nebraska  abreast  of  developments  in 
the  basic  sciences  and  clinical  medicine.  The 
ACP  represents  nearly  13,000  specialists  in 
internal  medicine. 

Edward  C.  Rosenow,  Jr.,  MD,  Philadel- 
phia, Pa.,  ACP  Executive  Director,  will  be 
the  special  guest. 

The  meeting  is  under  the  direction  of  Hen- 
ry J.  Lehnhoff,  Jr.,  MD,  Omaha,  Nebr.,  ACP 
Governor  for  Nebraska  and  Professor  of  In- 
ternal Medicine  at  the  University  of  Ne- 
braska School  of  Medicine. 

Write  to  Henry  J.  Lehnhoff,  Jr.,  MD,  720 
Doctors  Building,  Omaha,  Nebraska. 

Pediatrics  Course — 

Omaha  — Cancers  and  other  disorders  in 
growth  in  children  will  be  discussed  at  a 
pediatrics  course  for  physicians  April  20-21, 
at  the  University  of  Nebraska  College  of 
Medicine. 
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Dr.  Allan  L.  Drash,  assistant  professor  of 
pediatrics  at  Johns  Hopkins  School  of  Medi- 
cine, and  Dr.  Robert  M.  McAllister,  associate 
professor  of  pediatrics  at  the  University  of-- 
California,  will  be  the  guest  lecturers  at 
the  course  in  the  Eppley  Cancer  Institute. 

Dr.  Drash  will  discuss  “differential  diag- 
nosis of  the  child  with  short  stature”  and 
“medical  management  of  the  short  child.” 

Dr.  McAllister  will  discuss  “present 
status  of  possibility  of  viral  etiologj’  in 
childhood  malignancies”  and  “diagnosis  and 
treatment  of  malignancies  at  Los  Angeles 
Childrens  Hospital.”  He  will  also  partici- 
pate in  two  panel  discussions. 

The  “Disorders  of  Growth”  course  is  spon- 
sored by  the  University  of  Nebraska  College 
of  Medicine  and  the  Division  of  Maternal 
and  Child  Health,  Nebraska  State  Depart- 
ment of  Health.  Course  coordinators  are 
Dr.  Gordon  E.  Gibbs,  professor  and  chairman 
of  the  department  of  pediatrics  at  the  Col- 
lege of  Medicine,  and  Dr.  Henry  M.  Lemon, 
director  of  the  Eppley  Cancer  Institute. 

Fee  for  the  two-day  course  is  $40.  Regis- 
trations may  be  made  through  the  Office  of 
Continuing  Education,  University  of  Ne- 
braska College  of  Medicine,  42nd  and  Dewey 
Ave.,  Omaha,  Nebr.  68105. 

Vascular  Disease — 

The  Albert  Einstein  Medical  Center  of 
Philadelphia  will  hold  a three  day  symposium 
on  vascular  disease  March  28-30,  1966,  at 
the  Bellvue-Stratford  Hotel  in  Philadelphia. 
Five  hundred  physicians  are  expected  to  at- 
tend ; 38  papers  will  be  presented ; there  will 
be  35  participants.  Topics  to  be  discussed 
will  include  diagnostic  procedures,  obstruc- 
tive and  inflammatory  diseases  of  venous 
and  lymphatic  systems,  aneurysm,  arterial 
embolism,  coagulation  and  biophysical  as- 
pects of  vascular  disease,  renovascular  hy- 
pertension, and  extracranial  cerebrovascular 
disease.  Moderators  will  include  Doctors 
Michael  DeBakey,  Paul  Owren,  Irvine  Page, 
Charles  Rob,  Israel  Steinberg,  and  Travis 
Winsor. 

The  registration  fee  is  $30.  Write  to 
Aaron  D.  Bennett,  MD,  Symposium  Office, 


Albert  Einstein  Medical  Center,  York  and 
Tabor  Rds.,  Philadelphia,  Pa.  19141. 

Grants  for  Geriatric  Study — 

New  York,  N.Y.  — The  American  Geri- 
atrics Society  recently  announced  the  re- 
newal of  three  $1800  grants  to  encourage 
resident  physicians  to  devote  more  time  to 
the  study  of  the  medical  problems  of  the 
aging. 

The  grants  will  supplement  the  salaries 
paid  to  resident  physicians  while  they  con- 
tinue their  medical  education,  and  are  made 
possible  by  Lederle  Laboratories,  a Division 
of  American  Cyanamid  Company. 

The  Lederle  Residency  Supplements  will 
cover  the  period  between  July  1966  to  June 
1967.  They  were  inaugurated  in  1962. 

Application  for  the  grants  should  be  ad- 
dressed to  the  Chaii*man,  Fellowship  Com- 
mittee, Am.erican  Geriatrics  Society,  10  Co- 
lumbus Circle,  New  York,  N.Y.  10019.  Dead- 
line for  applications  is  June  1,  1966.  An- 
nouncement of  the  awardees  will  be  made 
at  the  AGS  annual  meeting  June  23-24  at 
Chicago. 

All  About  Us 

Doctor  G.  A.  Harris  has  joined  Doctors 
Morgan  and  Gross  in  Cambridge. 

Doctor  A.  E.  Mailliard,  Osmond,  has  an- 
nounced plans  to  construct  a new  clinic 
building. 

Doctor  William  T.  Hughes,  Gretna,  has 
announced  that  he  will  retire  from  practice 
due  to  ill  health. 

Doctors  Kenneth  Dalton  and  Robert  Bass, 
Genoa,  are  the  co-owners  of  a new  nursing 
home  in  Fullerton. 

Doctor  Robert  Osborne,  Norfolk,  has  been 
elected  chairman  of  the  Governor’s  Advisory 
Committee  on  Aging. 

Doctor  Tatsumi  Nakamura,  formerly  of 
Hastings,  has  become  associated  with  Doc- 
tor Ben  Bishop  at  the  Crawford  Clinic. 

Doctor  John  Calvert,  Pierce,  was  elected 
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President  of  the  Madison  Six  County  Medi-  health  programs  being  carried  out  overseas 
cal  Society  at  the  group’s  January  meeting.  by  the  Volunteers. 


Doctor  Leo  T.  Heywood,  Omaha,  was  re- 
cently elected  Chief  of  the  Medical  Staff  at 
Creighton  Memorial  St.  Joseph’s  Hospital. 

Doctor  Paul  Hoff,  Seward,  was  elected 
President  of  the  Seward  County  Medical 
Society  at  the  January  meeting  of  the  group. 

Doctor  H.  C.  Stewart,  Pawnee  City,  was 
guest  speaker  at  the  annual  Chamber  of 
Commerce  banquet  held  in  January  at  Hum- 
boldt. 

Doctor  F.  W.  Wanek,  Gordon,  attended 
the  12th  Annual  General  Practice  Review  at 
the  University  of  Colorado  Medical  Center 
in  January. 

Doctor  Robert  H.  Mclntire,  Hastings,  was 
elected  President  of  the  Adams  County  Medi- 
cal Society  at  the  group’s  annual  dinner 
meeting  held  in  January. 

Doctor  Carl  J.  Potthoff,  Omaha,  received 
a distinguished  writing  award  from  the  Ne- 
braska Chapter,  American  Medical  Writers 
Association  at  the  group’s  January  meeting. 

Doctor  Harold  S.  Morgan,  Lincoln,  has 
accepted  the  appointment  as  part-time  con- 
sultant and  medical  liaison  officer  in  the 
State  Health  Department  for  the  Medicare 
program. 

Doctor  Richard  A.  Pirotte,  Omaha,  was 
named  recipient  of  the  Home  of  the  Good 
Shepherd  Outstanding  Service  Award  at  a 
Good  Shepherd  Junior  Auxiliary  luncheon 
held  in  January. 

News  and  Views 

New  Peace  Corps  Medical  Division  Head — 

Dr.  Ralph  L.  Morris,  a 31-year-old  gradu- 
ate of  the  University  of  Washington  Medical 
School,  Seattle,  has  been  named  Director  of 
the  Peace  Corps  Medical  Program  Division, 
Director  Sargent  Shriver  announced  recent- 
ly. 

Dr.  Morris  will  be  in  charge  of  a staff  of 
81  physicians  assigned  to  handle  the  health 
needs  of  some  10,200  Volunteers  serving 
in  46  nations.  The  doctors  also  advise  on 


He  served  his  internship  at  University 
Hospitals  at  the  University  of  Wisconsin, 
Madison,  where  he  did  post-doctoral  work  at 
the  Institute  for  Enzyme  Research  before 
joining  the  Peace  Corps. 

Dr.  Morris  and  his  wife,  the  former  Janet 
Nelsen  of  Prosser,  Washington,  have  two 
sons  and  two  daughters.  They  live  at  239 
G Street,  S.W.,  Washington,  D.C. 

New  Ultrasonic  Device — 

We  note  that  a light,  portable  ultrasonic 
device  for  detecting  space-occupying  lesions 
in  the  head  is  now  available  from  the  Smith 
Kline  Instrument  Company.  It  sends  brief 
sound  impulses  into  the  head,  and  echoes 
are  shown  on  a cathode  ray  tube  screen  along 
a trace. 

Blood  Donor  Brochure — 

Eight  major  health  agencies  have  joined 
in  fostering  the  volunteer  blood  donor  con- 
cept by  endorsing  the  newly  released  “Sup- 
ply, Demand  and  Human  Life’’  brochure  de- 
veloped by  the  National  Committee  on  Clear- 
inghouse Program  of  the  American  Associa- 
tion of  Blood  Banks.  The  agencies  are  the 
A.A.B.B.,  the  American  Hospital  Association, 
the  AMA,  the  American  National  Red  Cross, 
Blue  Cross  Association,  Health  Insurance 
Council,  National  Association  of  Blue  Shield 
Plans,  and  Public  Health  Service,  U.S.  De- 
partment of  HEW.  To  obtain  copies  of  the 
brochure,  write  to  the  American  Association 
of  Blood  Banks,  Central  Office,  Suite  1322, 
30  North  Michigan,  Chicago,  Illinois  60602. 

Nursing  Home  Accreditation  Administrator 
Appointed — 

Chicago  — Harris  B.  Jones  has  been  ap- 
pointed assistant  director  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  in 
charge  of  the  Joint  Commission’s  new  ac- 
creditation program  for  extended  care  fa- 
cilities. 

Jones  has  been  on  the  staff  of  the  National 
Council  for  the  Accreditation  of  Nursing 
Homes  since  1963,  serving  as  its  executive 
director  for  the  past  year. 
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The  appointment,  which  is  effective  imme- 
diately, was  announced  by  John  D.  Porter- 
field, MD,  director  of  the  Joint  Commis- 
sion which  since  1953  has  conducted  an  ac- 
creditation program  for  hospitals. 

The  new  accreditation  program  for  extend- 
ed care  facilities,  under  the  auspices  of  the 
Joint  Commission,  merges  the  approval  pro- 
gram of  the  American  Hospital  Association, 
the  accreditation  program  of  the  National 
Council  for  the  Accreditation  of  Nursing 
Homes,  and  the  certifying  program  of  the 
California  Commission  on  Accreditation  of 
Nursing  Homes  and  Related  Facilities. 

HOPE  in  Nicaragua — 

Washington,  DC  — Some  130  American 
doctors,  nurses  and  technologists  recently 
started  Project  HOPE’S  fifth  medical-educa- 
tion program  in  Corinto,  Nicaragua,  accord- 
ing to  HOPE  headquarters  here. 

Details  of  the  new  mission  were  relayed 
to  Washington  from  the  hospital  ship  S.S. 
HOPE  via  the  Project’s  ship-to-shore  radio 
system. 

A 21-gun  salute,  government  officials  and 
thousands  of  Nicaraguans  greeted  the  float- 
ing medical  center  when  it  arrived. 

Earlier  voyages  of  the  vessel  in  the  last 
six  years  have  been  to  Indonesia,  and  South 
Viet-Nam,  Peru,  Ecuador  and  last  year  to 
Guinea. 

On  Medical  Students — 

Two  AMA  studies  concerning  medical  stu- 
dents have  reached  these  conclusions : 

1.  A 207-member  medical  school  class 
contained  2i/o  times  as  many  eldest  sons  as 
youngest  sons.  Perhaps  fathers  influence 
first-born  sons  more  than  others,  perhaps 
sons  accept  influence  according  to  their  order 
in  the  family,  and  it  may  be  that  fathers 
run  out  of  money  after  sending  first-born 
sons  to  medical  school. 

2.  Traits  essential  for  a medical  student’s 
success  are  intelligence,  scientific  curiosity, 
self-discipline,  and  physical  and  emotional 


strength.  But  only  13  per  cent  of  freshmen 
medical  students  in  the  past  five  years  had 
an  “A”  average  in  college. 

3.  Basic  costs  of  medical  school  study  are 
about  $2600  a year  at  privately  owned  medi- 
cal schools  and  $1600  at  tax-supported  medi- 
cal schools. 


Doctor  Everett  E.  Angle  is  a Harvard 
man;  he  is  a or  an  urologist,  and  a very 
good  one.  He  has  for  ten  years  been  an 
artist  as  well  as  a physician;  his  avocation 
is  sculpture.  It  all  started,  he  says,  when 
the  church  burned  down,  but  we  have  seen 
his  work,  and  his  talent  and  artistic  ability 
were  surely  there  long  before  that.  He  did 
church  furniture,  then  a prie-dieu,  then  the 
head  of  his  preacher.  After  that,  he  went 
on  to  his  family,  and  has  since  then  done 
friends,  and  doctors;  doctors  can  be  friends, 
too.  He  has  been  a sculptor  for  ten  years; 
he  has  had  no  lessons.  He  works  in  wood; 
he  says  wood  has  advantages  of  its  own,  it 
has  the  beauty  of  grain  and  texture  that 
other  substances  lack;  he  has  used  walnut, 
elm,  ash,  mahogany,  and  even  monkeypot. 
We  have  seen  his  work  and  we  have  visited 
his  workshop,  which  is  immense  and  includes 
four  large  rooms.  He  has  “always”  done 
photography,  he  says,  and  still  does  it.  One 
of  these  pictures  shows  a small  corner  of 
his  workshop;  it  includes  some  of  his  heads 
and  a curious  photograph.  The  other 
picture  is  of  three  heads,  which  were  ex- 
hibited in  Japan;  you  will  see  Dr.  Angle’s 
daughter,  his  son,  and  an  exchange  student. 
We  were  greatly  impressed  by  the  amount 
of  sculpture  Dr.  Angle  has  accomplished, 
but  more  so  by  the  obvious  quality  of  his 
work;  he  has  his  “boards”  in  sculpture.  We 
are  none  of  us  born  without  a sense  of,  and 
a feeling  for  beauty,  but  too  few  of  us  do 
anything  about  it ; Doctor  Angle  did. 

— F.C. 
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Our  Medical  Schools 

Scholarship  Awards — 

Omaha  — Three  incoming  freshmen  at  the 
University  of  Nebraska  College  of  Medicine 
have  been  awarded  scholarships  for  the 
forthcoming  academic  j'ear  by  the  University 
of  Nebraska  College  of  Medicine  Alumni  As- 
sociation. Announcement  of  their  selection 
was  made  by  Dr.  George  B.  McMurtrey, 
president  of  the  alumni  group. 

The  recipients  are  Martin  Daniel  McDer- 
mott, 316  W.  2nd  St.,  North  Platte,  Nebr. ; 
Joseph  Steven  Unis,  2775  Mill  St.,  Aliquippa, 
Pa.,  and  William  Frederick  Willner,  III,  2724 
27th  St.,  Columbus,  Nebraska. 

All  are  students  at  the  University  of  Ne- 
braska, Lincoln.  Each  will  receive  a check 
in  the  amount  of  $650. 

Selection  was  made  by  the  College  of  Medi- 
cine’s Committee  on  Scholarships  and 
Awards,  of  which  Dr.  Violet  M.  Wilder  is 
chairman. 

Conference  on  Poisons  and  Toxins — 

Omaha  — Three  University  of  Nebraska 
College  of  Medicine  faculty  members  have 
been  invited  to  assist  in  the  initial  planning 
for  a 1967  International  Conference  on  Poi- 
sons and  Toxins  as  Etiological  Agents  in 
Mental  Retardation. 

The  Conference  is  sponsored  by  the  Na- 
tional Institute  of  Neurological  Diseases  and 
Blindness. 

Planners  from  the  medical  college  include 
Dr.  John  A.  Aita,  associate  professor  of  neu- 
rology and  psychiatry;  Dr.  Carol  Angle,  as- 
sistant professor  of  pediatrics,  and  Dr.  Ma- 
tilda Mclntire,  assistant  research  professor 
of  neurology  and  psychiatry  and  assistant 
professor  of  pediatrics. 

Team  Nursing — 

Omaha  — A continuing  education  course 
for  professional  nurses  on  April  13  and  14 
will  explore  the  “Philosophy  of  Team  Nurs- 
ing.” The  course,  sponsored  by  the  Univer- 
sity of  Nebraska  School  of  Nursing  and  Of- 
fice of  Continuing  Education,  will  be  given 


in  the  auditorium  of  the  Eppley  Cancer  In- 
stitute on  the  University  of  Nebraska  Col- 
lege of  Medicine  campus. 

Mrs.  Thora  Kron  of  Floodwood,  Minn.,  is 
guest  lecturer  for  the  sessions.  She  has 
worked  in  many  phases  of  medical-surgical 
nursing  and  was  nurse-director  of  the  prac- 
tical nursing  program  for  the  Grand  Rapids, 
Minn.  Area  Vocational-Technical  School. 

She  is  author  of  a book  on  Nursing  Team 
Leadership  published  by  the  W.  B.  Saun- 
ders Co.  in  1961.  A second  edition  will  be 
out  this  spring.  In  addition,  Mrs.  Kron  has 
written  several  articles  for  leading  nursing 
publications. 

Sessions  during  the  two-day  course  are 
“team  nursing:  why,  when,  where,  who  and 
how;”  “team  leader  works  with  people;” 
“nursing  care : assessment,  diagnosis  and 
therapy;”  “team  conference;”  “demonstra- 
tion on  development  of  a nursing  care  plan” 
and  a summation  on  the  “five  steps  to  work- 
able nursing  care  plans.” 

A $20  fee  will  be  charged  to  registrants 
for  the  “Philosophy  of  Team  Nursing” 
course.  Registration  will  be  limited  to  75. 

Cardiovascular  Disease  Course — 

Omaha  — Physicians  attending  a con- 
tinuing education  course  at  University  of 
Nebraska  College  of  Medicine  not  only  heard 
actual  heart  murmurs,  but  simultaneously 
viewed  them  on  two  large  television  screens. 

The  auditory-visual  teaching  method  was 
used  for  the  first  time  at  the  medical  col- 
lege during  a postgraduate  session  on  the 
“Current  Status  of  Cardiovascular  Disease.” 
The  course  was  offered  on  February  3 
and  4 in  the  auditorium  of  the  Eppley  Cancer 
Institute. 

Forty  of  the  seats  were  equipped  with 
stethophones  which  are  electronic  stetho- 
scopes. Enrollees  heard  heart  murmurs 
on  the  stethophones  and  viewed  the  murmurs 
projected  simultaneously  on  the  television 
screens.  These  oscilloscope  tracings,  or  the 
visual  portion  of  the  instruction,  can  be 
halted  through  “stop  action”  so  that  the 
speaker  can  elaborate  on  any  one  part  of 
the  tracing. 
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On  Friday,  Dr.  Gene  Stollerman,  professor 
and  chairman  of  internal  medicine  at  the 
University  of  Tennessee  considered  “strep- 
tococci and  rheumatic  fever”  and  “acute 
rheumatic  fever:  treatment  and  prognosis.” 
He  was  just  named  chairman  of  the  Council 
of  Rheumatic  Fever  and  Congenital  Heart 
Disease  of  the  American  Heart  Association. 

Auscultation  is  just  one  of  the  tools  a 
physician  has  in  diagnosing  heart  defects, 
explained  Dr.  Paul  K.  Mooring,  coordinator 
of  the  “cardiovascular  disease”  course.  He 
is  an  associate  professor  of  pediatrics  at  the 
Nebraska  College  of  Medicine  and  pediatric 
cardiologist  for  University  Hospital. 

Along  with  auscultation,  the  physician 
uses  the  patient’s  physical  history,  the  chest 
X ray  and  the  electrocardiogram  to  deter- 
mine what’s  going  on  within  the  patient’s 
heart.  Dr.  Mooring  pointed  out. 

Listening  to  sounds  within  the  heart  is 
one  of  the  most  difficult  techniques  that  a 
medical  student  has  to  learn.  Dr.  Mooring 
said.  “A  normal  person  has  about  100  heart 
beats  per  minute  and  each  beat  is  timed  at 
about  two-thirds  of  a second.  The  student 
has  to  disceiTi  four  different  time  intervals 
within  each  heart  beat  or  within  this  two- 
thirds  of  a second. 

In  the  teaching  method  most  commonly 
used  the  instructor  listens  to  the  heart  beat 
with  his  stethoscope.  Then  the  medical  stu- 
dent listens.  Notes  are  compared.  The 
physician  then  tells  the  student  what  he 
should  have  heard.  “It’s  extremely  diffi- 
cult,” Dr.  Mooring  said. 

The  modern  method  of  teaching  ausculta- 
tion is  by  the  phonocardiogram  and  stetho- 
phones.  Sounds  are  heard  through  the 
stethophone  and  these  are  simultaneously  re- 
corded visually  on  an  oscilloscope. 

The  physician  with  his  stethoscope  is  still 
the  best  man  to  do  heart  screening,  despite 
the  advent  of  modern  electronic  equipment. 

The  “Current  Status  of  Cardiovascular 
Disease”  course  was  co-sponsored  by  the  Ne- 
braska Heart  Association  and  the  Douglas 
County  Heart  Association. 


Omaha  — Published  in  Nm'sing  Forum 
was  an  article  written  by  Mrs.  Marilyn  John- 
son, assistant  professor  of  public  health 
nursing  at  the  University  of  Nebraska  School 
of  Nursing  and  assistant  professor  of  pre- 
ventive medicine  and  public  health  at  the 
University  of  Nebraska  College  of  Medicine. 

The  article,  “Nurses  Speak  Out  on  Alco- 
holism,” appears  in  Vol.  4,  No.  4,  pp.  16-22. 
It  is  based  on  a portion  of  a research  proj- 
ect conducted  by  Mrs.  Johnson  and  two 
other  professional  nurses  on  the  “Use  of 
Selected  Informants  as  a Method  of  Iden- 
tifying the  Behavior  of  Female  Alcoholics.” 

Research  was  supported  by  the  Licensed 
Beverage  Industries.  In  the  survey,  160 
physicians,  71  nurses,  and  35  alcoholic  wom- 
en in  the  Omaha  area  were  interviewed. 

The  July  1965  Nebraska  State  Medical 
JouvTial  published  the  report  on  physicians’ 
views. 

Omaha  — Three  faculty  members  from 
the  University  of  Nebraska  College  of  Medi- 
cine have  been  invited  to  assist  in  the; (ini- 
tial planning  for  a 1967  International  Con- 
ference on  Poisons  and  Toxins  as  Etio- 
logical Agents  in  Mental  Retardation.  The 
conference  is  sponsored  by  the  National  In- 
stitute of  Neurological  Diseases  and  Blind- 
ness. 

Planning  committeemen  from  the  College 
of  Medicine  are:  Dr.  John  A.  Aita,  asso- 
ciate professor  of  neurology  and  psychiatry 
and  associate  in  physical  medicine  and  re- 
habilitation; Dr.  Carol  Angle,  assistant  pro- 
fessor of  pediatrics ; Dr.  Matilda  Mclntire, 
assistant  research  professor  of  neurology 
and  psychiatry  and  assistant  professor  of 
pediatrics. 

The  committee,  composed  of  32  members 
selected  nationally  met  at  the  National 
Institutes  of  Health  in  Bethesda,  Md.,  on 
February  18  to  discuss  objectives,  structure 
of  the  Conference,  participants  and  possible 
dates. 

Dr.  Lemon  Speaker — 

Omaha  — Dr.  Henry  M.  Lemon  was  a par- 
ticipant in  the  National  Science  Foundation 
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Teacher  Development  Seminar  Conference 
in  Biological  Sciences  on  February  21.  He 
is  Director  of  the  Eppley  Cancer  Institute  at 
the  University  of  Nebraska  College  of  Medi? 
cine. 

Dr.  Lemon  discussed  the  “Inhibition  of 
Carcinogenesis”  at  7 :30  p.m. 

The  Conference  was  scheduled  at  the  Ne- 
braska Center  for  Continuing  Education  in 
Lincoln.  Dr.  Lemon  was  one  of  three  invit- 
ed guest  speakers. 

Dr.  Robert  E.  Kuttner,  faculty  member 
from  the  Creighton  University  School  of 
Medicine,  attended  two  sessions  on  chroma- 
tography, a method  on  chemical  analysis. 

He  attended  a course  February  1 - 4 on 
gas  chromatography  at  Roosevelt  University 
in  Chicago,  111.  He  was  in  Madison,  Wis., 
February  8-9  for  a symposium  on  “Modern 
Applications  of  Column  Chromatography.” 

Dr.  Heaney  Conducted  Session — 

Dr.  Robert  P.  Heaney,  Chairman  of  the 
Department  of  Medicine  at  the  Creighton 
University  School  of  Medicine,  was  chair- 
man of  a session  at  a Chicago  meeting  Fri- 
day and  Saturday,  Jan.  21-22. 

He  headed  the  session,  “Symposium  on 
Osteoporosis,”  at  the  meeting  of  the  Ortho- 
pedic Research  Society.  Also  attending  were 
Dr.  Thomas  G.  Skillman,  Professor  of  Medi- 
cine, and  Dr.  J.  J.  Walch,  a trainee  in  Creigh- 
ton University’s  Metabolic  Unit  at  Creigh- 
ton Memorial  - St.  Joseph’s  Hospital.  Dr. 
Walch  also  attended  a meeting  of  the  Amer- 
ican Academy  of  Orthopedic  Surgeons  in  Chi- 
cago, Sunday,  Jan.  23. 

Dr.  Grissom  Appointed  to  Research  Committee — 

Omaha  — Appointed  to  a three-year  term 
on  the  Great  Plains  Regional  Research  Com- 
mittee of  the  American  Heart  Association’s 
Research  Council  was  Dr.  Robert  L.  Gris- 
som, professor  and  chairman  of  the  depart- 
ment of  internal  medicine  at  the  University 
of  Nebraska  College  of  Medicine. 

As  a committee  member.  Dr.  Grissom  at- 
tended a meeting  in  Minneapolis  February 
18  through  February  20. 


Dr.  Aita  Authors  Book — 

Omaha  — Dr.  John  A.  Aita,  an  associate 
professor  of  neurology  and  psychiatry  at 
the  University  of  Nebraska  College  of  Medi- 
cine, has  written  a new  book,  N eurocutxme- 
ous  Disease,  which  was  just  published  by 
the  Charles  C.  Thomas  Co. 

Dr.  Aita  prefaced  his  new  publication 
with  an  appreciative  note  to  Mrs.  Bernice 
Hetzner,  professor  of  library  science  and 
medical  librarian  at  the  College  of  Medicine, 
and  her  library  staff  for  the  “prompt,  pro- 
fessional librarianship  at  every  turn.” 

Dr.  Dunlop  Spoke  in  Canada — 

Omaha  — Dr.  Donald  Dunlop,  assistant 
instructor  in  obstetrics  and  gynecology  at  the 
University  of  Nebraska  College  of  Medicine, 
presented  a paper  before  the  35th  annual 
meeting  of  the  Royal  College  of  Physicians 
and  Surgeons  of  Canada. 

Entitled  “Peptides  of  Amniotic  Fluid  and 
Serum,”  the  paper  was  co-authored  by  Dr. 
Dunlop  and  Dr.  Wayne  Ryan,  associate  pro- 
fessor of  biochemistry  and  research  asso- 
ciate professor  of  obstetrics  and  gjmecology. 

The  meeting  was  held  at  the  Queen 
Elizabeth  Hotel  in  Montreal,  Quebec,  Canada 
January  20  through  22. 

Dr.  Lynch  to  Speak  at  ACP  Session — 

Omaha  — A paper  by  Dr.  Henry  T.  Lynch 
has  been  accepted  for  presentation  before 
the  47th  annual  session  of  the  American  Col- 
lege of  Physicians.  He  is  an  assistant  in- 
structor in  internal  medicine  at  the  Univer- 
sity of  Nebraska  College  of  Medicine. 

Dr.  Lynch  will  present  “A  Study  of  Five 
Cancer  Families”  during  the  clinical  session 
on  neoplastic  diseases. 

The  annual  meeting  is  scheduled  April  18 
through  April  22  at  the  Americana  Hotel 
in  New  York  City. 

Two  Grants  at  Creighton — 

Creighton  University  has  received  two 
United  States  Public  Health  Service  grants 
totaling  $91,471. 

The  School  of  Medicine  received  $65,971 
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and  the  Boyne  School  of  Dental  Sciences 
was  awarded  $25,500.  Both  grants  will  be 
used  to  support  general  research. 

Operation  Headstart — 

Omaha — Over  five  hundred  Omaha  young- 
sters participating  in  “Operation  Headstart” 
received  physical  examinations  at  the  Uni- 
versity of  Nebraska  College  of  Medicine 
Clinics  on  Saturday  morning,  Jan.  22. 

Dr.  Dorothy  Smith,  assistant  professor  of 
pediatrics,  and  other  pediatrics  staff  mem- 
bers and  about  20  senior  medical  students 
conducted  the  examinations. 

These  four-year-olds  were  given  a com- 
plete physical  examination,  a urinalysis,  the 
Tine  test,  a test  for  anemia  and  immuniza- 
tions, either  initial  or  boosters,  for  diph- 
theria, whooping  cough,  tetanus  and  small- 
pox. 

“At  a later  date  they  will  be  given  the 
trivalent  Sabin  orally,”  Dr.  Smith  said. 

Omaha’s  “Operation  Headstart”  is  one  of 
three  nationally  to  receive  continued  Fed- 
eral support.  One  hundred  and  fifty  Oma- 
ha youngsters  participated  in  the  July  1965 
program. 

Omaha  — Seven  University  of  Nebraska 
College  of  Medicine  staff  members  are  co- 
authors of  three  scientific  articles  recently 
published. 

“Etiology  of  Carcinoma:  Genetic  Deter- 
minisms” by  Drs.  Henry  T.  Lynch,  assistant 
instructor  in  internal  medicine ; Perry  G. 
Rigby,  assistant  professor  of  internal  medi- 
cine; C.  W.  Magnuson,  assistant  professor 
of  internal  medicine;  and  Arthur  L.  Larsen, 
assistant  professor  of  pathology;  and  Mrs. 
Anne  J.  Krush,  social  worker  in  the  section 
on  heredity,  growth  and  development  at  the 
Eppley  Cancer  Institute ; Nebmska  State 
Medical  Jour-nal,  51 :8-10,  1966. 

“Psycho-Social  Factors  in  a Family  with 
a Genetic  Fault”  by  Mrs.  Krush,  the  late  Dr. 
Thaddeus  P.  Krush  and  Dr.  Lynch;  Psycho- 
somatics,  6 :391-95,  1965. 

“Phenotypic  Variations  in  Hereditary  Dis- 
eases with  Implications  for  Genetic  Coun- 


seling: A Family  with  Congenital  Heart  and 
Skeletal  Anomalies”  by  Drs.  Lynch;  Robert 
L.  Grissom,  professor  and  chairman  of  the 
department  of  internal  medicine;  Robert  L. 
Tips  from  Baylor  Medical  Center;  and  Mrs. 
Krush,  Medical  Times,  24:9-19,  1966. 

Distinguished  Writing  Awards — 

Omaha  — Two  Omahans  received  distin- 
guished Writing  Awards  from  the  Lincoln- 
Omaha  chapter  of  the  American  Medical  As- 
sociation Thursday  night. 

The  recipients  were  Dr.  Carl  J.  Potthoff, 
professor  of  preventive  medicine  and  public 
l>ealth  of  the  University  of  Nebraska  Col- 
lege of  Medicine;  and  Dr.  Donal  Magee, 
chairman  of  the  department  of  physiology 
and  pharmacology  of  the  Creighton  Univer- 
sity School  of  Medicine. 

The  citation  for  Dr.  Potthoff,  in  part: 

“Dr.  Potthoff  has  distinguished  himself 
not  only  as  a writer  for  professional  and  lay 
publications  but  also  as  a teacher  and  chair- 
man of  the  department  of  preventive  medi- 
cine of  the  University  of  Nebraska  College 
of  Medicine.  He  is  currently  a regular  col- 
umnist for  Today’s  Health,  a publication  of 
the  American  Medical  Association,  and 
writes  a column  in  the  American  Journal  of 
Public  Health,  the  official  publication  of 
the  American  Public  Health  Association. 

“Because  of  his  prolific  writing  in  the 
field  of  medicine  and  his  interest  in  better 
communication,  the  members  of  the  Execu- 
tive Committee  of  the  Lincoln-Omaha  Chap- 
ter of  the  American  Medical  Writer’s  Asso- 
ciation now  make  this  presentation.” 

The  citation  for  Dr.  Magee,  in  part: 

“Dr.  Magee  has  written  nearly  50  papers 
for  publication  in  the  scientific  and  profes- 
sional journals  in  his  field  of  special  interest. 
He  is  the  author  of  a book  entitled  ‘Gastro- 
intestinal physiology,’  and  has  contributed 
much  to  the  text,  ‘Surgery  of  the  Stomach 
and  Duodenum.’ 

“Because  of  his  long  interest  in  writing 
in  the  field  of  medicine  and  his  continuing 
interest  m better  communication,  the  Execu- 
tive Committee  and  Members  of  this  Chapter 
wish  to  honor  him  in  this  manner.” 
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Expansion  of  University  of  Nebraska 
College  of  Medicine — 

Omaha  — A 15-million-dollar  moderniza- 
tion and  expansion  of  the  University  of  Ne- 
braska College  of  Medicine  was  assured  re- 
cently with  the  announcement  in  Washing- 
ton, D.C.,  that  the  Surgeon  General  has  ap- 
proved a Federal  grant  of  $8,079,924. 

The  University  was  informed  of  the  ap- 
proval by  the  office  of  Congressman  Clair 
Callan  (Dem.,  Neb.). 

Last  summer  the  State  Legislature  appro- 
priated $7,650,000  as  its  share  of  the  Col- 
lege of  Medicine  building  program. 

The  College  of  Medicine  developed  a three- 
phase  building  program.  The  matching 
money  is  for  Phase  I. 

In  the  first  phase,  the  University  will 
build  189  new  hospital  beds,  two  new  floors 
to  its  clinics  wing  and  a new  Basic  Sciences 
Building.  Older  areas  of  the  hospital  will 
be  remodeled  and  renovated. 


The  first  contracts  are  expected  to  be 
awarded  in  February.  The  construction  pro- 
gram should  be  completed  in  about  two 
years.  Dr.  Cecil  L.  Wittson,  Dean  of  the 
College,  said. 

The  grant  from  the  United  States  Pub- 
lic Health  Service  under  the  Health  Profes- 
sions Assistance  Act  program  is  the  largest 
ever  received  for  medical  construction  in  Ne- 
braska. 

The  expansion  and  modernization  not  only 
will  update  teaching,  laboratory  and  patient 
care  facilities,  but  it  will  also  enable  the 
College  of  Medicine  to  increase  its  enter- 
ing freshman  medical  class  by  about  20  per 
cent.  This  is  in  direct  response  to  the  seri- 
ous shortage  of  physicians  in  Nebraska. 

Older  units  of  the  hospital  will  be  re- 
modeled to  carry  out  a pledge  by  the  College 
of  Medicine  to  build  a compact,  efficient 
hospital,  blending  the  old  with  the  new 
and  using  every  foot  of  existing  space. 
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The  new  hospital  will  be  built  atop  and 
around  the  newest  section  (Unit  III)  of 
University  Hospital. 

The  Basic  Sciences  Building  will  face 
Forty-Second  Street  on  the  east  side  of  the 
campus  between  the  North  and  South  Lab- 
oratory Building  and  in  front  of  the  east 
entrance  to  the  hospital. 

The  new  hospital  will  contain  seven  levels. 
Two  levels  will  be  added  atop  the  clinics 
wing.  The  Basic  Sciences  Building  will 
contain  two  stories  above  ground  and  one 
below,  and  be  connected  both  above-ground 
and  below-ground  to  the  North  and  South 
Laboratoiy  Buildings. 


Administrator  at  University  of  Nebraska 
College  of  Medicine — 

Omaha  — The  appointment  of  Richard  C. 
Schripsema  as  administrator  of  the  Univer- 
sity of  Nebraska  College  of  Medicine  Hos- 
pital in  Omaha  was  approved  by  Univer- 
sity Regents  in  Lincoln,  Saturday. 

Mr.  Schripsema,  who  has  been  assistant 
administrator  for  two  years,  succeeds  Ed- 
win F.  Ross,  who  resigned  to  accept  a posi- 
tion in  Cleveland,  Ohio. 

Mr.  Scripsema  is  a native  of  Grand  Rap- 
ids, Mich.,  and  a graduate  of  Calvin  College 
in  that  city. 

He  received  two  Master’s  Degrees  from 
the  University  of  Michigan,  one  in  Business 
Administration  and  the  other  in  Hospital 
Administration. 


The  February  meeting  of  the  Lancaster 
Society  Medical  Auxiliary  was  held  at  the 
home  of  Mrs.  William  F.  Nye  in  Lincoln. 
A sandwich  luncheon  for  approximately  65 
members  was  followed  by  a program  and 
business  meeting,  with  auxiliary  president 
Mrs.  Jon  Williams  presiding. 

A delightful  glimpse  of  “An  Afternoon 
on  Broadway”  was  given  by  Mr.  Ronald  E. 
Hull,  program  director,  Nebraska  Educa- 


tional Television  network.  Mr.  Hull  touched 
upon  authors  and  plays,  past  and  present, 
and  specifically  gave  an  entertaining  review 
of  Nebraska’s  own  Henry  Fonda  and  Sandy 
Dennis  in  their  recent  Broadway  successes. 

Mrs.  Stephen  Carveth  informed  the  medi- 
cal wives  of  an  innovation  for  the  Heart 
Association  Fund  drive  in  the  area.  With 
articles  donated  by  local  firms,  and  time  giv- 
en by  KOLN-TV,  a “Heart  Auction”  was 
held  on  February  15  during  the  9-10  p.m. 
viewing  time,  with  proceeds  going  to  the 
Heart  Fund. 

Results  of  a drive  for  drugs  and  supplies 
fbr  the  “Vietnam  Holiday  Train”  were  told. 
Plans  for  a Dinner  Dance  at  the  Lincoln 
Country  Club  in  March  were  given  by  Mrs. 
George  Lewis,  Jr.,  and  the  meeting  adjourned 
on  a gala  note. 

Mrs.  Harlan  L.  Papenfuss, 
Publicity. 


Know  Your 
Blue  Shield  Plan 

Most  Claims  Paid-in-Full:  Test  of 
Performance  Study — 

Blue  Shield  Plans’  best  group  certificate 
pays  in  full  more  than  four  out  of  every 
five  surgery  and  in-hospital  medical  claims, 
and  nearly  three  out  of  every  four  anesthesia 
claims,  according  to  the  National  Association 
of  Blue  Shield  Plans. 

Under  all  certificates  studied,  the  Plans 
pay  in  full  at  least  two  out  of  every  three 
surgery  and  in-hospital  medical  claims,  and 
nearly  one  of  two  ansthesia  claims. 

PROJECT-WIDE  RESULTS 

Project-wide  results  of  the  Test  of  Per- 
formance survey,  the  largest  single  study  in 
the  history  of  medical  economics,  show  that 
the  over-all  ratio  of  Blue  Shield  payments  to 
reported  patient  costs  for  all  certificates 
studied  was  75  per  cent  or  higher  for  each 
type  of  service. 

Fifty-four  United  States  Blue  Shield  Plans, 
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with  an  enrollment  of  nearly  42  million,  pai’- 
ticipated  in  the  survey.  These  Plans  account 
for  83  per  cent  of  Blue  Shield’s  United  States 
membership. 

The  survey  results  were  analyzed  in  terms 
of  the  type  of  physician’s  service  involved  — 
surgery,  anesthesia,  and  in-hospital  medical 
care. 

SURGICAL  CARE 

Surgical  care  represented  795,000  of  the 
1,219,000  claims  studied.  Seventy  per  cent 
of  these  claims  were  paid-in-full.  Over-all, 
Blue  Shield  payments  of  $3.8  million  amount- 
ed to  77  per  cent  of  total  patient  cost. 

In-patient  surgery  claims  showed  74  per 
cent  of  patient  costs  covered,  while  services 
outside  the  hospital  had  an  average  of  88 
per  cent  of  total  patient  cost  covered  by 
Blue  Shield  benefits. 

ANESTHESIA  SERVICES 

Anesthesia  services  accounted  for  116,200 


of  the  claims  studied.  Here,  over-all.  Blue 
Shield  paid  more  than  $3.8  million,  against 
total  patient  costs  of  nearly  $5.1  million. 

This  75  per  cent  ratio  is  slightly  lower 
than  that  for  surgery  or  medical  care.  Near- 
ly half,  47  per  cent,  of  the  anesthesia  claims 
had  the  full  cost  met  by  the  Blue  Shield  pay- 
ment. 

MEDICAL  SERVICES 

Medical  seiwices  were  involved  in  nearly 
278,000  claims.  Blue  Shield’s  $13.7  million 
in  payments  for  these  services  covered  an 
average  of  79  per  cent  of  patient  costs.  Two 
thirds  of  the  claims  had  their  full  cost  cov- 
ered by  Blue  Shield. 

Blue  Shield’s  performance  varied  by  the 
level  of  contract  held.  In  the  best  group  cer- 
tificates for  all  participating  plans.  Blue 
Shield  paid  84  per  cent  of  patients’  surgical 
costs,  88  per  cent  of  anesthesia  costs,  and  90 
per  cent  of  in-hospital  medical  costs. 
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Books 
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Rare  Diseases  in  Internal  Medicine  by  Neuton  S. 
Stern,  MD.  Published  January  15,  1966  by 

Charles  C.  Thomas  of  Springfield,  Illinois.  572 
pages  (6"  by  9'/2")-  Price  $18.50. 

The  author  of  this  book  is  Clinical  Professor  of 
Medicine,  Emeritus,  at  the  University  of  Tennessee 
College  of  Medicine  in  Memphis.  He  has  collected, 
from  the  litei’ature  of  the  past  thirteen  years, 
1089  case  reports  which  he  has  condensed  and  ar- 
ranged according  to  the  primary  system  involved. 
Only  diseases  with  less  than  100  reported  cases  are 
considered.  Many  are  unique.  The  point  of  view 
for  the  selection  of  material  is  that  of  clinician  and 
diagnostician.  For  those  who  wish  more  than  the 
condensed  information  provided  in  the  summaries, 
reference  is  made  to  the  original  articles  where 
there  is  often  extensive  discussion  as  well  as  a 
pertinent  bibliography  to  facilitate  further  study. 
The  indexes  are  important  and  extensive.  The 
reader  will  find  this  volume  a book  primarily  to 
be  used  rather  than  merely  read. 


Drugs  of  Choice,  1966-1967,  edited  by  Walter  Mo- 
dell,  MD.  Published  1 February  1966  by  the 
C.  V.  Mosby  Company  of  St.  Louis,  Missouri. 
969  pages  7"  by  10").  Price  $16.75. 

This  is  the  fifth  biennial  edition  of  what  has 
become  a “standard”  textbook  in  many  medical 
schools  and  colleges  of  pharmacy  as  well  as  a 
popular  “working  reference  book”  on  the  desks  of 
many  practicing  physicians.  The  editor  is  an  Asso- 
ciate Professor  of  Pharmacology  at  the  Cornell  Uni- 
versity Medical  College  in  New  York  City.  He 
also  is  the  Chairman  of  the  Advisory  Committee  on 
New  Drugs  to  the  Food  and  Drag  Administration; 
a member  of  the  Executive  Committee,  United 
States  Pharmacopeia  XVII;  and  the  editor  of  Clin- 
ical Pharmacology  and  Therapeutics.  He  has  en- 
listed the  aid  of  45  other  equally  prominent  and 
knowledgeable  medical  authorities  in  the  prepai’- 
ation  of  this  book. 

In  this  edition  all  chapters  have  been  extensively 
revised;  seven  of  them  have  been  completely  re- 
written. 


Pediatric  Therapy,  1966-1967,  edited  by  Harry  C. 
Shirkey,  MD.  Published  January  3,  1966  by 
the  C.  V.  Mosby  Company  of  St.  Louis,  Mi.ssouri. 
1223  pages  (7"  by  10")  with  353  illustrations. 
Price  $18.50. 

This  is  the  second  biennial  edition  of  another 
“standard”  textbook  that  has  found  great  popu- 
larity among  practicing  physicians.  The  editor  is 
the  Director  of  The  Children’s  Hospital  of  Birming- 
ham, Alabama;  Associate  Professor  of  Pediatrics 
at  the  Medical  College  of  Alabama;  Professor  and 
Chairman  of  the  Department  of  Pharmacology  of 
Howard  College;  and  Chairman  of  the  Committee 
on  Drugs  of  the  American  Academy  of  Pediatrics. 


He  has  enlisted  the  aid  of  83  other  equally  promi- 
ment  and  knowledgeable  medical  authorities  in  the 
preparation  of  this  book. 

The  emphasis  in  this  volume  is  on  treatment. 
However,  precise  diagnosis  is  stressed  throughout 
and  is  further  supported  by  photographs  that  re- 
late the  treatment  less  to  the  printed  page  and 
more  to  the  infants  and  children  whose  care  is 
the  primary  concern  of  the  authors. 


PiH)gnosis  — a Guide  to  the  Study  and  Practice 
of  Medicine,  by  Leslie  A.  Osborn,  MD.  Published 
December  15,  1965  by  Charles  C.  Thomas  of 
Springfield,  Illinois.  286  pages  (6"  by  9").  Price 
$10.00. 

The  author  of  this  book  is  one  of  our  own  Ne- 
braska physicians;  he  is  a Professor  in  the  De- 
partment of  Neurology  and  Psychiatry  at  the  Uni- 
versity of  Nebraska  College  of  Medicine  in  Omaha. 
He  has  written  this  book  as  a guide  for  medical 
students  in  their  preclinical  years  and  for  other 
students  in  related  health  fields.  Part  One  follows  in 
slow  motion  the  sequence  of  clinical  procedures 
from  initial  contact  to  completion  of  treatment. 
Part  Two  deals  with  practical  problems  of  learning 
and  applying  clinical  methods  . . . with  the  personal 
basis  of  treatment  and  principles  which  are  helpful 
in  learning  by  direct  care  of  patients.  In  Part 
Three  the  author  is  concerned  with  inter-personal 
reactions  in  medicine  . . . interviewing,  the  doctor- 
patient  relationship,  the  doctors  relationship  with 
relatives  of  the  patient,  other  medical  colleagues, 
and  the  public. 


Civil  War  Medicine,  by  Stewart  Brooks.  Published 
December  15,  1965  by  Charles  C.  Thomas  of 
Springfield,  Illinois.  148  pages  (6"  by  9")  with 
21  illustrations.  Price  $6.00. 

The  author  of  this  book  is  a graduate  pharmacist 
who  has  written  14  textbooks  in  basic  medical 
science  and  has  now  turned  his  pen  to  the  area  of 
historical  medicine,  combining  a keen  knowledge 
of  the  subject  with  an  unbridled  enthusiasm  for 
American  history. 

In  the  flood  of  literature  which  followed  the  Civil 
War,  this  book  is  the  first  to  present  the  overall 
medical  picture  of  the  period.  It  is  the  true  story 
of  four  agonizing  years  told  in  a story  form  that 
will  fascinate  both  layman  and  physician. 

Congestive  Heart  Failure  by  Raymond  T.  Benack, 
MD.  Published  January  1,  1966  by  Charles  C. 
Thomas  of  Springfield,  Illinois.  117  pages  (6" 
by  9").  Price  $5.50. 

The  author  of  this  book  is  a Clinical  Instructor  in 
Medicine  at  Georgetown  University  Medical  School 
in  Washington,  D.C.  He  was  formerly  Chief  of  the 
Congestive  Heart  Failure  Section  of  the  Heart  Dis- 
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In  children  with  diarrhea  prompt  symptomatic  control  is  usually 
urgently  indicated  to  relieve  cramping  and  to  prevent  dehydration. 

Lomotil  halts  precipitous  progress  through  the  intestines  and 
controls  diarrhea  with  notable  promptness,  safety  and  effectiveness. 

Experimental  evidence^  has  shown  that  Lomotil  is  more  efficient 
in  this  regard  than  morphine  without  the  latter’s  manifest  disad- 
vantages. In  roentgenographic  study-  Lomotil  slowed  gastrointesti- 
nal propulsion  within  two  hours. 

At  the  same  time,  by  diminishing  overstimulation  of  the  intestines, 
Lomotil  relieves  the  abdominal  cramps'  and  discomfort  so  distress- 
ing to  youngsters. 

Lomotil  gets  children  off  toast  and  tea  and  back  to  normal  diets 
and  normal  activity  with  gratifying  celerity. 


with 


LOMOTIL 


liquid/tablets 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Dosage:  For  full  therapeutic  effect— Rx  full 
therapveutic  dosage.  The  recommended  ini- 
tial daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 

Children: 

3 to  6 months— 3 mg. 

(Vi  tsp*  t.i.d.) 

6 to  12  months— 4 mg. 

(Vi  tsp.  q.i.d.) 

1 to  2 years— 5 mg. 

(Vi  tsp.  5 times  daily) 

2 to  5 years— 6 mg. 

(1  tsp.  t.i.d.) 

5 to  8 years— 8 mg. 

(1  tsp.  q.i.d.) 

8 to  12  years— 10  mg. 

(1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 
tablets  4 times  daily) 

*Based  on  4 cc.  per  teaspoonful. 
Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 

Precautions:  Lomotil,  brand  of  diphenoxy- 
late hydrochloride  with  atropine  sulfate, 
is  an  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended 


dosages  should  not  be  exceeded.  Lomotil 
should  be  used  with  caution  in  patients 
with  impaired  liver  function  and  in  pa- 
tients taking  addicting  drugs  or  barbitu- 
rates. The  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate 
overdosage. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restlessness 
and  insomnia. 

1.  Janssen,  P.  A.  J.,  and  Jageneau,  A.  H.:  A 
New  Series  of  Potent  Analgesics:  Dextro 
2:2-Diphenyl-3-Methyl-4-Morpholinobutyryl- 
pyrrolidine  and  Related  Amides.  Part  1: 
Chemical  Structure  and  Pharmacological 
Activity,  J.  Pharm.  Pharmacol.  9:381-400 
(June)  1957. 

2.  Demeulenaere,  L.:  Action  du  R 1132  sur 
le  transit  gastro-intestinal,  Acta  Gastroent. 
Belg.  27:674-680  (Sept.-Oct.)  1958. 
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ease  Control  Program  of  the  U.S.  Public  Health 
Ser\nce.  He  has  written  a book  useful  for  the 
medical  student,  the  practicing  physician,  and  allied 
medical  personnel  who  are  concerned  with  the  care 
of  the  patient  with  congestive  heart  failure.  He 
writes  of  past  and  recent  developments  in  the 
diagnosis  and  treatment  of  congestive  heart  failure, 
the  role  of  public  health  and  community  services, 
and  he  presents  the  patient  as  an  individual  with 
multiple  problems  and  not  just  problems  of  the 
heart. 

Areas  discussed  include  the  following: 

a.  an  organized  follow-up  program  for  the  pre- 
vention of  recurrences 

b.  the  effective  use  of  diuretic  agents 

c.  diet  therapy 

d.  rehabilitation 

e.  the  role  of  patient  education. 

Current  Diagnosis  and  Treatment,  1966,  by  Henry 

Brainerd,  MD;  Sheldon  Margen,  MD,  and  Milton 

J.  Chatton,  MD,  and  thirty-one  associate  authors. 

Published  January  10,  1966  by  Lange  Medical 

Publications  by  Los  Altos,  California.  916  pages 

(7"  by  10").  Price  $9.50. 

Doctor  Brainerd  is  Professor  of  Clinical  Medicine 
at  the  University  of  California  School  of  Medicine 
in  San  Francisco;  also  Chief  of  the  University  of 
California  Medical  Sendees  at  the  San  Francisco 
General  Hospital.  Doctor  Margen  is  Professor  of 
Human  Nutrition  at  the  University  of  California 
in  Berkeley.  Doctor  Chatton  is  a Clinical  Associate 
Professor  of  Medicine  at  the  Stanford  University 
School  of  Medicine  in  Palo  Alto,  California.  As- 
sisted by  thirty-one  other  eminent  authorities  they 
have  written  a book  intended  to  sen-e  the  practicing 
physician  as  a useful  desk  reference  on  the  most 
widely  accepted  technics  currently  available  for 
diagnosis  and  treatment.  The  wide  acceptance  of 
this  book  bears  testimony  as  to  its  merit.  It  is 
currently  used  as  a textbook  in  many  medical 
schools. 


Serologic  Response  of  Infants  to  Combined 
Inactivated  Measles-Poliomyelitis  Vaccine 
— G.  C.  Brown  and  P.  L.  Kendrick  (De- 
partment of  Epidemiology,  University  of 
Michigan  School  of  Public  Health,  Ann 
Arbor).  Amer  J Pub  Health  55:1813- 
1819  (Nov)  1965. 

The  serologic  response  of  young  infants  to 
three  injections  of  combined,  inactivated 
measles-poliomyelitis  vaccine  administered  at 
intervals  of  two  months  is  described.  Ma- 
ternal antibodies  to  both  viruses  were  pres- 
ent in  over  half  the  children  at  the  age 
of  three  months;  in  some  they  were  found 
at  five  months,  and  when  present  the  pri- 
mary i-esponse  to  vaccine  was  suppressed. 


Infants  without  maternal  antibodies  respond- 
ed to  each  vaccine  component.  Postprimary 
measles  antibodies  persisted  until  the  age 
of  18  months  in  over  half  the  infants.  Boost- 
er injections  of  vaccine  at  the  age  of  18 
months  were  successful  in  stimulating  anti- 
bodies to  both  the  measles  and  poliomyelitis 
components  in  96%  of  all  the  children,  re- 
gardless of  the  primary  response.  Injection 
of  live,  attenuated  measles  virus  vaccine  was 
followed  by  antibody  titers  roughly  com- 
parable to  those  obtained  with  the  inactivat- 
ed preparation.  Clinical  reactions  following 
these  injections  were  either  absent  or  mini- 
mal. Antibodies  persisted  with  only  a two- 
fold loss  in  titer  six  months  after  both  the 
live  and  killed  booster  stimulus. 

Limitations  of  Footprinting  as  Means  of 
Infant  Identification  — K.  S.  Shepard 
(USAF  Hosp,  Travis  AFB,  Calif),  T.  Erick- 
son, and  H.  Fromm.  Pediatrics  37:107 
(Jan)  1966. 

A carefully  done  footprinting  of  new- 
born infants  was  compared  with  a carefully 
done  printing  of  the  same  infants  at  five  to 
six  weeks  of  age.  From  the  results,  expert 
fingerprint  technicians  were  only  able  to 
identify  ten,  demonstrating  only  about  20% 
identifiable.  Of  these  ten  correctly  identi- 
fied, it  was  felt  that  the  majority  could  not 
stand  up  under  legal  scrutiny  in  the  courts. 
It  may  then  be  safely  stated  that  this  proce- 
dure, which  seems  to  be  standard  in  so 
many  of  our  hospitals,  is  essentially  without 
value.  It  seems  to  the  authors  that,  if 
effort  is  made  to  band  the  infants  properly 
in  the  delivery  room,  this  should  be  sufficient 
identification  and  that  standard  footprinting 
is  a needless  expense. 

Protection  From  Ticks,  Fleas,  Chiggers,  and 
Leeches  — H.  K.  Gouck  (Agricultural  Re- 
search Service,  US  Department  of  Agri- 
culture, Gainesville,  Fla).  Arch  Derm  93: 
112  (Jan)  1966. 

Protection  from  these  acarids,  insects,  and 
annelids  is  achieved  mainly  by  treatment  of 
the  clothing  with  repellents.  When  properly 
used,  they  will  provide  a high  degree  of  com- 
fort in  the  presence  of  large  numbers  of 
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blood-sucking  arthropods.  None  of  our  pres- 
ent repellents  is  completely  satisfactory,  but 
the  better  repellents  are  for  ticks  — DEET 
(N,N-diethyl-m-toluamide) , butapyronoxyl 
(butyl-3, 4-dihydro-2, 2 - dimethyl  - 4 - oxo  - 2H- 
pyran-6-carboxylate),  dimethyl  carbate,  and 
benzyl  benzoate;  for  fleas — DEET  and  ben- 
zyl benzoate;  for  chiggers  (larvae  of  Trom- 
biculid  mites)  — dimethyl  phthalate,  ethyl 
hexanediol,  or  any  of  the  tick  repellents ; for 
leeches — DEET  and  benzyl  benzoate.  The 
only  chigger  repellent  remaining  effective 
after  rinsing  and  washing  in  water  is  benzyl 
benzoate. 

Anginal  Pain  and  Depression  — G.  C.  Grif- 
fith (1136  W 6th  St,  Los  Angeles),  and 
Harry  Kaye.  Dis  Chest  48:584  (Dec) 
1965. 

Twelve  patients  with  angina  pectoris  who 
clinically  did  not  appear  to  be  depressed, 
were  tested  with  the  Minnesota  Multiphasic 
Personality  Index  (MMPI),  initially,  and  five 
weeks  after  taking  the  energizer,  nialamide. 
In  the  dosage  used,  nialamide  did  not  appre- 


ciably affect  anginal  pain  of  depression.  On 
both  testings,  all  12  patients  were  shown  to 
be  significantly  more  depressed  than  the 
normal  population  by  their  T score  measure- 
ments on  the  D scale  of  the  MMPI.  Depres- 
sion may  be  a factor  determining  which 
patients  with  atherosclerotic  heart  disease 
manifest  angina  pectoris. 


Treatment  of  Intractable  Asthma  With  Die- 
thylcarbamazine  Citrate  — M.  S.  Mallen 
(General  Hosp,  Mexico  City,  Mexico).  Ann 
Allergy  23:534-537  (Nov)  1965. 

The  administration  of  diethylcarbamazine 
citrate  in  daily  doses  of  10  mg/kg  is  effective 
in  the  symptomatic  treatment  of  intractable 
asthma.  The  drug  is  well  tolerated  and,  ac- 
cording to  test  experience,  can  advantageous- 
ly substitute  the  use  of  corticoids  in  some 
cases.  It  is  expected  that  further  studies 
will  serve  to  impart  knowledge  upon  the 
mode  of  action  and  the  place  of  this  sub- 
stance in  the  management  of  bronchial 
asthma. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 
National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  Multiple  Sclerosis  Society 

257  Park  Avenue  South,  New  York  10,  N.Y. 
V^ocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 
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ORGANIZATIONS,  STATE = 

Alcoholics  Anonymous 
1346  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Maiwin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
State  House  Station 
Post  Office  Box  4813,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 
Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 

Miss  Betty  Seibert,  510  South  42nd  St.,  Omaha 
Lancaster  County  Chapter 
Mr.  and  Mrs.  Gayle  Voller,  530  North  75th  St., 
Lincoln 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 
Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 
Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
.Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  President 
5 West  31st  Street,  Kearney,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 

Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 
Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “0”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebi'aska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  0 St.,  Lincoln  68508 
University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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Nebraska  S.  M.  J. 


one  mid-morning 


one  mid-evening 


New 300  mg  tablet 

It’s  made  for  b.i.d. 


ForAdults-2tablets  provide  a full  24  hours  of  therapy...  with  all  the  extra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day. ..proven  potency... 
1-2  days’  "extra”  activity  to  protect  against  relapse  or  secondary  infection. 


DECLOMYCIIV 

DEMETHYLCHLOKTETRACYCLINE 
300mg‘  FILM  COATED  TABLE  I S 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill— 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Warning  — In  renal  Impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients 


should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
cracy  occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and 
75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


674-6—3838 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  ® 


things  go 

better,! 

^with 

Coke 


Comparison  of  the  Thoracic  and  Abdominal 
Approaches  to  the  Repair  of  Esophageal 
Hiatus  Hernia:  Long-Term  Results  — R. 
M.  Keltner,  Jr.,  et  al  (Barnes  Hosp,  St. 
Louis).  Amer  J Surg  110:910-917  (Dec) 
1965. 

In  this  series  of  146  cases  of  hiatus 
hernia  repair,  92  patients  were  asymptomatic 
and  considered  the  result  of  their  operation 
satisfactory  wdien  followed  up  for  more  than 
15  months  after  the  operation.  Eighty-eight 
hernias  were  repaired  by  an  abdominal  ap- 
proach, 56  by  a thoracic  approach,  and  2 by 
a thoracoabdominal  approach.  There  w'as 
practically  no  difference  in  the  results  ob- 
tained with  the  two  approaches.  The  mor- 
tality for  all  the  cases  was  2.7%.  Thirty-six 
per  cent  of  the  patients  required  celiotomy 
for  surgical  treatment  of  concomitant  gas- 
trointestinal lesions.  For  isolated  hiatus  her- 
nia, equally  satisfactory  results  may  be 
achieved  with  either  surgical  approach. 
Treatment  of  concomitant  gastrointestinal 
lesions  by  the  abdominal  approach  does  not 
increase  the  risk  to  the  patient. 

20-A 


Immediate  or  Later  Feeding  for  Premature 
Babies  — B.  D.  Bower  and  B.  A.  Wharton 
(Children’s  Hosp,  Birmingham,  England), 
Lancet  2:969-972  (Nov  13)  1965. 

A controlled  trial  was  carried  out  in  239 
premature  babies  to  compare  immediate  feed- 
ing (usually  within  two  to  three  hours  of 
birth,  using  large  volumes  of  milk)  with 
later  feeding  (usually  at  12  hours,  using 
smaller  volumes).  The  mortality  in  the  im- 
mediate group  was  17%  and  in  the  later 
group  6%.  The  difference  is  significant; 
however,  detailed  analysis  has  produced  no 
explanation  for  the  difference  other  than  the 
difference  in  feeding  methods.  Aspiration 
of  vomit  was  a disturbingly  frequent  ne- 
cropsy finding  in  the  immediate  group.  Hy- 
perbilirubinemia and  hypoglycemia  were  less 
common  in  the  immediate  group.  Although 
there  are  some  good  reasons  for  immediate 
feeding,  it  is  not  without  some  danger  and 
the  policies  of  feeding  premature  babies 
should  be  re-evaluated. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

■NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


‘NEOSPORIN’. 


Polymyxin  B- Neomycin -Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
‘Aerosporin'®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) ..5  mg. 


Tubes  of  Vj  oz.  and  1 oz. 

■ clinically  effective 

■ comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 


For  the  eradication  of  infectious  organisms  in  a Complete  literature  available  on  request  from 
wide  range  of  dermatologic  disorders:  impetigo.  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Butazolidin'alka 

phenylbutazone  100  mg. 

dried  aluminum 

hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That's  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka — you'll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804  p 


Geigy 


America’s  largest-selling  charcoal-tip  cigarette 


©The  American  Tobacco  Company 


Tareyton...with  the  taste  worth  fighting  for 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin  — once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  ail  day  long.  Markedly- low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  - the  Priceless  Ingredient 


24-A 


You  can  enhance  the  value  cf  your  own  Journal  by  patronizing  its  advertisers 


In  anxiety  | 
states:  I 

B and  C I 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 

Vitamin  B?  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  65  (Pyridoxine  HCI] 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm.  | 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adu 

ts,  1 capsule 

daily,  for  the  treatment  of 

vitamin  defi- 

ciencies.  Supplied  in  decorative  “re- 

minder”  jars  of  30  and  100; 

Dottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Professional  Profection  Exclusively  since  1899 


OMAHA  OFFICE:  Robert  C.  Schmitz,  Representative 
9132  Dorcas  Street,  Omaha  Telephone  402-393-5797 

Mailing  Address:  Elmwood  Station,  Box  6076,  Omaha  68106 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Car  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
•walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


“If  you  want  water,  Sir,  just  ring  for  it!” 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception- 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC* 


tablets 


chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


In/nffyrop 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief.’ 

s/de  effects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone,  97.7“/o  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily. 
1.  Collective  studies.  Department  of  Medical  Research, 
Winthrop  Laboratories. 


WINTHROP  LABORATORIES,  NEW  YORK,  N.  Y.  10016 


In  Fractures:  B and  C vitamins  are  therapy 

Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  o 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  ar( 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


I meet  ine 
if  B and  C 
fractures, 
e therapy. 


Each  capsule  contains: 

Vitamin  Bi  (ThiamineMononitrate)  10  mg. 

Vitamin  Bq  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B^,  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorative  “re- 

minder”  jars  of  30  and  100;  bottles  of  500. 

ILEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

^ 7283-4 
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''All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


gamut  of  home  remedies  without  success, 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 

CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 


your  for 
Cremomycin 
can  provide  relief 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0,27  Gm. 

@MERCK  SHARP  & DOHME  Division  of  Merck  & Co-,  Inc..  West  Point.  Pa. 

Where  today’s  theory  is  tomorrow’s  therapy 


Current  Comment 

Omaha  Doctors  Send  Medical  Gifts — 

About  $6,000  in  equipment  and  supplies 
has  been  sent  by  the  Omaha  Chapter  of  the 
Catholic  Physicians’  Guild  to  the  Catholic 
Medical  Missionary  Service  for  use  by  mis- 
sionary doctors  throughout  the  world.  St. 
Joseph’s  Hospital  in  Omaha  contributed  much 
of  the  equipment,  and  the  Creighton  Uni- 
versity School  of  Pharmacy  was  also  a “prime 
mover’’  in  sptearheading  the  collection  drive, 
according  to  Albert  B.  Lorincz,  M.D.,  Presi- 
dent of  the  Omaha  Chapter.  The  DC  - Red 
Ball  Express  Company  donated  its  time  and 
charges  shipping  the  material  to  New  York 
City  from  where  it  will  be  sent  directly  to 
the  missions. 

Nebraska  Centennial  Health  Fair; 

Progress  Report — 

Doctor  E.  D.  Zeman,  Chairman  of  the  Ne- 
braska Centennial  Health  Fair  Committee 
of  the  Lancaster  County  Medical  Societj',  re- 
ports that  information  concerning  the  Health 
Fair  will  soon  be  reaching  the  officers  of 


county  medical  societies  throughout  the 
state.  The  Lancaster  County  doctors  hope  to 
enlist  the  aid  of  their  colleagues  throughout 
Nebraska  in  co-sponsoring  this  ambitious 
and  worth-while  project.  The  dates  for  the 
Health  Fair  are  April  29,  1967  through  May 
5,  1967. 

Physicians  Assured  of  Hearing — 

All  state-employed  physicians,  including 
those  at  Nebraska’s  mental  hospitals,  can 
call  on  the  Nebraska  State  Medical  Associa- 
tion’s top  policy  committee  for  a hearing  if 
they  are  discharged,  transferred,  or  demoted. 

Findings  and  recommendations  from  the 
policy  committee  will  be  reported  at  once  to 
the  Governor  who  is  administratively  re- 
sponsible for  state  institutions  employing 
doctors. 

The  policy  committee  includes  Doctor  Dan 
Nye  of  Kearney,  Doctor  Willis  Wright  of 
Omaha,  Doctor  Richard  E.  Garlinghouse  of 
Lincoln,  Doctor  Rudy  Sievers  of  Blair,  and 
Doctor  Otto  Kostal  of  Hastings. 

(Continued  on  page  22- A) 


10-A 


You  can  enhance  the  value  of  your  own  Journal  hy  patronizing  its  advertisers 


NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNATAL 


There’s  nothing  quite  like  a vacation  to  ease  the  pressures  of 
the  modern,  “workingday”  world.  And  for  the  patient  who  can’t 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimally  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  “the  greatest  efficacy  with 
the  smallest  possible  dose.”’  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  alone. ^ 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice.”  In  Donnatal,  pheno- 
barbital potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gl  disorders. 

more  than  24  indications  in  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  ('A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 


IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 


REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed.,  Balti- 
more (1954),  552. 


‘This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730's  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VA. 
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Second  aid  for  a button  popper 


Kim  »♦  su\ 

^frfTTTiT 


• AVlt»Lit  t < 


SEQUELS* 


By  providing  combined  anorexigenic-tranquilizing  action, 
BAMADEX  SEQUELS  Capsules  help  your  nonshrinking 
patients  to  establish  new  patterns  of  eating  less.  The  am- 
phetamine component  suppresses  the  appetite,  while  the 
meprobamate  helps  allay  nervousness  and  tension.  And  for 
most  patients,  the  sustained  release  of  the  active  ingredients 
provides  convenient  one-capsule-a-day  dosage. 

Side  Effects  commonly  associated  with  either  compo- 
nent are  possible  but,  to  the  extent  these  are  dose-related, 
they  should  normally  be  mild  and  infrequent,  since  the 
total  dosage  of  each  component  on  the  usual  one-capsule- 
daily  regimen  is  quite  low.  Also,  the  sedating  effect  of 
meprobamate  and  the  stimulating  eflfeet  of  d-amphetamine 
sulfate  tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
verse effects  not  peculiar  to  either  component  have  not 
been  reported.  Side  effects  associated  with  d-amphetamine 
sulfate  include:  insomnia,  excitability,  increased  motor 
activity,  confusion,  anxiety,  aggressiveness,  increased  li- 
bido, hallucinations,  rebound  fatigue,  depression,  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea  and  increased 
cardiovascular  reactivity.  Effects  associated  with  meproba- 


mate include:  skin  rash,  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hyperexcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex'  Sequels* 

d-amphetamine  sulfate  ( 1 5 mg. ) Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 

LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


6655 


Elastic  Stockings  so  sheer  they  look 
like  support  hose.  Both  Ultreer  and 
support  hose  are  sheer,  shapely,  cool 
and  comfortable.  But  that's  where 
the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg. 
Gives  true  therapeutic  compression 
necessary  to  relieve  varicose  veins  and 
other  leg  disorders.  They  provide 
the  therapy  you  prescribe.  The  fashion 
and  economy  she  demands. 

Ultreer  stockings  have  a new  low  price. 
So  low,  she  can  afford  two  pairs  of 
Ultreer  instead  of  one  pair  of  regular 
elastic  stockings.  There'll  be  no 
disagreements  there.  Ultreer  stockings 
are  as  comforting  to  her  purse  as 
they  are  to  her 
legs.  New  Ultreer 
are  the  elastic 
stockings  doctors 
and  women  can 
agree  on. 


KenoALL 
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The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  nnuscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 


Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 


Wallace  Laboratories,  Cranbury,  N.J. 
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now... introducing  a new  high-strength  dosage  form 

SIGNEM 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC* 


^ THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

^ WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

^ ESPECIALLY  VALUABLE  IN  U.R.I. 
provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

^ NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


VCir  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  ora!  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity,  if  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable, 
in  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being'* 
New  York,  N.Y.  10017 
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See  V-Cillin  K® 
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Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why:  It 
has  a special  coating,  only  one  and 
a half  thousandths  of  an  inch  thick. 
Because  it  is  designed  to  dissolve 
after  approximately  six  seconds,  this 
barrier  to  bitterness  remains  on  the 
tablet  as  it  slides  past  the  tongue. 
When  the  tablet  reaches  the 
stomach,  however,  the  coating  has 
dissolved,  and  the  penicillin  is  ready 
for  immediate  absorption  into 
the  bloodstream. 

Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains 
of  staphylococci. 

Contraindications  and  Precautions: 
Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40, 80,  and  150-cc.-size  packages. 


V-Cillin  K‘ 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


THE  DISTAFF  SIDE 

The  Woman’s  Auxiliary  to  the  American 
Medical  Association  was  organized  some  44 
years  ago,  growing  out  of  regional  groups 
already  existing  in  Texas,  South  Dakota,  Ok- 
lahoma, Maine,  Minnesota,  and  Montana.  A 
resolution  advocating  a Woman’s  Auxiliary 
was  adopted  on  May  26,  1922  by  the  House 
of  Delegates  of  the  AMA  at  its  meeting  in 
St.  Louis,  Missouri;  24  women  from  nine 
states  attended  the  first  meeting.  Our  own 
Woman’s  Auxiliary  was  started  only  three 
years  later.  On  May  13,  1925,  at  the  time 
of  the  annual  meeting  of  the  Nebraska  State 
Medical  Association,  Mrs.  F.  A.  Long,  of 
Madison,  Nebraska,  suggested  to  a small 
group  of  doctors’  wives  (there  were  12  ladies 
present,  and  the  meeting  was  under  the 
chairmanship  of  Mrs.  J.  E.  M.  Thomson  of 
Lincoln)  the  formation  of  a medical  aux- 
iliary. The  first  annual  meeting  was  held 
in  Omaha,  on  May  10,  1926.  When  last 
counted,  in  1965,  Nebraska  had  16  com- 
ponent auxiliaries  and  825  members.  The 
ladies  have  four  executive  board  meetings, 
and  one  annual  meeting  which  coincides  with 
the  annual  meeting  of  the  NSMA.  The  Wom- 
an’s Auxiliary  to  the  AMA  numbered  13,000 
members  in  1932,  53,000  in  1950,  80,000  in 
1960,  and  now  thei*e  are  almost  90,000  mem- 
bers and  nearly  1200  local  auxiliaries  in  the 
50  states  and  the  District  of  Columbia. 

It  has  seemed  to  us  for  some  time  that  we 
none  of  us  realize  the  vast  amount  of  good 
the  ladies  do,  and  that  few,  if  any  of  us, 
know,  with  any  degree  of  exactness,  how 
all  of  this  is  done.  It  appears  that  the 
Woman’s  Auxiliary  has  some  eight  differ- 
ent kinds  of  activities.  There  is  the  AMA- 
ERF  and  our  own  Nebraska  Medical  Foun- 
dation, and  here  funds  are  raised  for  stu- 
dent loans  and  for  medical  schools.  The 
ladies  help  to  mold  public  opinion;  they  are 
our  own  public  relations  ambassadors  of 
good  will.  They  encourage  safety  education. 
The  Auxiliary  has,  as  many  of  us  know,  an 
important  and  delightful  social  function. 
One  of  its  activities  is  educational ; here  the 
ladies  help  the  lay  public  to  prepare  for  dis- 


aster. There  is  a community  service,  where 
the  girls  help  people  to  understand  the 
policies,  functions,  and  aims  of  the  medical 
profession.  There  is  a sort  of  miscellaneous 
group  of  activities,  at  both  national  and 
county  levels,  consisting  of  such  things  as 
scholarships  for  camps,  fund-raising  efforts 
for  the  AMA,  school  “Career  Day”  pro- 
grams, buying  dolls  for  distribution  by  the 
community  service,  and  even  paramedical 
recruitment  teas.  And  there  is  WASAMA, 
the  Woman’s  Auxiliary  to  the  Student  AMA. 
Nebraska  has  two  WASAMA  chapters, 
Creighton,  started  in  1959;  and  the  Univer- 
sity of  Nebraska,  begun  in  1964.  This  is 
indeed  good ; these  young  women  are  the 
future  doctors’  wives  of  America. 

We  owe  a great  deal  to  the  ladies,  it 
seems,  and  it  is  fitting  that  we  acknowledge 
our  debt.  If  they  redouble  their  efforts,  and 
they  may,  and  if  we  do  less,  we  may  even 
become  their  auxiliary.  This  is  pure  fancy. 
We  only  say:  here’s  to  the  ladies,  God  bless 
them. 

— F.C. 


P K AND  YOU 

The  concept  of  phenylketonuria  and  mental 
impaiiTnent  seems  to  be  firmly  established. 
The  incidence  of  PKU  is  one  in  approximate- 
ly 15,000  births,  or  0.007%  (1/150  of  1%). 
It  has  been  shown  that  phenylketonuria  is  a 
cause  of  one  kind  of  mental  impairment; 
large  amounts  of  phenylpyruvic  acid  appear 
in  the  urine.  The  cause  of  PKU  is  prob- 
ably lack  or  deficiency  of  phenylalanine  hy- 
droxylase. Diagnosis  consists  at  this  time 
of  the  Guthrie  test,  on  blood  obtained  by 
heel  puncture  (followed,  if  positive,  by  blood 
testing  for  phenylalanine  concentration),  and 
ferric  chloride  tests  on  wet  diapers  and  dip- 
stick tests  on  urine.  Of  some  130  Nebraska 
hospitals,  94  do  it,  13  do  not,  6 did  not  reply 
to  a questionnaire,  11  are  not  affected,  and 
it  is  left  up  to  the  doctor  in  6 towns  (which 
may  represent  6 hospitals). 

It  is  reported  that  we  have  said  that  test- 
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ing  can  be  achieved  on  a voluntary  basis. 
Perhaps  there  has  been  over-emphasis,  as 
approximately  21/2  children  would  be  in- 
volved each  year  in  Nebraska;  there  may- 
be false  positives;  mothers  may  themselves 
be  uncooperative;  other  and  possibly  better 
tests  may  appear;  confusion  may  be  present 
at  high  levels;  but  would  it  not  be  well  to 
raise  the  percentage  of  hospitals,  cities,  and 
patients  to  100%  ? 

All  we  need  is  100%  of  the  doctors. 

— F.C. 


WHY  GRADE  PATIENTS? 

Evaluation  of  a patient’s  physical  condi- 
tion and  risk  before  subjecting  him  to  anes- 
thesia and  surgery  has  been  a common  pro- 
cedure at  different  times  and  in  various 
places.  It  has  been  the  custom  to  divide 
patients  into  four  risk  groups.  Even  if  we 
refuse  to  believe  that  we  think  mathematical- 
ly, we  cannot  escape  it;  we  use  a two-group 
system  when  we  consider  a patient  to  be 
a good  risk  or  a poor  one.  I remember  hear- 
ing a surgeon  say,  “He’s  a grade  two  risk, 
one  for  me  and  one  for  you.’’  A refinement 
of  this  system  has  been  the  adoption  of  a 
seven-place  table. 

The  motivation  underlying  the  use  of  such 
a system  may  be  more  meaningful  than  its 
application.  It  is  certainly  improper  to  in- 
flict the  rigors  of  the  operating  theater  on 
a patient  who  has  little  to  gain  and  more  to 
lose.  But  the  hazard  has  become  small,  while 
the  rewards  of  surgeiy  have  become  great. 
The  two-group  system  appears  often  in  the 
statement  that  the  patient  is  an  acceptable 
risk,  implying  the  existence  of  a group  of 
patients  whose  risks  are  not  acceptable.  But 
to  whom  is  the  risk  acceptable?  And  who  is 
not  an  acceptable  risk?  Anyone  whose  life 
depends  on  immediate  surgery  is  an  accept- 
able risk. 

It  is  perhaps  important  in  studying  mor- 
tality statistics  to  grade  patients  in  large 
study  centers,  but  evaluation  is  too  often 
done  without  precision  and  too  often  has  the 
one  purpose  of  defense  when  the  situation 
is  critical.  It  has  been  said;  give  lots  of 


oxygen,  don’t  let  the  blood  pressure  fall, 
and  be  careful  in  this  case.  The  presence 
of  the  patient  on  the  operating  table  is 
proof  that  we  have  all  of  us,  surgeon,  anes- 
thesiologist, patient,  internist,  and  family, 
accepted  the  situation. 

—F.C. 


MEDICAL  ASSISTANCE  FOR 
THE  NEEDY 

Public  law  89-97  of  the  Social  Security 
amendments  of  1965  adds  two  new  titles  to 
the  Social  Security  Act.  The  “Medicare” 
portion  (title  XVIII  public  law  89-97)  has  re- 
ceived most  of  the  publicity,  however,  it  is 
possible  that  title  XIX  of  this  law,  which 
provides  for  medical  care  for  the  needy  may 
be  of  more  concern  to  the  medical  profes- 
sion. 

Title  XIX  of  the  Social  Security  Act, 
Medical  Assistance,  is  a federal  grant-in-aid 
program  to  assist  states  in  financing  medical 
and  remedial  care  for  the  needy.  Care  will 
be  provided  through  a single  program  in  each 
state,  providing  equal  benefits  to  all  those 
eligible. 

At  present  there  are  five  public  assistance 
titles  of  the  Social  Security  Act  independent 
programs  with  different  fonnulas  for  de- 
termining the  federal  share  of  expenditures. 
They  may  be  administered  at  the  state  level 
by  different  agencies  using  different  cri- 
teria to  determine  who  is  eligible.  The  re- 
sult is  great  diversity  in  medical  care  for 
the  needy  even  within  a single  state.  Title 
XIX  seeks  to  eliminate  this  diversity  by 
establishing  a single  program  which  makes 
the  same  medical  care  available  to  all  the 
state’s  needy  and  medically  needy. 

The  program  is  effective  January  1,  1966, 
and  is  optional  with  the  states.  However, 
after  1969,  no  federal  matching  funds  for 
medical  care  of  the  needy  will  be  available 
through  other  assistance  programs.  By  1975, 
all  needy  and  medically  needy,  of  all  ages, 
are  to  have  comprehensive  care  and  services 
available  through  this  program. 

The  states  will  administer  the  program. 
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through  the  agencies  of  their  choice.  Each 
state  can  set  its  own  eligibility  standard  to 
determine  need  for  assistance,  but  may  not 
establish  income  ceilings  or  residence  re- 
quirements. Medical  personnel  will  be  re- 
quired in  the  state  agency  and  at  the  local 
level  to  administer  the  program.  The  fed- 
eral share  of  the  cost  will  range  from  50% 
to  83%  with  the  highest  matching  to  low- 
est-income  states.  There  is  no  ceiling  on 
the  amount  of  federal  reimbursement. 

Title  XIX  in  many  ways  follows  the  rec- 
ommendations of  the  AMA.  It  is  hoped  that 
other  suggestions  of  the  AMA  will  be  in- 
corporated into  regulations  which  are  cur- 
rently being  developed.  The  importance  of 
cooperation  between  the  federal  government 
and  organized  medicine  is  quite  evident. 

The  medical  profession  has  always  recog- 
nized and  supported  locally  administered 
programs  providing  assistance  to  the  needy. 
While  it  is  difficult  for  the  profession  to  ac- 
cept the  title  XVIII  providing  care  for  those 
who  are  able  and  willing  to  do  it  themselves, 
title  XIX,  while  not  perfect,  may,  in  time, 
be  a solution  to  this  problem  of  providing 
health  care  for  the  needy.  Few  questions  can 
be  answered  with  a simple  “yes”  or  “no.” 
Few  problems  are  black  or  white.  While 
many  of  our  profession  feel  that  we  have 
had  a bad  deal,  we  should  try  to  forget  the 
deal  and  play  our  cards  the  best  we  can.  Gov- 
ernment acceptance  and  use  of  advice  from 
our  profession  will  be  a major  factor  in  the 
success  or  failure  of  this  program. 

— B.  R.  Bancroft,  M.D 


Current  Comment 

Vaporizer-type  Bug-killers  Are  “Dangerous 
Devices” — 

The  Lincoln-Lancaster  County  Board  of 
Health  has  issued  a warning  to  potential 
users  of  vaporizer-type  bug-killing  devices 
following  the  death  of  a Lincoln  child  due  to 
inhalation  of  poisonous  fumes  emanating 
from  such  a device. 

The  apparatus,  sold  under  various  brand 
names,  controls  insects  by  electrically  vapor- 
izing insecticide  tablets  and  thus  spreading 


poisonous  fumes.  Legally,  all  that  the  health 
board  can  do  is  to  warn  the  public  of  the 
dangers.  The  public  is  often  careless  about 
reading  warnings  on  labels  when  they  do 
exist,  and  misleading  advertisements  can 
easily  compound  that  carelessness  into  tragic 
circumstances.  Dr.  Underwood  noted. 

Also  condemning  the  use  of  such  devices 
in  the  home  are  the  American  Medical  As- 
sociation, the  U.S.  Public  Health  Service, 
and  the  interdepartmental  committee  of  the 
Departments  of  Agriculture,  Interior,  Army, 
Navy,  Air  Force,  and  the  Federal  Security 
Agency. 


Castration  in  the  Treatment  of  Advanced 
Breast  Cancer  — E.  F.  Lewison  (Johns 
Hopkins  Hosp,  Baltimore),  Cancer  18: 
1558  (Dec)  1965. 

Ovarian  hormones  have  a profound  effect 
upon  the  natural  history  of  some  hormone- 
sensitive  breast  cancers.  In  premenopausal 
patients  with  advanced,  recurrent  or  meta- 
static breast  cancer  the  response  to  thera- 
peutic castration  is  between  25%  to  35%. 
Prophylactic  castration  may  lengthen  the 
free-interval  but  not  the  total  survival  time 
or  survival  rate.  Thus,  in  this  dilemma  of 
therapeutic  versus  prophylactic  castration 
the  decision  is  difficult  and  the  data  doubt- 
ful. Prophylactic  castration  is  recommend- 
ed in  premenopausal  patients  having  an  ad- 
vanced stage  II  cancer  at  the  time  of  mas- 
tectomy. For  all  other  patients  castration 
is  reserved  for  therapeutic  purposes.  All  pre- 
menopausal patients  with  breast  cancer  are 
urged  to  avoid  pregnancy  and  oral  contracep- 
tives containing  estrogens. 

The  Washing  Machine  and  Fiberglass  — R. 
R.  Abel  (619  Westminster  Ave,  Elizabeth, 
NJ).  Ai'ch  Derm  93:78  (Jan)  1966. 

A very  pruritic,  widespread  eruption  ap- 
peared simultaneously  in  five  members  of 
one  family.  The  pruritis  and  the  eruption 
were  in  covered  areas  of  the  body.  An  in- 
vestigation showed  that  the  mother  had 
washed  a fiberglass  curtain  and  the  family 
underwear  in  the  same  washing  machine  load 
on  the  day  before  the  outbreak  occurred. 
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COMMENTS  FROM 

The  Staff  of  the  National  Association  of 
Blue  Shield  Plans  is  promoting,  with  vigor, 
their  “PREVAILING  FEE  PROGRAM”  that 
was  developed  in  October  of  1964.  The  “pre- 
vailing fee  survey”  has  been  devised  to  pro- 
vide a list  of  the  costs  of  services  doctors 
offer,  individually  filed,  but  collectively  re- 
trievable, as  a coding  and  nomenclature  for 
all  services.  This  “PREVAILING  FEE 
PROGRAIM”  is  a new  look  in  fee  schedules 
and  is  a distinct  departure  from  Blue  Shield’s 
present  programs.  It  is  Blue  Shield’s  an- 
swer to  market  demands,  increasing  its 
ability  to  compete  in  the  insurance  market 
for  the  major  producers  such  as  autos,  farm 
tools,  steel,  communications,  and  others.  This 
is  not  for  i\Irs.  Jones,  widowed,  with  two  de- 
pendent daughters.  It  assures  the  purchaser 
of  each  contract  that  all  medical  and  surgical 
care,  without  reference  to  income,  is  paid  in 
full.  Under  this  concept  it  is  “theoretically 
possible”  to  pay  all  physicians  in  an  area 
their  usual  and  customary  charges. 

On  December  10,  1965,  the  Executive 
Committee  of  the  Nebraska  Blue  Shield 
unanimously  adopted  a resolution  urging 
the  Policy  Committee  of  the  Nebraska  State 
INIedical  Association  to  approve  the  proposal 
of  the  “Prevailing  Fee”  concept.  At  the 
final  meeting  of  the  Policy  Committee,  held 
January  12,  1966,  representatives  of  the  Ne- 
braska Blue  Shield  were  present  to  discuss 
the  matter.  In  view  of  the  immensity  and 
the  far  reaching  effects  of  this  concept  it  was 
felt  by  the  Policy  Committee  that  this  mat- 
ter should  be  brought  to  the  House  of  Dele- 
gates for  their  action  and  decision. 

At  the  meeting  of  the  House  of  Delegates 
held  in  Kearney,  February  12th  and  13th, 
1966,  i\Ir.  James  Kneble,  Director  of  Re- 
search and  Statistics  of  the  N.A.B.S.P.  dis- 
cussed and  explained  the  “prevailing  fee.” 
Dr.  Otis  Wolfe  of  Marshalltown,  Iowa,  Past- 
President  of  the  Iowa  State  IMedical  Associa- 
tion, was  invited  to  discuss  the  relative  mer- 
its of  the  “usual  and  customary  fee”  concept. 


YOUR  PRESIDENT 

As  of  to  date,  we  are  back  where  we  start- 
ed. The  House  of  Delegates  adopted  the 
Reference  Committee’s  report  that  referred 
this  matter  back  to  the  Policy  Committee. 
The  Policy  Committee  was  instructed  to  ask 
the  two  A.M.A.  delegates  to  join  them  in  the 
study  of  the  prevailing  fee  and  report  back 
to  the  House  of  Delegates  during  the  May 
1966  meeting. 

At  present  there  are  22  states  where  inde- 
pendent insurance  companies  have  been  ap- 
pointed as  a fiscal  agent  for  Part  B of  Medi- 
care. All  of  these  private  carriers  will  use 
the  “usual  and  customary”  fee  concept  in 
participation  in  the  government  program. 
In  five  states  there  are  independent  insur- 
ance companies  and  Blue  Shield  combined, 
and  in  23  states  Blue  Shield  has  been  ap- 
pointed as  a carrier.  At  present  the  number 
of  Blue  Shield  Plans  in  these  states  using 
the  “customary  and  usual”  fee  and  the  “pre- 
vailing fee”  concept  cannot  be  recorded. 
This  will  be  available  at  a later  date.” 

With  the  increase  in  business  complexity, 
pressure  from  politicians,  practical  prob- 
lems of  the  market,  what  is  the  best  way  of 
offering  to  consumers  the  desired  combina- 
tion of  paid  in  full  benefits,  while  permit- 
ting the  physician  his  customary  charges? 
Will  this  new  concept  produce  a distortion  of 
the  fee  patterns?  There  are  also  questions 
about  the  inflationary  effects,  possible  ex- 
clusion of  10%  of  participating  physicians, 
the  status  of  nonparticipants,  and  the  method 
of  determining  an  economic  geogi'aphic  area. 
Along  with  this,  there  is  no  question  that 
this  country  today  is  faced  with  the  likeli- 
hood of  complete,  total  socialization  of  medi- 
cine. Decisions  on  just  what  is  right  are 
certainly  difficult  to  make. 

There  will  continue  to  be  a commanding 
role  for  Blue  Shield  as  health  insurance  car- 
rier now  and  in  the  future.  However,  is  the 
“Prevailing  Fee  Program”  the  best  answer? 

— W.  D.  Wright,  M.D., 
President. 
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ARTICLES 


Family  Practice  Teaching  In  Scotland 


There  is  a growing  shortage  of 
family  physicians  throughout 
the  United  States.  This  criti- 
cal situation  is  especially  true  in  Nebraska. 
Over  a year  ago,  Dr.  Cecil  L.  Wittson,  Dean 
of  the  College  of  Medicine,  recognized  this 
problem  and  proposed  action  to  combat  it. 
Thirty  years  ago,  75  per  cent  of  physicians 
entered  general  practice;  now  only  18  per 
cent  choose  this  field  of  medicine.  This 
percentage  is  decreasing  two  per  cent  per 
year.  The  general  public  forcefully  ex- 
presses its  desire  for  family  physicians,  and 
and  quite  possibly  will  demand  them  from 
the  medical  schools  in  the  future. 

In  response  to  this  public  need,  the  Col- 
lege of  Medicine  of  the  University  of  Ne- 
braska established  a chair  of  general  prac- 
tice. I was  asked  to  help  with  this  program 
as  Professor  of  General  Practice  attached 
to  the  Dean’s  Office. 

We  learned  that  the  first  Professor  of 
General  Practice  using  family  practice  clin- 
ics for  teaching  in  a medical  school  was  Dr. 
Robert  Scott  of  Edinburgh,  Scotland.  It 
was  decided  that  I should  visit  these  clinics 
and  determine  whether  or  not  his  experi- 
ence would  be  of  value  to  us.  This  was  done 
during  last  September. 

Dr.  Scott  is  a man  in  his  mid-fifties, 
friendly,  cooperative,  well-trained,  and  not 
only  enthused  over  this  type  of  teaching, 
but  convinced  it  is  a vital  part  of  the  train- 
ing of  physicians.  The  learning  experience 
in  a family  practice  clinic  has  a continuing 
and  beneficial  effect  on  the  entire  profes- 
sional service  rendered  by  a physician,  re- 
gardless of  his  field  of  medicine. 

Dr.  Scott  is  a graduate  of  the  University 
of  Edinburgh  and  specialized  in  Public 
Health  and  Preventive  Medicine.  His  intro- 
duction to  his  present  activities  began  with 
an  ecology  study  in  Edinburgh  financed  by 
the  Rockefeller  Foundatin.  With  the  advent 
of  Nationalized  Medicine,  and  especially  be- 
cause of  the  depletion  of  Family  Physicians 
he  acquired  a Family  Practice  Clinic  in  Edin- 
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burgh.  This  was  to  be  a service  and  teach- 
ing activity  of  the  University  of  Edinburgh. 
While  the  Clinic  started  as  a purely  charity 
service,  all  patients  who  wish  to  come  are 
now  accepted. 

The  economic  level  of  patients  has  changed 
very  little,  however,  and  all  fees  are  now 
paid  by  the  National  Health  Service. 

Dr.  Scott  has  two  such  clinics  in  operation 
in  economically  depressed  areas  in  Edin- 
burgh, with  five  full-time  Family  Physicians 
assisting  him.  His  first  clinic  was  estab- 
lished in  1946  following  pilot  studies.  In 
addition  to  the  six  full-time  physicians  in  the 
Family  Practice  Teaching  Program  there  are 
eight  private  Family  Physicians  in  other 
areas  of  the  city.  These  are  paid  150  pounds 
per  year  to  cover  some  of  their  expenses, 
and  are  carefully  selected  by  Dr.  Scott.  He 
emphasized  that  they  must  be  competent  men 
and  have  a real  desire  to  work  and  teach. 

The  Family  Practice  Teaching  is  carried 
on  in  the  third  year.  The  school  year  is  di- 
vided into  three  parts  and  the  student  is 
required  to  participate  in  the  program  for 
one  third  of  the  year.  His  mornings  are 
spent  in  the  hospital,  and  two  to  three  hours 
are  spent  in  the  Family  Practice  Clinics 
three  afternoons  each  week.  The  supervis- 
ing physician  has  only  one  student  at  a time 
or  three  per  week.  Dr.  Scott  explained  that 
cases  are  not  selected  for  teaching.  The  stu- 
dent sees  them  just  as  they  come.  It  was 
stressed  that  even  those  patients  who  come 
with  “nothing  wrong  with  them”  do  actually 
come  for  some  reason.  The  student  finds 
that  this  is  a large  segment  of  any  practice 
and  learns  how  to  deal  with  them  as  well 
as  with  organic  illnesses.  The  student  mav 
see  10  to  15  patients  a day.  He  may  also 
make  calls  to  the  home  after  the  case  has 
been  seen  by  the  supervising  physician.  The 
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student  writes  a report  only  on  those  cases 
he  sees  by  himself  in  the  clinic  or  in  the 
home.  He  follows  his  patients  to  the  hos- 
pital if  they  are  hospitalized.  The  Family 
Physician  may  also  follow  the  patient  to  the 
hospital  but  only  on  a “social  basis,”  as  he 
never  works  in  the  hospital. 

Once  a week  a number  of  seminars  are 
held  with  all  full-time  and  part-time  physi- 
cians participating  with  the  students.  They 
are  divided  into  small  groups  of  six  to  nine, 
and  the  same  subject  is  discussed  by  all  on 
the  same  day.  The  students  are  also  given 
reading  assignments.  The  students  have  ac- 
cepted the  program  with  enthusiasm.  No 
studies  have  been  made  to  determine  how 
many  students  have  been  influenced  to  enter 
Family  Practice  by  this  program. 

The  six  full-time  physicians  are  respon- 
sible for  the  service  available  as  well  as  the 
teaching  program.  They  are  on  call  one 
night  a week  and  every  fifth  week-end. 
Though  they  are  obliged  to  make  night  calls, 
they  average  less  than  two  calls  per  week. 
They  also  give  prenatal  care,  although  the 
deliveries  are  by  mid-wives  in  the  hospital 
or  in  the  home.  Many  deliveries  are  in  the 
home.  Usually  the  obstetrician  sees  the  pa- 
tient only  if  a complication  of  labor  exists. 
There  is  considerable  competition  between 
the  medical  students  and  the  student  mid- 
wives for  cases,  as  the  student  mid-wife  must 
have  a total  of  20  deliveries  before  she  is 
qualified  to  practice.  The  Family  Physician 
who  has  given  the  prenatal  care  may  go  to 
the  hospital  for  the  delivery  only  on  a “social 
basis,”  as  he  has  no  hospital  beds  assigned 
to  him.  The  exceptions  to  this  are  in  the 
remote  areas  of  the  country. 

Payment  for  the  care  of  the  patient  in  the 
clinics  is  made  by  the  government,  but  this 


money  goes  to  the  school  when  care  is  ren- 
dered by  the  full-time  physicians. 

The  clinics  are  housed  in  very  old  stone 
buildings  that  do  not  easily  adapt  themselves 
to  modernization.  The  building  now  used 
by  Dr.  Scott  for  his  first  clinic  was  built 
in  1776.  This  setting  demonstrates  so  well 
that  fine  teaching  can  be  done  regardless 
of  adequacy  of  brick  and  mortar. 

Much  valuable  service  is  rendered  in  the 
areas  of  Edinburgh  using  Dr.  Scott’s  fa- 
cilities. The  average  year  will  bring  5,500 
patients  to  the  clinics  for  30,000  calls,  re- 
sulting in  about  five  calls  per  person  on  their 
list.  The  visiting  nurses  make  possible  good 
follow-up  on  the  patients. 

Dr.  Scott  feels  they  have  such  a success- 
ful service  because  the  patients  in  that  area 
of  the  city  formed  the  habit  of  coming 
to  him  when  they  were  all  charity,  and  be- 
cause of  the  excellence  of  care  given  to  the 
patients.  Of  course,  under  the  National 
Health  Plan,  there  are  no  “charity”  patients. 

In  all  medical  teaching  he  feels  the  three 
most  important  factors  are; 

1.  The  patient  as  the  real  teacher. 

2.  The  physician-student  relationship. 

3.  The  seminars. 

Much  social  orientation  is  given  to  the 
student  with  emphasis  on  solving  the  family 
problems. 

The  Family  Clinics  of  the  University  of 
Edinburg  have  been  in  operation  20  years. 
They  have  proven  successful  and  the  stu- 
dents are  enthusiastic  about  them.  The  clin- 
ics are  of  value  to  the  student  regardless 
of  his  ultimate  goal  in  medicine  and  un- 
doubtedly create  a greater  interest  in  the 
field  of  Family  Practice. 


The  American  Medical  Association  has  found  that  “all  di’ugs 
containing  the  same  active  ingredients  are  not  identical;  drags 
having  the  same  active  ingredients  and  subject  to  the  same  standards 
may  vary  in  more  than  24  different  respects  and  still  be  entitled 
to  share  the  same  generic  name.” 
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Diagnostic  Considerations  in  Management 
of  Penetrating  Abdominal  Wounds 


PENETRATING  abdominal 
wounds  are  actually  an  enor- 
mous variety  of  wounds  rang- 
ing, for  example,  from  a mere  skin  or 
musculo-aponeurotic  laceration  without  peri- 
toneal penetration  to  innocent  appearing 
wounds  associated,  iceberg-like,  with  lethal 
visceral  injury.  Careful  evaluation  and  di- 
agnosis are  important  since  the  treatment 
that  these  injuries  demand  ranges  from  a 
skin  stitch  and  a tetanus  booster  to  a 
lengthy,  difficult  surgical  operation. 

Reports  of  mortality  rates  for  this  hetero- 
genous group  of  patients  range  from  2.5  to  11 
per  cent  in  various  series. 

In  civilian  series  stab  wounds  are  far  more 
common  than  gunshot  wounds,  accounting 
for  60  to  90  per  cent  of  penetrating  abdom- 
inal injuries.  Pistol  and  rifle  bullet  wounds 
of  the  abdomen  are  less  common  and  shot- 
gun wounds  are  least  common.  This  is  for- 
tunate because  stab  wounds  carry  the  low- 
est mortality  and  shotgun  injuries  carry  the 
highest  mortality,  pistol  and  rifle  bullet  in- 
juries having  an  intermediate  mortality.^  A 
recent  report,  for  example,  details  the  mor- 
tality rate  of  abdominal  injury  with  vari- 
ous weapons  as  follows : pocket  knife 
wounds  — 0 per  cent  mortality ; switch  blade 
knife  wounds  — 6 per  cent ; butcher  knife 
wounds — 13  per  cent;  pistol  bullet  wounds 
— 17  per  cent;  shotgun  wounds — 20  per 
cent.^^  In  shotgun  injuries  the  range  of  the 
blast  has  a great  effect  on  the  mortality. 
The  point-blank  range  blasts  are  exceeding- 
ly lethal  but  the  injuriousness  of  this  weapon 
drops  off  markedly  with  a small  increase  in 
range. The  energy  of  the  bullet  has  an  im- 
portant bearing  on  its  injuriousness.  The 
energy,  in  turn,  varies  directly  with  the 
mass  of  the  bullet  and  the  square  of  its  velo- 
city. For  example,  the  mass  of  a .38  caliber 
pistol  bullet  and  an  M-1  .30  caliber  military 
rifle  bullet  are  approximately  equal ; the 
velocity  of  the  latter  missile,  however,  is 
roughly  four  times  that  of  the  .38  caliber 
pistol  bullet  and  its  energy  thus  approxi- 
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mately  sixteen  times  as  great.®  The  high 
velocity  military  missiles,  therefore,  are 
generally  far  more  injurious  than  the  weap- 
ons usually  used  by  civilians.  The  nature 
of  the  weapon  undoubtedly  plays  an  im- 
portant role  in  the  frequency  with  which  an 
abdominal  penetrating  wound  is  actually  an 
intra  - abdominal  visceral  wound.  In  Ko- 
rean War  patients  with  abdominal  penetrat- 
ing injuries  treated  by  celiotomy  Bonwell 
reported  a 91  per  cent  incidence  of  visceral 
injury.!  In  various  World  War  II  series 
this  figure  ranged  from  83  to  92  per 
cent.®-  In  civilian  patients,  however, 

the  frequency  with  which  an  abdominal  pene- 
trating injury  is  associated  with  visceral  in- 
j ury  is  far  lower.®- 

In  civilian  patients  treated  by  routine  celi- 
otomy this  figure  is  as  low  as  59  per  cent.!! 
Restated,  the  incidence  of  “negative”  opera- 
tions in  civilian  series  ranges  up  to  41  per 
cent. 

In  spite  of  this  high  incidence  of  “negative” 
celiotomy  in  civilian  patients  with  abdom- 
inal stab  and  gunshot  wounds  many  authors, 
citing  the  possibility  of  overlooking  visceral 
injury,  advise  routine  operative  exploration 
in  every  one  of  these  patients.®-  ®-  !®- !!- !®- !® 
MacKenzie  and  MacBeth,  in  Christopher’s 
Textbook  of  Surgery,  are  quoted  as  follows: 
“The  patient  with  a penetrating  injury  to 
the  abdomen  will  almost  always  require  ex- 
ploration. In  this  regard.  Sir  Gordon-Tay- 
lor  stated  ‘A  penetrating  wound  in  the  ab- 
domen probably  means  a penetrating  wound 
of  the  bowel  or  other  abdominal  viscus  and 
demands  the  earliest  surgical  intervention, 
unless  a wisdom  of  prescience  born  of  great 
experience  justifies  restraint.’  The  only 
two  instances  when  laparotomy  may  be  de- 
ferred are  when  a patient  is  moribund  and 
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in  the  occasional  instances  in  which  thor- 
ough and  repeated  examination  of  the  pa- 
tient reveals  no  abnormality  whatsoever.”* 
Yet  Jarvis,  reporting  on  World  War  II  ab- 
dominal wounds,  advised  laparotomy  when 
the  contents  of  the  abdominal  cavity  were 
injured  and  urged  against  needless  lapar- 
otomy;® and  Rob,  a British  military  sur- 
geon, pointed  out  that  some  of  the  “nega- 
tive” laparotomies  might  have  been  avoid- 
ed by  closer  attention  to  the  diagnostic  cri- 
teria of  intra-abdominal  injury.^^  The  ques- 
tion, really,  is  this  — can  one,  on  the  basis 
of  clinical  evidence,  determine  which  of  these 
patients  have  intra-abdominal  injury  and 
need  surgical  exploration?  By  way  of  com- 
parison, patients  with  blunt  abdominal  trau- 
ma pose  the  same  question.  Of  course,  only 
those  with  clinical  evidence  of  injuiy  are 
explored,  and  no  one  suggests  routine  explor- 
ation in  this  group.  The  studies  of  Shaftan 
at  Kings  County  Hospital  in  Brooklyn  have 
shown  that  one  can,  indeed,  on  the  basis  of 
clinical  evidence  accurately  determine  which 
of  the  patients  with  gunshot  and  stab  wounds 
of  the  abdomen  have  intra-abdominal  injury 
and  need  surgical  exploration.^®- 

In  general  the  signs  of  peritoneal  irrita- 
tion are  the  prime  indications  for  operation. 
Regional  or  generalized  abdominal  tender- 
ness is  the  most  sensitive  sign  of  peritoneal 
irritation.  This  is  usually  easy  to  distinguish 
from  the  slight  local  tenderness  of  the  skin 
wound,  although,  most  emphatically,  one 
should  explore  if  in  doubt.  Guarding,  rig- 
idity, and  rebound  tenderness  are  signs  of 
more  severe  peritoneal  irritation.  Loss  of 
bowel  sounds  is  another  excellent  indication 
of  intra-abdominal  injury.  Vaso-constric- 
tive  shock  and  evisceration  are  obvious  indi- 
cations for  operation.  A peritoneal  tap  is 
very  useful  in  these  patients,  and  the  return 
of  blood  or  gastro-intestinal  tract  contents 
demands  an  operation.  Paracentesis  should 
be  done  if  the  other  signs  are  negative,  since, 
rarely,  a bloody  tap  may  precede  the  onset 
of  abdominal  tenderness.  The  presence  of 
gastro-intestinal  bleeding  — hemetemesis 
or  bleeding  from  the  rectum  — and  blood  in 
the  urine  denote  injuiy  and  demand  explor- 
ation. Probing  the  abdominal  wound  is  not 
reliable  in  diagnosing  either  peritoneal  pene- 
tration or  visceral  injur  y.  Laboratory 


studies  are  helpful  if  they  are  abnormal. 
However,  laboratory  studies  are  abnormal 
in  less  than  half  of  patients  i\dth  intra-ab- 
dominal injury  and  the  X rays  are  even  less 
accurate.  Laboratory  studies  and  X rays 
of  the  chest  and  abdomen  should,  of  course, 
be  routinely  done.  Rarely,  free  air  may  be 
seen  on  X-ray  examination.  In  gunshot  in- 
juries, antero-posterior  and  lateral  X rays 
of  the  abdomen  may  locate  the  bullet.  This, 
plus  the  wound  of  entry,  gives  a hint  of  its 
course  and  the  organs  possibly  injured.  The 
chest  X ray  is  quite  valuable  by  showing 
presence  or  absence  of  associated  intra- 
thoracic  injury.  With  visceral  injury  these 
signs  are  present  on  admission  almost  in- 
variably; rarely  they  appear  in  a number 
of  hours.®- 1®  The  patient  judged  not  to  have 
intra-abdominal  injury  must,  therefore,  re- 
main under  close  observation,  a small  price 
to  pay  in  avoiding  a needless  operation. 

In  1955,  Spreng  reviewed  133  patients  with 
stab  and  gunshot  wounds  of  the  abdomen 
seen  at  Kings  County  Hospital  in  Brooklyn. 
He  noted  that  33  patients  were  not  explored 
and  100  patients  were  explored.  Of  those 
who  were  explored  83  had  intra-abdominal 
injury  and  the  remaining  17  had  no  peri- 
toneal penetration  or  no  intra-abdominal  in- 
jury. One  of  these  17  patients  died  of  sur- 
gical complications.  Spreng  concluded  that 
“more  precise  diagnosis  would  have  averted 
laparotomy’”  in  this  last  group. 

In  1960  Shaftan  reported  on  112  patients 
with  abdominal  stab  and  gunshot  wounds 
seen  at  Kings  County  Hospital  who  were 
managed  by  selectively  exploring  only  those 
patients  who  had  clinical  evidence  of  intra- 
abdominal injury.^®  Exploration  was  neces- 
sary in  only  one  third  of  those  patients.  The 
mortality  in  the  remaining  two  thirds,  who 
were  judged  not  to  have  intra-abdominal 
injury  and  who  were  not  explored,  was  zero, 
proving  that  one  can  diagnose  the  absence  of 
intra-abdominal  injury  correctly.  Subse- 
quently Mason  reported  on  two  groups  of 
patients,  the  first,  and  earlier  group,  being 
treated  by  routine  exploration  and  a second 
group  treated  by  selective  operation.®  He 
agreed  that  selection  for  operation  could  be 
made  accurately  and  with  no  deaths  in  those 
who  were  judged  not  to  have  intra-abdominal 
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injury  and  who  were  not  explored.  More  re- 
cently Shaftan  and  his  associates  have  re- 
viewed 535  patients  managed  by  operation 
on  only  those  patients  who  presented  signs 
of  abdominal  injury. They  have  again  con- 
cluded that  one  can  very  reliably  determine 
whether  a patient  with  an  abdominal  stab  or 
gunshot  wound  has  intra-abdominal  injury 
and  thus  requires  exploratory  operation. 
There  were  no  signs  or  evidence  of  intra- 
abdominal injury  in  383  patients,  71  per  cent, 
and  none  of  these  patients  were  explored. 
None  of  these  died.  One  patient  with  stab 
wounds  of  the  chest  and  abdomen  presented 
evidence  of  intra-abdominal  injury  — pro- 
truding omentum,  blood  on  paracentesis,  and 
a falling  hemoglobin  — but  was  not  ex- 
plored and  died.  Autopsy  showed  a hemo- 
peritoneum,  hemothorax,  and  a lacerated 
spleen.  He  clearly  does  not  represent  a fail- 
ure in  diagnosing  intra-abdominal  injury 
but  a failure  to  proceed  with  an  obviously 
indicated  operation.  One  mortally  injured 
patient  had  no  vital  signs  on  admission  and 
could  not  be  resuscitated  for  operation. 
Most  of  the  remaining  150  operative  pa- 
tients had  signs  of  injury.  Ten  patients 
had  no  signs  of  injury  and  were  explored 
without  regard  to  the  previously  mentioned 
criteria.  None  of  these  ten  patients  had 
intra-abdominal  injury.  A positive  peri- 
toneal tap  was  obtained  in  25  patients.  In 
9 of  these  patients  this  was  the  sole  cri- 
terion for  operation,  but  most  of  these  de- 
veloped peritoneal  signs  in  the  interval  be- 
tween initial  examination  and  operation. 
The  presence  of  free  air  was  seen  on  X ray 
of  the  abdomen  in  only  three  instances. 
This  was  the  only  sign  of  injury  in  one  pa- 
tient. However,  in  the  interval  between 
initial  examination  and  operation  he  also 
developed  signs  of  peritoneal  irritation.  The 
presence  of  herniated  omentum  was  an  indi- 
cation for  operation.  There  were  25  patients 
with  herniated  omentum.  Six  of  these  had 
signs  of  peritoneal  irritation  and  all  of  these 


had  intra-abdominal  injury  on  exploration. 
Eleven  of  these  25  patients  were  explored 
with  omental  herniation  as  the  only  sign; 
none  of  these  11  had  an  intra-abdominal  in- 
jury. The  eight  remaining  patients  with 
omental  protrusion  also  had  no  signs  of  peri- 
toneal irritation;  these  eight  had  no  opera- 
tion except  ligation  and  excision  of  the  pro- 
truding omentum.  They  all  did  well.  A 
total  of  11  patients  in  the  operative  group 
died:  seven  of  the  115  stab  wound  patients, 
6 per  cent ; and  four  of  the  33  gunshot  wound 
patients,  12  per  cent.  The  overall  mortality 
was  2.4  per  cent  in  the  entire  group  of  535 
patients.' 

In  the  last  four  years,  49  patients  with 
abdominal  stab  and  gunshot  wounds  came 
to  Douglas  County  Hospital  for  treatment. 
They  were  treated  by  the  resident  and  at- 
tending staffs  of  the  University  of  Nebras- 
ka College  of  Medicine  and  Creighton  Uni- 
versity College  of  Medicine  as  well  as  by 
private  physicians  in  the  community.  Most 
of  the  surgeons  treating  these  patients  man- 
aged them  according  to  the  principle  above 
— namely  exploring  only  those  who  appeared 
on  examination  to  have  visceral  injury.  Sev- 
enteen of  these  patients  were  judged  not  to 
have  intra-abdominal  injury  and  were  not 
explored.  All  did  well.  These  patients,  of 
course,  usually  remained  in  the  hospital  un- 
der close  observation  for  one  or  two  days. 
There  were  32  patients  who  were  explored. 
Four  of  these  patients  had  either  no  pene- 
tration of  the  peritoneum  or  no  intra-ab- 
dominal injury.  Three  of  these  four  patients 
had  abdominal  tenderness  and,  of  course,  re- 
quired surgical  exploration.  The  other  pa- 
tient, who  had  peritoneal  penetration  but  no 
intra -abdominal  injury,  was  explored  as  a 
routine.  There  were  four  patients  in  the 
operative  group  with  evisceration.  The  re- 
maining operative  patients  had  a wide  va- 
riety of  intra-abdominal  injury.  All  patients 
who  had  intra-abdominal  injury  presented 
signs  of  this  before  operation.  Table  1 cor- 


Table  1 

CORRELATION  OF  DEATHS  FROM  WEAPONS  WITH 
OPERATION  AND  NO  OPERATION 


Exploratory  No 

Weapon  Total  Operation  Died  Operation  Died 

Knives 33  23  2 10  0 

Pistols  and  Rifles 10  5 3 5 0 

Shotguns 6 4 3 2 0 

Total  49  32  8*  17  0 


♦ — 16  per  cent 
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relates  the  performance  of  exploratoiy  op- 
eration, mortality,  and  the  assaulting  weap- 
on. Table  2 correlates  the  type  and  extent 

Table  2 

COERELATION  OF  TYPE  AND  EXTENT 
OF  INJURY,  MORTALITY  AND 


WEAPON 

Pistols  and  Shot- 

Surgrical  Findings  and  Injuries  Knives  Rifles  gun 

No  penetration  of  peritoneum _ 1 

Penetration  only 3 _ _ 

Penetration  and  evisceration, 

no  perforation  of  viscera 4 _ _ 

Liver  4 _ _ 

Mesenteiy 2 _ _ 

Colon  2 _ _ 

Gallbladder 1 _ _ 

Stomach  1 _ _ 

Small  bowel 1 1 _ 

Liver  and  bladder 1 _ _ 

Liver  and  pancreas _ 1* 

Spleen  and  diaphragm 1 _ _ 

Spleen,  diaphragm  and  left  lung  1 _ _ 

Spleen,  diaphragm  and 

both  lungs  1*  _ _ 

Small  bowel  and  bladder _ 1 _ 

Small  bowel  and  retro- 
peritoneal vessels 1*  _ _ 

Liver,  portal  triad,  vena  cava 1* 

Liver,  stomach,  pancreas _ 1*  _ 

Liver,  Vena  cava,  kidney _ _ 1* 

Colon,  small  bowel,  stomach, 
ureter,  pancreas,  retroperi- 
toneal vessels _ _ 1* 

Small  bowel,  pancreas,  liver, 
kidney,  retroperitoneal 

vessels  _ • _ 1* 

* — died 


of  injury,  mortality,  and  the  asaulting  weap- 
on. It  is  noted  that  there  were  no  deaths 
when  only  a single  organ  was  injured. 
Three  of  the  eight  deaths  resulted  from  mas- 
sive injury  caused  by  short  range  shotgun 
blasts.  One  patient  died  of  associated 
thoracic  trauma.  The  remaining  deaths  re- 
sulted from  multiple  organ  injuries  in  the 
upper  abdomen  which  included  injuiy  to  the 
liver,  pancreas,  or  vena  cava.  The  marked 
increase  in  mortality  with  multiple  organ 
injury  is  well  known.  The  relatively  high 
mortality  in  this  small  series  is  related  to 
the  high  incidence  of  massive  abdominal  in- 
jury in  this  group. 

Summary 

1.  Mortality  of  penetrating  abdominal 
injuries  is  related  to  the  extent  of  the 
intra-abdominal  injury,  and  in  series 
of  patients  this  is  related  to  the 
weapon  used  in  the  assault. 

2.  Should  every  patient  with  an  abdom- 
inal penetrating  wound  be  routinely 


explored  surgically?  Large  numbers 
of  these  patients  either  have  no  pene- 
tration of  the  peritoneal  cavity  or  no 
visceral  injury,  and  such  a policy  re- 
results in  much  needless  surgery.  Pa- 
tients with  intra-abdominal  visceral 
injuiy  invariably  will  have  clinical 
evidence  thereof,  either  on  admission 
or  shortly  thereafter,  making  the  di- 
agnosis of  intra-abdominal  injury  pos- 
sible and  guiding  the  accurate  selec- 
tion of  patients  for  operation. 

3.  In  the  last  four  years  49  such  patients 
came  to  Douglas  County  Hospital. 
Seventeen  were  judged  not  to  have 
intra-abdominal  injury  and  were  not 
explored.  All  did  well.  The  remain- 
ing 32  patients  were  operated  upon. 
Those  in  whom  intra-abdominal  injury 
was  found  invariably  showed  clinical 
signs  of  intra-abdominal  injuiy  before 
operation. 
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York,  points  out  that  lack  of  understanding  of  the  pharmaceutical 
industry’s  contributions  to  the  national  welfare  and  prevailing  anti- 
pathetic attitudes  in  legislative  circles  jeopardize  both  the  public 
interest  and  the  pharmaceutical  industry’s  future. 

As  the  bank’s  Newsletter  says,  “The  U.  S.  pharmaceutical 
industry  has  become  the  subject  of  attack  and  rebuttal,  claim  and 
counter-claim,  to  an  extent  perhaps  unparalleled  in  the  recent 
history  of  any  other  American  industi-y.  As  a result,  the  industry’s 
magnificent  achievements,  its  monumental  role  in  the  prevention, 
cure  and  alleviation  of  disease,  have  become  obscured  in  the  public 
mind.” 
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The  Management  of  Gunshot  Wounds 
of  the  Extremities* 


Introduction 

The  proper  management  of  gun- 
shot wounds  of  the  extremities 
requires  some  working  knowl- 
edge of  wound  ballistics,  as  well  as  an 
understanding  of  the  basic  principles  of 
wound  surgery.  IMost  of  the  knowledge  in 
this  field  has  been  gained  from  military 
experience,  inasmuch  as  approximately  75 
to  80  per  cent  of  the  suiwiving  wounded  in 
a Korean  conflict  suffered  extremity  wounds. 
During  the  increasingly  short  periods  be- 
tween these  so-called  armed  conflicts,  missile 
wounds  of  the  extremities  are  seen  on  occa- 
sion by  all  physicians  and  surgeons  who 
deal  with  trauma. 

Ballistic  Principles 

A primary  missile  is  an  object  such  as  a 
bullet  or  a shell  fragment,  while  a secondaiy 
missile  is  any  object  set  in  motion  by  energj- 
transmitted  from  the  primary  missile.  All 
shotgun  missiles  produce  devastating  wounds 
at  close  range,  but  the  wounds  are  dissimilar 
beyond  twenty  yards.  The  bullet  from  a 
rifle,  chambering  .22  long-rifles,  may  pass 
through  an  extremity  producing  little  dam- 
age beyond  the  bullet  tract,  while  a bullet 
from  a .22  high-power  rifle  causes  consid- 
erable injury  at  a distance  from  its  path- 
way. This  is  due  to  the  explosive  force, 
producing  cavitation.  There  is  naturally  a 
tremendous  variance  in  the  character  of  gun- 
shot wounds  produced  by  the  variety  of 
sporting  arms  and  loads  available  in  the 
United  States  today.  A missile  may  produce 
penetrating,  perforating,  contused,  or  avuls- 
ing  wounds.  The  effect  produced  by  a mis- 
sile striking  tissue  depends  upon  its  size, 
weight,  composition,  configuration,  and 
velocity,  as  well  as  the  character  of  the  tis- 
sue which  it  strikes. 

A bullet  is  not  a bodj’  moving  straight 
ahead  without  other  motion,  but  spins, 
twists,  yaws,  and  often  tumbles  after  strik- 
ing strong  resistance,  such  as  bone.  As  the 
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bullet  passes  through  tissue,  it  imparts  mo- 
tion to  the  particles  in  its  track,  causing 
them  to  suddenly  move  at  right  angles  from 
the  bullet  tract,  and  to  impart  momentum 
to  other  particles  in  their  path.  The  total 
of  these  motions  produces  the  so-called  ex- 
plosive effect.  A low-velocity  bullet,  re- 
gardless of  size,  may  well  pass  through  an 
extremity  and  produce  little  damage  other 
than  that  which  would  occur  by  passing  a 
blunt  probe  through  the  limb.  On  the  other 
hand,  a .300  magnum  sporting  rifle  with  a 
soft-nosed  bullet  may  cause  widespread 
damage  several  inches  beyond  the  actual 
line  of  passage,  and  can  easily  produce  a 
comminuted  shaft  fracture  without  actually 
touching  bone.  Perforating  missiles,  either 
bullet  or  shell  fragments,  tend  to  produce 
small  wounds  of  entrance  and  large  wounds 
of  exits.  This  characteristic  is  largely  due 
to  the  effect  of  secondary  missiles  and  cavi- 
tation. Rarely,  a bullet  fired  at  point-blank 
range  with  a very  high  initial  velocity  may 
produce  a large  “blasted  out”  wound  of  en- 
trance, and  a relatively  small  exit  wound. 
The  surgeon  cannot  in  every  instance  deter- 
mine the  degree  of  tissue  injury  by  inspect- 
ing the  skin  wounds. 

The  .22  caliber  bullet,  at  short  range,  is 
apt  to  pass  cleanly  through  an  extremity 
in  a perforating  fashion.  A penetrating 
wound  may  be  produced  when  the  bullet 
strikes  bone.  The  low  velocity  eliminates 
cavitation,  and  consequently,  tissue  necrosis 
at  a distance  from  the  missile  tract  is  not 
gi’eat.  Target  pistols  and  revolvers  of  small 
caliber  are  more  prone  to  produce  a pene- 
trating wound,  since  their  muzzle  velocity 
is  less  than  that  of  a .22  rifle,  for  example. 
A .38  caliber  bullet,  employed  primarily  by 

’Presented  April  26.  1965  at  Trauma  Day  Program.  Univer- 
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police  officers,  has  an  effect  on  an  extrem- 
ity similar  to  that  of  a .22  rifle  at  close 
range,  in  that  there  is  no  cavitation.  The 
total  damage  is  considerably  greater,  due  to 
the  increased  energy.  The  wound  of  exit  is 
quite  likely  to  be  larger  than  that  of  entrance, 
and  this  is  especially  true  if  secondary  mis- 
siles of  fragmented  bone  are  present.  The 
.45  automatic  has  a wounding  effect  similar 
to  that  of  the  .38.  The  low  velocity  elim- 
inates the  explosive  effect  of  cavitation. 
Perforation  is  usual.  The  “30-06”  sporting 
rifle  is  a most  popular  big  game  hunting 
rifle.  It  has  a high  muzzle  velocity  and  the 
bullet  is  jacketed  with  an  open  point  de- 
signed to  mushroom  or  erupt  the  jacket, 
thereby  increasing  its  lethal  power.  The 
high  velocity  of  this  bullet  produces  the 
characteristic  explosive  effect  with  produc- 
tion of  secondary  missiles.  Tissue  damage 
is  extensive.  Severe  comminution  can  occur 
even  if  the  bullet  does  not  actually  strike 
the  bone.  In  ranges  up  to  500  yards,  the 
wound  is  perforating,  with  the  wound  of  exit 
usually  much  larger  than  the  wound  of  en- 
trance. Shotguns  at  close  range,  regard- 
less of  the  gauge  or  size  of  the  shot,  pro- 
duce devasating  and  mutilating  wounds.  At 
a few  feet,  a 12-gauge  shotgun  will  produce 
a cylindrical  defect  measuring  about  one 
inch  in  diameter,  completely  through  an 
extremity.  All  tissues  are  destroyed  in  the 
path.  At  this  distance,  clothing  and  shot- 
gun wadding  may  be  blown  entirely  through 
the  extremity  or  may  be  retained  deeply  im- 
bedded. As  the  range  increases  up  to  a 
few  yards,  the  wounding  effect  continues  to 
be  mutilating,  with  a proportionately  great- 
er number  of  retained  shot  and  a less  clear 
cut  blasting  out  of  a cylindrical  pathway. 
Beyond  twenty  yards,  few,  if  any  shots  per- 
forate an  extremity.  Beyond  forty  yards, 
the  shot  pattern  is  widely  dispersed  and 
there  is  only  superficial  wounding  by  each 
pellet. 

First  Aid  Management 

Surgical  management  of  gunshot  wounds 
of  the  extremities  ideally  is  begun  at  the 
site  and  time  of  wounding.  In  civilian  and 
military  environments  the  effectiveness  of 
this  care  depends  upon  the  availability  of 
trained  personnel,  first-aid  equipment,  and 


transportation  facilities.  These  wounds  on 
the  battlefield  are  often  more  favorably  situ- 
ated to  receive  adequate  care  than  those  in 
the  civilian  status. 

First-aid  for  extremity  wounds  should  be 
kept  simple : application  of  a sterile  dress- 
ing, control  of  bleeding,  splinting,  adminis- 
tration of  morphine  for  relief  of  pain,  and 
if  necessary  administration  of  a plasma 
volume  expander,  whole  blood,  or  electro- 
lyte solution.  Initiation  of  antibiotic  ther- 
apy and  injection  of  tetanus  toxoid  may  be 
considered  first-aid  measures  under  certain 
circumstances.  After  the  dressing  is  in 
place,  it  should  not  be  removed,  unless 
alarming  bleeding  or  displacement  occurs, 
until  the  patient  has  reached  a point  or  hos- 
pital where  definitive  surgery  can  be  start- 
ed. Only  in  rare  instances  should  a tourni- 
quet be  applied.  A tourniquet  may  be  left 
in  situ  until  blood  volume  can  be  restored 
to  a safe  level.  The  practice  of  releasing  a 
tourniquet  at  regular  intervals  is  no  longer 
advised.  This  change  in  practice  is  based 
on  the  assumption  that  the  patient  has  al- 
ready lost  a considerable  volume  of  blood,  and 
the  loss  of  a few  ounces  more  may  be  fatal. 
Certainly  a tourniquet  on  a patient  in  shock 
or  impending  shock  should  not  be  released. 
It  has  been  estimated  that  it  is  safe  to 
allow  a tourniquet  to  remain  in  place  from 
three  to  six  hours,  varying  somewhat  with 
environmental  factors,  the  safe  period  being 
extended  during  cool  or  cold  weather  and 
shortened  in  warmer  weather.  With  im- 
proved air  and  ground  emergency  transpor- 
tation facilities  in  Nebraska,  such  cases  can 
now  be  evacuated  to  the  proper  hospital 
within  this  time  limit. 

The  value  of  splinting  has  been  well  estab- 
lished. Traction  is  seldom  indicated  dur- 
ing the  initial  phase.  Complicated  surgical 
procedures  must  not  be  undertaken  if  shock 
is  not  controlled.  Prior  to  anesthesia,  and 
upon  admission  to  the  hospital  for  definitive 
surgery,  the  surgeon  may  quickly  examine 
the  wound,  to  determine  possible  vascular, 
nerve,  tendon,  bone,  and  skin  injury.  This 
can  be  assessed  quite  rapidly  and  the 
dressing  replaced  without  touching  anything. 
Depending  upon  the  particular  wound  and 
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area  involved,  the  surgeon  maj’  enlist  the 
cooperation  of  the  patient  in  movement  of 
fingers  and  toes,  to  help  him  further  plan 
his  procedure,  before  beginning  the  anes- 
thesia. 

In  some  instances,  the  indicated  procedure 
will  be  obvious.  The  wound  may  be  mutilat- 
ing to  such  an  extent  that  amputation  is  the 
only  procedure  possible.  On  the  other  hand, 
there  may  be  an  isolated  traversing  wound 
of  the  extremity  calling  unquestionably  for 
debridement.  In  many  instances  the  deci- 
sion will  not  be  easy.  At  this  time,  consid- 
eration must  be  given  to  the  time  required 
and  the  possibility  of  producing  an  irre- 
versible state  of  shock.  Again  the  sur- 
geon’s judgment  will  be  gi’eatly  taxed,  where 
there  are  multiple  small  wounds,  which  may 
indicate  potential  serious  internal  damage. 
Experience  alone  will  finally  teach  him  to 
recognize  the  severity  of  individual  wounds ; 
such  a wound  as  seen  in  the  shotgun  wound 
of  the  range  of  20  yards  or  more.  Attempted 
debridement  of  these  small  wounds  will  be 
fruitless. , All  high  velocity  bullet  wounds 
should  be  debrided.  Debridement  should  be 
carried  out  under  general  anesthesia  if  the 
patient  has  not  eaten  or  drunk  recently,  and 
in  some  instances  upper  extremity  wounds 
may  be  easih’  managed  under  brachial  or 
axillary  block,  and  in  some  instances  spinal 
anesthesia  may  be  used  in  wounds  of  the 
lower  extremities.  Some  feel  that  spinal 
anesthesia  is  not  advisable.  I believe  this 
depends  upon  the  experience  of  the  physician 
administering  an  anesthetic. 

The  wounded  extremity  should  be  cleaned 
and  when  necessary  shaved  over  a wide 
area.  A detergent  with  hexachlorophene 
should  be  used  for  skin  preparation.  In  ex- 
tensive wounds,  especially  those  involving 
bone,  shaving  and  cleansing  of  the  skin 
should  be  performed  after  administration  of 
the  anesthetic.  In  many  instances  it  should 
also  follow  the  application  of  a pneumatic 
tourniquet.  Extremity  wounds  most  fre- 
quently involve  all  of  the  component  tissues 
of  the  extremity.  Initial  management  of 
these  wounds  must  envision  the  final  func- 
tioning result,  as  well  as  the  immediate  re- 
quirement of  saving  the  life  and  the  limb. 


General  Principles  of  Initial  Surgery 

1.  Adequately  incise  in  the  long  axis  of 
the  extremity.  The  natural  skin  line 
should  be  followed,  especially  in  the 
hand  and  foot. 

2.  Conserve  as  much  skin  as  possible. 

3.  Excise  all  devitalized  tissue. 

4.  Remove  readily  accessible  foreign 
bodies. 

5.  Remove  dirty  and  detached  segments 
of  bone.  Spare  clean  bone  fragments 
^^'ith  apparent  existing  bony  supply. 

6.  Establish  dependent  drainage  by  coun- 
ter-incisions when  dead  space  indicates 
the  need  for  drainage. 

7.  Irrigate  wounds  with  copious  amounts 
of  sterile  saline  throughout  the  oper- 
ative procedure. 

8.  Handle  tissues  gently  and  use  fine 
absorbable  surgical  catgut  for  sutures 
and  ligature. 

9.  Wounds  are  left  open  with  the  excep- 
tion of  those  of  the  hands  and  sjm- 
ovial  membranes  of  the  joints.  In 
hands,  skin  wounds  are  closed  loosely, 
and  the  sjTiovial  membrane  is  su- 
tured after  a careful  debridement  of 
the  joints. 

10.  Dress  the  wounds  with  fine  mesh 
gauze,  pack  lightly,  and  avoid  con- 
stricting bandages. 

11.  Immobilize  the  extremity,  preferably 
with  plaster.  If  circular,  bivalve 
plaster  immediately  after  application. 

12.  Keep  the  patient  for  observation  until 
his  condition  is  stabilized  with  assur- 
ance of  continuation  of  the  circulatory 
stability. 

Early  Management  of  Specific  Tissues 

Eveiy  effort  is  made  not  to  excise  noi-mal 
skin,  as  the  efficacy  of  delayed  primary 
skin  closure  depends  upon  having  sufficient 
skin  to  permit  approximation  of  edges  with- 
out tension.  Otherwise,  skin  tabs  from  con- 
tiguous or  distal  sides  will  have  to  be  em- 
ployed. All  devitalized  or  contaminated 
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adipose  and  fascial  tissue  must  be  removed. 
Strong  encircling  fascial  bands,  such  as 
fascia  lata  in  the  thigh,  should  be  widely 
opened  to  prevent  constriction  and  later 
contracture.  Muscle  must  always  be  split 
in  the  direction  of  its  fibers.  As  a general 
working  principle,  all  muscle  which  con- 
tracts on  pinching  with  a hemostat  is  prob- 
ably alive.  If  the  muscle  bleeds  freely  when 
cut,  it  is  probably  viable.  Lacerated  and 
dirty  muscle  should  be  sacrificed,  even 
though  bleeding  is  present.  All  other  muscle 
tissue  which  does  not  fulfil  these  criteria, 
and  obviously  appears  devitalized  and  use- 
less, should  be  excised. 

Excision  of  bone  fragments  should  not  be 
too  liberal.  Only  dirty  and  obviously  de- 
tached and  nonviable  bone  should  be  removed. 
Stabilization  can  be  effected  usually  at  the 
time  of  secondary  closure.  However,  on  oc- 
casion, intramedullary  fixation  at  the  time 
of  delayed  primary  closure  rather  than  sec- 
ondary closure,  is  indicated. 

The  management  of  blood  vessel  injuries 
is  most  important  for  salvage  of  a limb.  A 
trained  vascular  surgeon  is  the  consultant 
of  choice.  The  disruption  of  the  peripheral 
nerves  from  gunshot  wounds  of  the  extrem- 
ities rarely,  if  ever,  presents  a primary  re- 
pair potential.  If  the  wound  is  relatively 
clean  and  the  defect  short  and  surrounding 
well  vascularized  tissue,  primary  repair  can 
be  considered.  Otherwise  it  is  best  to  de- 
lay nerve  repair  for  several  weeks.  The 
time  interval  again  depends  upon  the  par- 
ticular situation. 

Following  debridement,  the  simple  anchor- 
ing of  the  cut  nerves  to  adjacent  uninvolved 
fascia  is  often  helpful,  in  order  to  prevent 
retraction.  Where  there  are  exposed  nerve 
ends,  great  care  must  be  taken  to  cover 
these  with  healthy  tissue.  Damaged  ten- 
dons, like  damaged  nerves,  do  not  survive 
if  left  exposed  in  the  depths  of  open  wounds. 
Tendons  injured  by  missiles  should  there- 
fore have  their  frayed,  torn,  and  apparent- 
ly devitalized  ends  excised.  No  attempt 
should  be  made  to  repair  tendons  at  the  time 
of  the  initial  surgery.  Cut  ends  should  be 
buried  beneath  viable  soft  tissues  whereever 


possible.  When  extensive  damage  to  ten- 
dons has  occurred,  the  primary  aim  is  to 
convert  the  wound  into  a clean,  dry  wound 
with  a minimum  of  scar  tissue,  followed  by 
delayed  closure,  usually  by  pedicle  graft, 
and  later  transplantation  of  suitable  tendon 
grafts  into  a good  bed. 

Hand  Wounds 

The  hand  is  the  most  important  functional 
part  of  the  upper  extremity  and  obviously 
much  more  important  than  the  foot,  and 
therefore  is  worthy  of  some  special  consid- 
eration.- Probably  the  most  common  gun- 
shot injury  of  the  hand  is  the  shotgun  blast 
seen  in  duck  hunters,  particularly  where  the 
hand  has  been  resting  over  the  muzzle  of 
the  gun.  The  point  of  entrance  is  small  com- 
pared with  the  point  of  exit.  The  charge 
fans  out,  spreading  soft  tissue,  fragmenting 
bones,  and  dividing  arteries.  In  the  typical 
case,  the  wound  is  debrided  thoroughly  under 
brachial  or  axillary  block  and  dressed.  There 
is  danger  of  tetanus  infection  from  the 
horse-hair  wadding  often  shot  into  the 
wound.  After  quickly  evaluating  the  wound 
of  the  hand  by  the  position  of  fingers  and 
gentle  manipulation,  X rays  are  taken.  A 
touimiquet  is  then  placed  about  the  upper 
arm  and  the  three  cardinal  C’s  begun  — 
clean,  cover,  correctly  position.  Thoroughly 
clean,  irrigate,  and  then  a discriminatory 
and  orderly  debridement  is  carried  out.  Nev- 
er debride  nerves.  Leave  all  major  tendons 
that  are  not  devitalized.  One  may  sacrifice 
the  palmaris  longus  and  the  extensor  of  the 
index  and  little  fingers,  and  probably  wrist 
flexors  and  sublimis  tendons.  The  distal 
end  of  the  ulna  may  be  sacrificed.  Save  all 
viable  skin.  Except  for  skin  coverage,  little 
repair  is  attempted  at  this  time.  Kirschner 
wires  are  used  to  restore  bony  architecture. 
Repair  nerves  only  if  they  can  be  covered  by 
well  vascularized  tissue.  Use  local  rota- 
tion flap  for  small  areas,  an  abdominal  flap 
for  large  area,  for  if  not  adequately  cov- 
ered with  skin  and  subcutaneous  tissues, 
hand  function  may  never  be  restored. 
Wounds  of  the  upper  arms  and  legs  do  not 
require  this  immediate  coverage  and  may 
do  better  with  delayed  coverage.  Dress 
hand  in  position  of  function,  leave  finger 
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tips  exposed,  splint  with  plaster,  remove 
dressings  daily,  and  inspect. 

Summary 

The  proper  management  of  gunshot 
wounds  is  based  upon  three  principles: 

1.  The  basic  knowledge  of  ballistics. 

2.  Judicious  first  aid  treatment. 


3.  Adequate  definitive  surgery  includ- 
ing secondary  closures  and  orderly  re- 
constructive surgery. 
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CURTIS  SEES  MEDICARE  GROWTH  TO  ULTIMATE 
“SOCIALIZED”  STAGE 

“The  basic  issue  in  the  administration’s  medicare  proposal  is 
whether  everyone’s  social  security  tax  should  be  increased  to  pay 
hospital  bills  for  those  who  are  able  to  pay  for  themselves,”  Sen. 
Carl  Curtis  told  the  Fremont  Rotary  Club. 

He  predicted  that  if  the  bill  is  enacted  it  “ultimately  would  be 
expanded  to  include  all  medical  and  hospital  care  for  everyone.” 
(The  Norfolk  Daily  News,  Jan.  23,  1965). 
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A Report  of  Three  Cases  of 
Acute  Lymphocytic  Leukemia  in 
Children  in  a Small  Nebraska  Community^ 


The  epidemiology  of  any  disease 
and  the  etiologic  agent  or 
agents  involved  are  intrinsical- 
ly related.  The  study  of  any  disease  or 
physical  condition  requires  that  the  area 
in  which  the  study  is  made  be  considered 
as  well  as  the  etiological  agents.  An  epidemi- 
ological study  should  be  correlative  in  na- 
ture. It  should  be  of  aid  both  to  the  re- 
searcher and  the  clinician.  In  this  brief 
report  of  three  cases  of  acute  lymphocytic 
leukemia  we  will  include  a few  of  the  essen- 
tials of  an  epidemiological  study  and  ask 
some  unanswered  questions. 

The  etiology  of  that  group  of  diseases 
known  as  the  leukemias  is  obscure  to  say 
the  least.  There  are  multiple  theories  as 
to  the  etiology  of  these  dread  diseases,  and 
there  is  great  diversity  in  the  emphasis  put 
on  various  factors  which  are  believed  to  be 
causative  or  at  least  contributory.  The 
theories  range  from  that  of  viral  causation^ 
and  genetically  predispositioned  growth  dis- 
turbances of  the  blood  elements, 2- ^ to  the 
theories  of  irradiation  injury  in  utero'*  and 
chemical  and  drug  causation.®  In  view  of 
the  many  theories,  it  is  probable  that  mul- 
tible  causes  exist  for  this  group  of  diseases. 

In  this  report  we  are  particularly  inter- 
ested in  the  incidence  of  acute  lymphocytic 
leukemia  in  pre-school  children  in  a small 
rural  area  in  south  central  Nebraska.  In  the 
past  eighteen  months  there  have  been  three 
cases  of  this  disease  discovered  in  the  re- 
gion. The  three  patients  have  all  been  sub- 
sequently cared  for  by  a pediatrician  and 
hematologist  in  a nearby  city.  Our  informa- 
tion was  derived  from  the  physicians  in- 
volved, hospital  records,  and  interviews  of 
some  of  the  parents. 

The  fact  that  three  cases  of  acute  lympho- 
cytic leukemia  were  discovered  in  a rather 
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small  rural  area  and  within  a rather  short 
span  of  time  is  reminiscent  of  the  “outbreak” 
of  leukemia  reported  from  the  Niles  area 
of  Illinois  and  other  similar  “outbreaks” 
among  families  and  closely  associated  groups. 
These  reports  have  led  to  speculation  as  to 
a common  factor  involved  in  each  of  these 
cases.  No  definite  factor  has  thus  far,  to 
our  knowledge,  been  implicated. 

Our  first  case  is  that  of  a 21-month-old 
boy  who  was  seen  by  a local  physician  for 
a cold  on  11-9-62.  The  child  developed  a 
severe  nosebleed  on  11-16-62  and  was  re- 
ferred to  a pediatrician  because  the  local 
physician  thought  that  the  child  may  have 
possibly  had  a foreign  body  in  his  nose. 
Physical  examination  did  not  support  that 
supposition.  The  mother  stated  that  the 
child  bruised  quite  easily  and  that  he  picked 
his  nose  frequently.  Other  history,  in  gen- 
eral, was  non-contributory,  but  the  age  of 
the  parents  should  be  noted;  his  father  was 
52  years  old  and  his  mother  was  39. 

Physical  examination  revealed  a well- 
developed,  well  nourished,  white  male  who 
was  irritable  and  bleeding  from  the  right 
nostril.  He  had  petechiae  over  his  lower 
extremities  and  numerous  ecchymoses  over 
his  body.  He  had  some  hemorrhages  on  his 
conjunctiva  and  upper  right  lid.  Other 
physical  findings  were  compatible  with  an 
upper  respiratory  infection.  A diagnosis 
of  upper  respiratory  infection  and  epistaxis 
was  made,  and  it  was  suggested  that  leu- 
kemia be  ruled  out.  For  this  reason  a local 
hematologist  was  called  into  the  case  and 
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was  able  to  palpate  the  liver  and  spleen.  At 
that  time  he  tentatively  made  the  diagnosis 
of  acute  lymphocji;ic  leukemia. 

On  11-18-62,  blood  studies  revealed  that 
the  child  had  4.5  grams  of  hemoglobin  per 
100  ml,  with  1,910,000  red  cells  and  16,000 
white  cells  per  cubic  mm,  with  a differen- 
tial of  91%  lymphocytes,  3%  segmented 
granulocytes,  3%  staphs,  1%  metamyelo- 
cytes and  2%  monocytes.  At  this  time  there 
were  97,000  platelets  per  cubic  mm.  A bone 
marrow  study  showed  a marked  degree  of 
lymphocytosis  with  immaturity  and  rever- 
sion to  young  lymph  forms,  which  was  com- 
patible with  acute  lymphocjdic  leukemia. 

The  child  was  then  treated  with  blood 
transfusions,  antibiotics.  Prednisone  and 
Methotrexate.  He  did  fairly  well  until  7-20- 
63  when  he  was  readmitted  to  the  hospital 
with  bronchopneumonia,  for  which  he  was 
treated  and  released.  On  9-9-63  he  was  re- 
admitted for  a transfusion.  At  that  time 
it  was  noted  that  the  patient  was  moon-faced 
and  pale.  On  10-20-63  he  was  readmitted 
for  further  transfusions,  as  he  was  again 
on  11-7-63  and  3-2-64.  His  last  admission 
was  on  3-11-64.  He  had  a marked  downhill 
course  with  bleeding  from  almost  all  orifices, 
and  heart  failure.  He  died  on  3-25-64,  just 
sixteen  months  after  the  original  diagnosis 
was  made.  This  child  had  a febrile  course 
throughout  the  disease  until  his  death. 

Our  second  case  was  that  of  a 3-year-old 
white  male  who  was  seen  by  the  local  physi- 
cian for  an  upper  respiratory  infection  a 
few  days  prior  to  his  admission  to  the  hos- 
pital on  12-6-62.  The  local  physician  had 
found  the  child  to  be  quite  anemic  and  re- 
ferred him  to  a pediatrician.  Again  we 
note  the  parents’  ages.  The  father  was  45 
years  old  and  the  mother,  40. 

The  child  had  been  asymptomatic  other 
than  refusing  to  walk  long  distances  for  a 
few  weeks  prior  to  his  admission.  On  physi- 
cal examination  the  child  was  found  to  be 
pale.  No  bruising  or  petechiae  were  noted. 
He  did  have  some  shotty  posterior  and  an- 
terior cervical  nodes,  and  a grade  H/VI 
blowing  systolic  murmur.  His  liver  was  not 
palpaole,  but  his  spleen  was  about  8 cm 
b^i‘»w  the  left  costal  margin.  It  was  firm. 


but  not  tender.  He  had  many  shotty  in- 
guinal nodes.  At  that  time  a tentative  diag- 
nosis of  lymphocytic  leukemia  was  made. 
The  initial  blood  smear  showed  that  the 
child  had  3.2  grams  of  hemoglobin  per  100 
ml,  1,270,000  red  cells  and  4,300  white  cells 
per  cubic  mm.  He  had  83%  lymphocytes, 
15%  segmented  granulocjTes,  2%  monocytes 
with  some  poikilocytosis  and  anisocytosis 
and  some  polychromasia.  There  were  30,000 
platelets  per  cubic  mm  at  that  time.  A spe- 
cial hematologj'  report  noted  that  the  blood 
showed  lymphocytosis  with  suggestion  of 
immature  forms.  Bone  - marrow  study 
showed  replacement  by  leukemic  cells  con- 
sistent with  lymphoblastic  leukemia.  An 
X-ray  report  indicated  that  the  child  had 
findings  compatible  with  mild  peribronchitis. 
The  child  was  exposed  to  chicken  pox  a few 
days  prior  to  his  admission,  so  steroids  were 
withheld,  and  he  was  given  gamma  globulin 
in  hope  of  preventing  the  disease.  Treat- 
ment with  blood  transfusions  and  Methotrex- 
ate were  begun. 

The  child  was  readmitted  on  1-4-63  for  a 
transfusion  and  to  start  on  steroid  therapy. 
Physical  examination  was  essentially  the 
same  as  on  the  previous  admission.  He  was 
readmitted  on  9-10-63  once  again  for  trans- 
fusions alone.  At  that  time  it  was  reported 
that  he  was  moon-faced,  and  it  was  noted 
that  he  had  petechiae  over  his  legs  and  was 
slightly  icteric.  His  spleen  was  firm  and 
down  to  the  iliac  crest,  but  no  other  masses 
were  noted.  He  was  admitted  for  the  last 
time  on  9-27-63.  He  seemed  to  have  failed 
on  his  medication  since  the  prior  admission 
and  was  quite  “Cushingoid”  and  lethargic. 
He  had  ecchymotic  areas  on  his  legs,  arms, 
and  back.  His  liver  was  down  2 cm,  and 
his  spleen  was  down  to  his  iliac  crest. 

The  terminal  event  seemed  to  be  congestive 
heart  failure,  and  he  died  on  10-11-63,  ten 
months  after  his  disease  was  diagnosed.  It 
is  interesting  to  observe  that  this  child,  in 
general,  had  an  afebrile  course  with  only  a 
few  episodes  of  fever  right  up  to  the  time 
of  the  last  two  admissions,  which  were  just 
slightly  over  two  weeks  apart. 

The  third  case  was  that  of  a 3-year-old  boy 
originally  seen  by  the  local  doctor  in  Janu- 
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ary,  1963  for  an  upper  respiratory  infec- 
tion. At  that  time  his  hemoglobin  was  12 
grams  per  100  ml,  and  he  was  placed  on 
hematinic  therapy.  He  was  much  better 
when  seen  in  April,  1963.  He  was  well  un- 
til Thanksgiving  when  his  mother  observed 
that  the  child  had  episodes  of  transient  fever. 
He  was  seen  again  in  January,  1964  with  a 
temperature  elevation  and  a mild  sore 
throat  and  was  treated  with  antibiotics.  His 
hemoglobin  at  that  time  was  found  to  be 
8 grams  per  100  ml.  He  was  placed  on 
hematinic  therapy  again.  He  apparently  did 
well  for  a short  time,  and  he  was  noted  to 
have  a fever  once  again  on  January  31.  He 
was  treated  with  antibiotics  and  vitamins. 
He  was  seen  again  during  the  third  week  in 
February  when  he  apparently  felt  somewhat 
better. 

He  was  admitted  to  a hospital  on  2-11-64. 
That  morning  he  had  been  seen  in  the  office 
of  the  local  physician  who  had  found  his 
temperature  to  be  101°  F and  his  hemo- 
globin to  be  6 grams  per  100  ml.  He  had 
been  lethargic  most  of  the  month,  and  his 
appetite  had  been  poor,  except  for  a week 
after  he  had  received  penicillin  and  B-12 
injections.  The  child  had  complained  of 
aching  pain  in  his  right  leg  and  appeared  to 
drag  it  somewhat  while  walking  the  day 
prior  to  admission. 

The  child’s  past  history  and  development 
were  quite  normal.  Family  history  revealed 
a grandmother  with  a chronic  anemic  condi- 
tion, a paternal  cousin  who  had  a mongoloid 
child,  and  a maternal  great  aunt  with  leu- 
kemia. The  ages  of  the  parents  were  48, 
father;  and  46,  mother. 

On  physical  examination  it  was  found  that 
this  boy  was  very  pale  and  thin.  No  adeno- 
pathy was  found  and  the  spleen  and  liver 
were  not  palpable.  There  was  a grade  IV- 
VI  systolic  bruit  heard  over  the  right  neck 
and  over  the  entire  head,  but  there  were  no 
murmurs  heard  over  the  heart.  Neurologic- 
ally  it  was  found  that  there  was  a slight 
degree  of  weakness  of  the  right  lower  ex- 
tremity. Blood  studies  done  on  admission 
revealed  that  he  had  a hemoglobin  of  4.9 
grams  per  100  ml,  with  1,600,000  red  cells 
and  20,250  white  cells  per  cubic  mm.  He 


also  had  20,000  platelets  per  cubic  mm,  and 
the  differential  was  26%  lymphocytes,  70% 
prolymphocytes,  3%  lymphoblasts  with  1% 
progranulocytes,  with  1%  rubricyte  and 
2%  metarubricytes  per  100  white  cells. 

A special  hematology  report  showed  a 
peripheral  blood  smear  exhibiting  a severe 
degree  of  anemia,  thrombocytopenia  and 
lymphocytosis  with  immaturity  of  the  lym- 
phocytes, which  was  highly  suggestive  of  an 
acute  lymphocytic  leukemic  process.  The 
bone-marrow  evaluation  revealed  marked  re- 
placement of  the  marrow  material  by  lym- 
phocytic-type cells  with  approximately  15% 
blast  forms,  highly  suggestive  of  acute  lym- 
phocytic leukemia. 

A local  hematologist  was  asked  to  see  the 
child.  After  examination  of  the  blood 
smears  and  bone  marrow,  he  concurred  with 
the  diagnosis  of  acute  lymphocytic  leukemia. 
The  child  was  then  treated  with  antibiotics, 
steroids,  and  Methrotrexate  as  well  as  trans- 
fusions. He  died  in  December,  1964. 

From  our  short  report  of  three  cases  we 
do  not  pretend  to  draw  conclusions  or  to 
label  etiologic  agents,  but  there  are  several 
points  worthy  of  mention.  The  ages  of  the 
patients  and  their  history  of  upper  respira- 
tory infections  just  prior  to  the  discovery 
of  their  diseases  makes  us  feel  that  there 
is  a similar  pattern  in  each. 

The  ages  of  their  parents  brings  a ques- 
tion to  mind.  Since  the  incidence  of  mon- 
golism is  higher  in  the  children  of  older 
parents,  and  mongoloid  children  have  a 
higher  rate  of  leukemia,®  may  there  be  a 
relationship  between  the  ages  of  parents  and 
leukemia  in  children?  It  is  a question  that 
we  do  not  try  to  answer  because  of  our 
very  small  study  which  will  not  allow  a valid 
conclusion.  It  is  a question  that  we  are 
sure  someone  has  asked  and  has  probably 
reported  on,  but  which  we  have  not  come 
across  in  our  search  through  the  more  re- 
cent literature. 

An  interview  with  parents  in  this  study 
revealed  that  there  was  no  known  contact 
between  any  of  these  children  prior  to  the 
onset  of  disease  other  than  rare  brief  en- 
counters in  town.  These  families  live  sev- 
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eral  miles  from  each  other  and  even  have 
different  water  sources.  A common  factor 
involving  these  three  cases  is  difficult,  if 
not  impossible,  to  point  out.  Therefore  we 
simply  conclude  that  we  have  investigated 
three  seemingly  unrelated  spontaneous  cases 
of  acute  lymphocjdic  leukemia  in  a relatively 
small  rural  area. 
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THE  AMERICAN  WAY 

When  George  Merck  brought  Dr.  Molitor  to  this  countiy  to 
set  up  a research  institute  in  1932,  the  total  operating  budget 
for  this  project  was  $10,000.  It  did  not  permit  the  hiring  of 
trained  assistants,  so  Dr.  Molitor  resorted  to  high  school  graduates 
from  the  local  school,  most  of  whom  had  no  particular  plans  for 
higher  education. 

The  first  six  boys  were  hired  at  $18  per  week.  Today  their 
combined  yearly  salaries  are  in  six  figures,  and  they  have  published 
several  hundred  professional  papers  and  have  obtained  important 
patents.  (From  an  Editorial  in  New  York  State  J Med,  Jan.  15, 
1965,  p.  234). 
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NEUROLOGIC  PHENOMENA  of 

Leukemia 

Approximately  so  per  cent 

of  patients  dying  of  leukemia 
disclose  histopathologic  changes 
in  the  nervous  system.  These  include  leu- 
kemic infiltration  of  brain  and  meninges 
as  well  as  petechial  hemorrhages. 

However,  less  than  50  per  cent  of  pa- 
tients with  acute  leukemia  demonstrate  clin- 
ical neurologic  phenomena  if  followed  care- 
fully through  their  courses. 

In  an  occasional  patient,  post  - mortem 
findings  do  not  explain  the  clinical  neuro- 
logic features. 

Many  of  the  clinical  neurologic  manifesta- 
tions of  leukemia  are  standard  and  often  re- 
ported. 

The  general  clinical  neurologic  problems 
presented  by  leukemia  are  these: 

1.  Patient  demonstrates  a neurologic  syndrome. 
A subleukemic  or  aleukemic  blood  count  is 
reported,  misinterpreted  as  normal  or  indicat- 
ing infection.  What  neurologic  syndromes 
should  alert  the  diagnostician  to  order  bone 
marrow  study  and  more  concerted  hematologic 
survey? 

2.  The  patient  with  known  leukemia  reveals  a 
neurologic  syndrome.  Does  he  have  two  un- 
related diseases? (He  may!) 

3.  The  patient  with  known  leukemia  develops  a 
related  neurologic  syndrome.  What  does  this 
imply  in  therapy? 

Most  neurologic  antics  in  leukemia  appear 
with  acute  forms.  In  chronic  leukemias, 
neurologic  manifestations  will  be  regarded 
more  critically.  In  chronic  leukemia  one 
may  expect  neurologic  manifestations  in 
late  or  terminal  stages  as  anemia,  infection 
and  hemorrhage  take  over.  The  neurologic 
syndromes  of  acute  leukemia,  namely  infil- 
tration of  meninges  and  nerve  roots,  may  oc- 
cur but  do  in  much  reduced  incidence  in 
chronic  leukemia. 

Leukemia  may  present  early,  or  even  first, 
with  the  following  common  syndromes : 

1.  Pain. 

2.  Increased  intracranial  pressure  with  meningeal 
infiltration. 
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3.  Cranial  nerve  paralysis. 

4.  Spinal  nerve  root  involvement. 

9.  Epidural  spinal  mass. 

Later  in  the  course  of  leukemia,  infection 
and  hemorrhage  in  the  nervous  system  are 
well  known  concomitants. 

Pain 

The  neurologist  is  often  asked  to  see  at 
least  four  presentations  of  pain:  headache, 
backache,  nerve  root  pain,  and  pain  (any- 
where) of  obscure  origin.  Leukemia  may 
cause  any  of  these  problems. 

Headache  is  not  a rare  symptom  in  leu- 
kemia and  is  due  to  one  or  more  of  the  fol- 
lowing : 

Increased  intracranial  pressure. 

Cranial  bone  involvement. 

Cranial  nerve  (sensory)  infiltration. 

Intracranial  infection. 

Intracranial  bleeding. 

Epidural  nodular  mass  (rare), 57.  «5 

Backache  in  leukemia  is  due  to: 

Nerve  root  infiltration. 

Epidural  mass. 

Vertebral  involvement. 

Infection  (rare). 

Intraspinal  bleeding  (rare). 

Bone,  joint  or  chest  (rib,  sternum)  pain 
is  a prominent  feature  in  5-10  per  cent  of 
patients  with  leukemia,  particularly  chil- 
dren with  acute  lymphoblastic  leukemia.  In 
one  series,  onset  of  present  illness  with 
bone  pain  was  noted  in  25  per  cent  of  chil- 
dren with  acute  leukemia  and  5 per  cent  of 
adults.  Children  described  pain  especially 
in  limbs,  adults  in  ribs  and  back.  Vertebral 
compression  and  collapse  have  been  described 
uncommonly.®®’ 

Meningeal  Infiltration  and  Increased 
Intracranial  Pressure 

(References:  1,  3,  6.  7,  9-12,  18.  22,  23,  26,  29-31,  35a, 
38,  45.  51,  52,  58,  60.  65,  67,  69,  71.  72,  73,  76,  77,  81, 
83,  85,  87,  90,  93,  94,  96,  98,  101,  103,  105,  108,  109). 

Diffuse  infiltration  of  leptomeninges  com- 
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monly  produces  internal  hydrocephalus,  in- 
creased intracranial  pressure  and  cranial 
nerve  paralysis.  Less  commonly  spinal  nerve 
root  paralyses,  hypothalamic  and  posterior-, 
pituitaiy  disturbances  appear. 

The  syndrome  of  leukemic  leptomeningeal 
infiltration  was  described  in  less  than  10  per 
cent  of  patients  with  acute  leukemia  before 
1953.  It  now  appears  in  as  high  as  40  per 
cent  of  same  series,  due  to  modern  chemo- 
therapies which  prolong  life  of  these  patients 
(as  well  as  improved  recognition).  It  is  now 
one  of  the  most  frequent  neurologic  syn- 
dromes of  leukemia,  commonly  appearing 
well  in  the  course  of  the  disease  and  during 
hematologic  remission.  Exceptions  are  not 
rare  and  it  does  appear  at  onset  of  the  ill- 
ness, during  hematologic  relapse  or  term- 
inally. 

Its  highest  incidence  appears  in  male  chil- 
dren with  acute  lymphoblastic  leukemia.  It 
may  appear  recurrently  following  treatment 
several  times  through  the  course  of  the  dis- 
ease. 

The  clinical  features  of  leukemic  lepto- 
meningeal infiltration  may  be  outlined: 

Increased  intracranial  pressure. 

Diffuse  cerebral  symptoms. 

“Meningitis.” 

Cranial  nerve  paralysis. 

Spinal  nerve  root  paralysis. 

Thalamic-pituitary  disturbance. 

Spinal  fluid  changes. 

Increased  intracranial  pressure  is  disclosed 
by  its  usual  manifestations: 

Headache. 

Nausea,  vomiting. 

Papilledema. 

Elevated  spinal  fluid  pressure. 

Separation  cranial  sutures  in  children. 

Increasing  circumference  of  head  in  children. 

Diffuse  cerebral  sijmptoms  include,  in  ap- 
proximate order  of  their  frequency: 

Irritability,  lethargy. 

Confusional  state. 

Convulsions  (focal  or  generalized,  especially  in 
children). 

Stupor,  coma. 

Cerebellar  deficit. 

Generalized  tremor.  Rarely  flapping  tremor. 

Chorea. 

Plegias. 


“Meningitis”  is  often  a diagnostic  con- 
sideration with  these  patients  because  of  the 
symptoms  and  spinal  fluid  cell  count.  Most 
patients,  however,  are  afebrile  and  menin- 
gism  is  usunlly  (not  invariably)  absent  or 
not  prominent. 

Cranial  nerve  paralysis  appears  in  40-50 
per  cent  of  these  patients.  The  order  of  fre- 
quency of  involvement  runs  thus:  VII,  VI, 
VIII,  III,  V,  II,  IX.  One  or  more  nerves 
may  be  involved  and  bilateral  involvement  is 
not  rare. 

Spinal  leptomeningeal  and  nerve  root  in- 
volvement is  less  common  clinically.  It  pre- 
sents with  pain,  paresthesia,  then  more  ob- 
jective sensory  and  motor  loss  in  one  or 
several  nerve  roots  (commonly  in  lower 
extremities).  It  may  remain  localized  or  it 
may  spread  to  produce  a flaccid  paraplegia. 
Rarely  the  syndrome  of  extensive  acute  poly- 
radiculitis appears,  mimicking  Guillain- 
Barre  syndrome  or  ascending  in  the  classical 
manner  described  by  Landry. 

Thalamic  disturbances  appear  in  small  but 
regular  incidence,  almost  invariably  mani- 
fested by  polyphagia  and  great  weight  gain. 
Although  pituitary  infiltration  is  not  un- 
usual on  pathologic  study,  clinical  manifesta- 
tions are  rare  and  usually  confined  to  dia- 
betes insipidus. 

Spinal  fluid  changes  are  commensurate 
with  clinical  severity  of  leptomeningeal  in- 
filtration. Increased  cell  count  and  pres- 
sure are  the  most  consistent  findings.  Cell 
counts  in  all  ranges  of  elevation  appear, 
even  as  high  as  8000  per  cubic  mm.  These 
cells  are  morphologically  the  same  as  those 
found  in  the  bloodstream.  Protein  elevation 
appears  in  approximately  50  per  cent  of 
these  patients  and  is  seldom  over  120  mg 
per  100  ml.  A sugar  level  below  40  mg  per 
100  ml  occurs  in  50-60  per  cent  of  patients. 
These  spinal  fluid  findings  in  a patient  with- 
out clinical  neurologic  manifestations  usual- 
ly herald  impending  neurologic  symptoms. 

Palliative  treatment  with  intrathecal 
aminopterin  or  methotrexate  usually  pro- 
duces significant  clinical  improvement  in  the 
leukemic  leptomeningeal  infiltration  syn- 
drome.'^®- 
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One  recalls  here  that  increased  intra- 
cranial pressure  may  be  caused  also  by  sub- 
dural hematoma  which  appears  in  1-2  per 
cent  of  patients  with  acute  leukemia.  Addi- 
tional considerations  in  differential  diag- 
nosis of  leukemic  leptomeningeal  infiltration 
syndrome  include 

Intracranial  infection  (including  infectious 
mononucleosis). 

Uremia. 

Electrolyte,  pH,  or  hydration  disturbances. 

Hypercalcemia  due  to  extensive  bone  involve- 
ment.5ft 

Nodular  or  Tumor-forming  Leukemia 

(References:  21,  24,  40,  46,  49,  55,  58,  72,  72a,  93,  104,  105). 

Nodular  or  tumor-forming  leukemia  is  not 
common.  It  may  overlap  much  with  the 
diffuse  leptomeningeal  infiltration  syn- 
drome just  described.  Lymphosarcomatous 
masses  may  appear  in  lymphoblastic  leu- 
kemia. Chloroma  (green  tumor)  is  a spe- 
cial feature  of  acute  myeloblastic  leukemia, 
although  not  all  nodular  masses  of  acute 
myeloblastic  leukemia  are  chloromatous.  In 
the  neurologic  realm,  most  of  these  tumors 
appear  in  the  spinal  epidural  spaces.  Most 
of  these  patients  are  under  20  years  of  age, 
males,  with  acute  myeloblastic  leukemia.  It 
appears  not  uncommonly  as  a presenting  or 
early  manifestation  of  leukemia  with  the 
syndrome  of  leukemic  paraplegia.  This  may 
be  variously  flaccid,  spastic  or  mixed,  de- 
pending on  what  spinal  root  and  cord  in- 
volvement occurs.  Spinal  fluid  examination 
often  discloses  elevated  protein  and  mano- 
metric  block.  Myelography  usually  demon- 
strates the  mass-lesion.  The  picture  of  rap- 
idly evolving,  severe,  transecting  myelopathy 
commonly  indicates  that  the  epidural  mass 
has  impaired  circulation  sufficiently  to  pro- 
duce myelomalacia. 

Several  series  cite  that  25-50  per 
cent  of  these  tumor  masses  are  chloro- 
mas.^’  1'^’  These  are  green, 

invasive  tumor  masses  (of  myeloblastic 
cells),  growing  in  subperiosteum  and  mar- 
row in  single  or  multiple  sites,  commonly  or- 
bit, skull  (including  sphenoid,  mastoid),  ribs 
and  vertebrae ; less  often  sternum,  pelvis  and 
sacrum.  Spinal  epidural  and  cranial  nerve 
syndromes  represent  the  most  usual  neuro- 
logic manifestations.  Occasional  cerebral  in- 


volvement has  been  described.  Most  pa- 
tients are  children. 

Intracranial  Hemorrhage 

(References:  9,  11,  14.  28a,  36,  37,  39,  41,  44,  46,  47, 
52.  53,  65.  68,  70,  71a,  72,  80,  82.  92,  97.  103,  105). 

In  patients  with  intracranial  hemorrhage 
due  to  a hematologic  (“hemorrhagic”)  dis- 
ease, leukemia  is  the  most  common  of  these 
diseases. 

Many  factors  are  involved  in  hemor- 
rhagic aspects  of  leukemia  (most  of  which 
are  incompletely  disceraed  or  understood) : 
Thrombopenia,  impaction  of  vascular  walls 
by  leukemic  cells,  increased  viscosity  of  blood 
with  leucocytosis  over  50,000  cubic  mm.  In 
some  there  have  been  found  also  increased 
fibrinolysin  as  well  as  deficiency  or  defect 
of  fibrinogen,  factor  V,  and  prothrombin. 
Less  commonly  reported  are  hypergamma- 
globulinemia, macroglobulinemia  and  cryo- 
globulinemia.35 

Intracranial  hemorrhage  is  usually  a fea- 
ture of  advanced  leukemia  although  occasion- 
ally it  occurs  early  in  the  course.  It  is  a com- 
mon terminal  event  and  an  important  cause 
of  death  in  leukemic  patients.  In  occasional 
patients,  the  clinical  impression  of  intra- 
cranial hemorrhage  is  not  borne  out  by 
pathologic  study.  Usually,  then,  arterial  or 
venous  (including  large  dural  sinus)  throm- 
bosis has  occurred  from  infiltrative  vascular 
damage. 

Sites  of  intracerebral  hemorrhage  are  as 
follows  in  approximate  order  of  frequency: 

Intracerebral  (including  intracerebellar). 

Subarachnoid. 

Subdural. 

Mixed  sites. 

Epidural. 

Rarely,  significant  spinal  (epidural,  intra- 
medullary, subarachnoid)  and  peripheral 
nerve  hemorrhages  occur. 

Among  20-30  per  cent  of  patients  with 
acute  leukemia,  intracranial  hemorrhage  is 
a major  factor  in  death.  In  post  mortem  ex- 
aminations 5-8  per  cent  incidence  of  sub- 
arachnoid and  1-2  per  cent  subdural  hemor- 
rhage is  noted. 

Acute  leukemia  reveals  more  patients  with 
severe  intracranial  hemorrhage  than  does 
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chronic  leukemia.  Myeloblastic  forms  result 
in  greater  incidence  of  important  intra- 
cranial hemorrhages  than  do  lymphoblastic 
leukemias,  whether  acute  or  chronic. 

Markedly  elevated  white  blood  counts 
(over  50,000  per  cubic  mm  according  to  one 
report,  over  100,000  according  to  others)  are 
associated  with  a remarkably  increased  in- 
cidence of  major  intracerebral  hemon-hage. 
Thrombopenia  appears  more  significantly 
related  to  subarachnoid  and  subdural  hem- 
orrhages. 

Infection 

(References;  5,  19,  25.  33,  34,  35a,  42,  52,  62.  63,  71a, 
72,  84,  86,  102,  103,  105). 

Although  infection  appears  as  a primary 
cause  of  death  in  35  per  cent  of  patients 
with  leukemia,  most  of  these  infections  are 
generalized,  gastrointestinal  and  pulmonary 
in  location.  In  approximately  1-2  per  cent 
of  deaths  infection  of  central  nervous  sys- 
tem is  the  primary  or  important  contribut- 
ing cause  of  death.  One-half  of  these  pa- 
tients had  chronic  leukemia. 

Infection  is  most  likely  to  appear  during 
periods  of  hematologic  relapse  and  late  in 
the  course  of  the  disease.  The  risk  of  infec- 
tion appears  greater  with  granulocytopenia 
and  following  strenuous  therapies  with  ste- 
roids, antimetabolite  drugs,  and  radiation. 
Hypogammaglobulinemia  (often  progressive 
during  the  course  of  chronic  lymphatic  leu- 
kemia) also  lowers  immunity  to  many  patho- 
gens. 

In  order  of  frequency,  the  following  neu- 
rologic infections  appear: 

Herpes  zoster. 

Meningitis  (occasionally  accompanied  by  ar- 
teritis). 

Brain  abscess. 

Epidural  spinal  abscess. 

Encephalitis,  viral. 

Pathogens  are  commonly: 

Staphylococcus. 

Pneumococcus. 

Gram-negative  bacilli. 

Fungus. 

Mixed  (bacteria-fungus). 

Virus  (herpes  zoster). 

Among  fungal  pathogens,  mucor  (rhizo- 
pus),  cryptococcus  and  Candida  are  most 


frequent.  Involvement  by  aspergillus  and 
blastomyces  of  the  nervous  system  in  leu- 
kemia are  reported  rarely. 

Herpes  zoster  is  most  likely  to  appear  with 
chronic  leukemia,  especially  lymphoblastic. 

Ocular  and  II  Cranial  Nerve 
Involvement 

(References:  2,  8.  18.  20,  21,  25,  49,  55,  57,  59,  107). 

The  eye  and  II  cranial  nerve  disclose  his- 
topathologic and  fundascopic  findings  more 
often  than  clinical  impairment  in  leukemia. 
A greater  incidence  of  microscopic  changes 
appear  with  acute  lymphatic  leukemia  than 
with  other  forais.  B o n e y orbit,  retina, 
choroid,  and  optic  nerve  are  particularly  in- 
volved with  infiltration,  hemorrhage,  and 
edema.  Two  to  three  per  cent  of  patients 
with  leukemia  present  early  with  proptosis 
from  orbital  infiltrates  (more  common  in 
children). 

Fifty  to  65  per  cent  of  patients  with  leu- 
kemia disclose  ocular-fundus-changes  in- 
cluding leukemic  infiltrates,  distended  veins, 
small  hemorrhages,  exudates,  papilledema  or 
rentinal  edema.®® 

Sudden  loss  of  vision  may  occur  with  suf- 
ficient infiltration  or  hemorrhage  of  any  of 
these  optic  structures. 

Progressive  Multifocal 
Leukoencephalopathy 

(References:  4,  11,  20,  74,  89). 

This  is  an  uncommon  cerebral  demyelini- 
zation  syndrome  which  appears  in  small  but 
regular  incidence  with  chronic  leukemia, 
more  so  in  the  lymphoblastic  fonn.  It  is  re- 
ported also  in  Hodgkin’s  disease  and  rarely 
in  pulmonary  tuberculosis  and  carcinoma.  It 
develops  as  a late  to  terminal  event,  com- 
monly in  the  last  four  to  six  months  of  life. 
Most  patients  are  adult  (expected  with 
chronic  leukemia)  presenting  progressive 
focal  or  asymmetrical  cerebral  deficits  with- 
out increased  intracranial  pressure  or  out- 
standing spinal  fluid  changes.  Common  are 
dementia,  central  vision  loss  (hemianopsias), 
cranial  nerve  defects  and  pyramidal  tract 
deficits.  Histopathologic  study  discloses 
widely  disseminated,  small,  perivascular  foci 
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of  demyelinization  which  become  confluent; 
gigantic  hypertrophic  astrocytes. 

Rarities 

Rare  neurologic  manifestations  accom- 
panying leukemia  have  been  reported  as  fol- 
lows : 

Spinal  lesions. 

Hemorrhage2'4. 44.  i«4 

Epidural,  subdural,  subarachnoid,  intra- 
medullary. 

Diffuse  infiltrationi.  ^3, 105 
Intramedullary 
Polyradicular,  ascending 
Nodular  (mass)  lesions. 

Intradural,  intramedullary. 

Demyelinization  (posterolateral  col- 
umns24.  56,  73,  105 

Peripheral  neuropathyis,  24,  25,  27,  28,  73,  105 
Hemorrhages 

Infiltrative:  proximal,  distal. 

Cerebral  lesions. 48,  44,  49,  57,  65,  i03, 105 

Thrombosis  (arterial,  venous,  venous  sinus) 
Nodular  mass  lesion 

Epidural  or  intradural,  compressing  cortex. 
Dermatomyositis4i 
Hypercalcemia®# 

Vertebral  compression,  collapse.39,  44,  54 
Priapism.48 

Due  to  infiltration  of  corpus  cavernosus. 
Toxicity  of  chemotherapy.!# 

Artefactual  hypoglycemia.43,  6i 
Complicating,  unrelated  neoplasmsH.  43,  79 

Significance  of  Certain  Neurologic 
Symptoms  in  Leukemia 

Focal  cerebral  syndrome  (not  cranial  nerve 
involvement)  commonly  signifies  one  of  the 


following,  in  approximate  order  of  fre- 
quency : 

Acute  intracranial  hemorrhage. 

Acute  cerebral  thrombosis  (arterial  or  venous). 

Epidural  or  intradural  nodular  mass  compressing 
cortex. 

Infectious  meningitis  with  arteritis  causing 
thrombosis. 

Leucoencephalopathy  (demyelinization). 

Convulsive  seizures  commonly  suggest; 

Leptomeningeal  infiltration  with  increased  in- 
tracranial pressure. 

Acute  hemorrhage,  usually  intracerebral,  less 
often  subarachnoid. 

Acute  venous  sinus  thrombosis. 

Epidural  or  intradural  nodular  mass  compressing 
cortex. 

Intracranial  infection. 

Early  recognition  of  leukemia  as  the  cause 
of  a neurologic  syndrome  is  suggested  by 
several  of  the  following  features  (when 
white  blood  count  does  not  alert  the  diag- 
nostician), particularly  in  a child  or  young 
adult; 

1.  Pain. 

2.  Increased  intracranial  pressure. 

3.  Cranial  nerve  paralysis  (especially  VII,  extra- 
ocular muscles,  VIII). 

4.  Spinal  nerve  root  irritation,  paralysis. 

5.  Spinal  cord  compression. 

6.  Spinal  fluid  changes  (increased  pressure, 
cells,  protein). 

7.  Less  frequently,  intracranial  hemorrhage  and 
other  cerebral  symptoms. 

(References  are  available  from  the  author). 


“There  may  be  billions  for  buildings,  billions  to  disrupt  and 
change  the  course  of  medical  practice,  billions  to  subvert  medical 
education  as  well  as  to  control  the  direction  of  medical  research, 
but  when  it  comes  to  the  aged  the  President  proposes  limited  hospital 
benefits  to  be  paid  for,  not  from  general  revenues,  but  by  employers 
and  employees,  and  the  self  employed.”  From  Challenge  to  Social- 
ism, January  14,  1965). 
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ORGANIZATION  SECTION 


Welcome,  New  Members 


Ford,  Edward,  M.D Omaha 

Giegerich,  W.  F.,  M.D.  Omaha 

Haag,  Robert  L.,  ]\I.D.  Lincoln 

Hahn,  Robert  E.,  M.D. Omaha 

Hammes,  Donald  L.,  M.D .Omaha 

Keilly,  John  E.,  M.D.  Lincoln 

Laird,  Thomas  R.,  M.D.  ...Blue  Hill 

Landers,  R.  R.,  M.D.  Norfolk 

iMardis,  Hal,  i\I.D.  Omaha 

Pavelka,  Donald,  i\LD.  Omaha 

Schabauer,  E.  A.,  M.D. Plainview 

Storter,  Barry,  M.D.  Omaha 

M’aite,  Chas.,  M.D.  Norfolk 

Yost,  John  F.,  M.D.  Lincoln 


Doctor  Lloyd  Kunkel  practices  medicine  in 
Weeping  Water.  We  have  looked  up  Weep- 
ing Water;  its  creek  was  called  L’eau  qui 
pleure,  but  the  Indians,  it  seems,  really  meant 
rustling  water.  No  matter,  the  name,  what- 
ever its  origin,  is  vivid  and  colorful  and 
rich  in  history.  We  visited  with  Doctor  and 
iMrs.  Kunkel  one  sunny  afternoon  recently 
and  came  away  impressed.  Doctor  Kunkel’s 
hobby  is  violin  making.  He  has  been  do- 
ing this  for  a long  time  and  has  made  more 
than  a hundred  violins  and  violas,  and  even 
a guitar.  We  saw  the  guitar,  and  some  sev- 
enty violins.  Doctor  Kunkel  is  a serious 
student  of  the  violin  and  its  history.  He  was 


146 


Nebraska  S.  M.  J. 


at  one  time  a professional  musician.  He  is 
one  of  a very  few  American  violin  makers 
listed  in  the  “Dictionnaire  Universal  Lu- 
thiers,” published  in  Brussels,  Belgium.  He 
has  made  reproductions  of  Stradivarius  (3 
periods),  Jos.  Guarnerius  (3  periods),  Ama- 
ti.  Huger,  Maggini,  di  Salvo,  and  Camilli, 
and  has  developed  an  original  model.  He 
has  made  copies  of  the  Stradivarius  and 
Tertis  violas.  Our  picture  shows  Doctor 
Kunkel  in  his  workshop;  the  large  instru- 
ment you  see  is  the  Tertis  model  viola,  built, 
of  course,  by  Doctor  Kunkel. 

His  workshop  is  very  large,  and  we  saw 
hundreds  of  tools,  some  of  which  appear  in 
the  picture,  especially  designed  for  this  work, 
some  quite  small,  some  very  old,  many  im- 
ported. Wood  for  this  work  is  obtained 
from  Switzerland.  The  doctor  makes  his 
own  varnish,  and  showed  us  a wailful  of 
jars  used  in  varnish  making.  He  is  now 
working  on  a copy  of  a sixteenth  century 
dancing  master’s  kit,  a small  narrow  instru- 
ment which  the  teacher  carried  from  place 
to  place  in  a pocket  of  his  long-tailed  coat. 

Doctor  Kunkel  is  also  quite  an  archaeologist, 
and  we  saw  hundreds  of  Indian  artefacts  he 
personally  found,  and  picture  after  picture 
of  Indian  homes  he  has  discovered ; several  of 
these  pictures  have  been  reproduced  else- 
where. But  his  champion  hobby  is  the  mak- 
ing of  violins.  It  seems  strange  to  us  to 
call  what  we  think  is  a second  and  wonder- 
ful artistic  career  a hobby,  but  it  is  that, 
and  we  came  away  from  Weeping  Water 
with  a great  deal  of  admiration,  and  of 
knowledge,  and  a very  real  pleasure  in,  how- 
ever vicariously,  sharing  for  a while  the 
joy  of  violin  making. 

— F.C. 


oooooooooooooooooooooooooooooooooooo 

DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 

oooooooooooooooooooooooooooooooooooo 


FORTY-FIRST  ANNUAL  MEETING  OF 
THE  WOMAN’S  AUXILIARY 
to  the 

NEBRASKA  STATE  MEDICAL 
ASSOCIATION 

The  State  Medical  Convention  to  be  held 
May  3,  4,  5,  1966,  marks  the  forty-first  an- 
nual meeting  of  the  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association.  A 
very  cordial  invitation  is  extended  to  all 
doctors’  wives  in  the  State  — whether  or  not 
you  are  an  Auxiliary  member. 

Following  are  the  highlights  of  the  Aux- 
iliary activities  for  the  three-day  period, 
which  will  be  held  at  the  Hotel  Cornhusker, 
Lincoln,  Nebraska.  ALL  meetings  are  open 
to  all  Auxiliary  members;  your  Executive 
Board  urges  everyone  to  “sit  in”  on  the 
meetings. 

Monday,  May  2,  1966 

Registration  desk  will  be  open  at  12:00  noon. 

Tuesday,  May  3,  1966 
■ — ■ Morning  — 

7 :45  No-host  Breakfast 

8 :15  Pre  - convention  Executive  Board 
Meeting.  Reports  of  State  Offi- 
cers, State  Chairmen,  and  a report 
of  the  nominating  committee. 

11:00  Keynote  Address:  James  Z.  Appel, 
M.D.,  President,  American  Medical 
Association 

12:00  Combined  Luncheon  for  Auxiliary 
and  Medical  Association.  Presen- 
tation of  AMA-ERF  Checks.  Guest 
Speaker:  Senator  Carl  Curtis 

— Afternoon  • — 

2:30  Annual  Business  Meeting.  Reports  of 
County  Presidents.  Memorial  Serv- 
ice. Election  and  installation  of 
Officers. 

FUN  NIGHT 

6:30  Fun  Night  (Lancaster  County  Medi- 
cal Society).  A gala  evening  of 
dancing  and  entertainment. 
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Wednesday,  May  4,  1966 
— Afternoon  — 

12:30  Fashion  Show  Luncheon,  Lincoln 
Country  Club 

Honored  Guest  Speaker:  Mrs.  Asher 
Yaguda,  Newark,  N.J.  Mrs.  Ya- 
guda  is  the  President-Elect  of  the 
Woman’s  Auxiliary  to  the  AMA. 

— Evening  — 

6:00  Social  Hour  (honoring  the  president 
and  president-elect  of  the  Nebras- 
ka State  Medical  Association  and 
the  Auxiliary). 

7:00  Annual  Banquet;  Presentation  of  the 
50  Year  Pins;  Entertainment  — 
organ  music  throughout  the  din- 
ner. 

Guest  Speaker:  Kenneth  McFarland, 
Ph.D.,  Topeka,  Kansas 

Thursday,  May  5,  1966 
— Morning  — 

9:00  No  Host  Breakfast 

9:30  Post-Convention  Executive  Board 
Meeting 

12:30  Meeting  and  Convention  Adjourned 


Attention  All  State  Officers  and  State 
Chairmen  and  County  Presidents — 

A written  report  of  three  minutes  duration 
will  be  presented  on  Tuesday,  May  4,  1966. 

May  I personally  urge  you  to  submit  all 
necessary  reports  as  early  as  possible,  in 
order  that  your  State  Organization  can  meet 
its  deadline  with  the  National  Organization. 
I can’t  emphasize  this  too  strongly,  it  is  ex- 
tremely difficult  to  send  reports  to  the  Na- 
tional office  if  the  reports  aren’t  sent  to 
your  State  President. 

Mrs.  J.  MTiitney  Kelley, 

President, 

Nebr.  St.  Med.  Aux. 

County  Auxiliary  news  items  should  be 
sent  to  the  Publicity  Chairman  of  the  Wom- 
an’s Auxiliary  to  the  Nebraska  State  Medical 
Association  for  inclusion  in  the  Nebraska 
State  Medical  Journal. 


Our  Medical  Schools 

Biochemistry  Professors  to  Visit — 

Omaha  — Two  visiting  professors  of  bio- 
chemistry will  give  seminars  at  the  Univer- 
sity of  Nebraska  College  of  Medicine  during 
the  spring  quarter.  These  seminars  are  spon- 
sored by  the  Merck  Sharp  and  Dohme  Post- 
graduate Program. 

Dr.  Helmut  Beinert  will  speak  on  Thurs- 
day, March  24.  He  is  professor  of  biochem- 
istry at  the  Institute  for  Enzyme  Research 
at  the  University  of  Wisconsin  and  is  group 
chairman  for  the  biological  oxidation  sec- 
tion. 

Dr.  Beinert  will  discuss  “The  Intramole- 
cular Interactions  of  Electron  Carriers  in 
Metal  Flavoproteins  Studied  by  EPR  Spec- 
troscopy.” The  seminar  will  be  conducted 
in  the  South  Amphitheater  at  4 p.m. 

On  Tuesday,  May  17,  Dr.  Esmond  E.  Snell 
will  give  a seminar  on  “The  Role  of  Vitamin 
Bg  in  Catalysis  of  Enzymatic  Alpha,  Beta- 
Elimination  Reactions.”  He  is  professor  of 
biochemistry  at  the  University  of  California, 
Berkeley,  and  was  chairman  of  the  depart- 
ment from  1956  through  1962. 

Dr.  Snell’s  seminar  is  scheduled  at  4 p.m. 
in  the  Eppley  Institute’s  auditorium. 

Dr.  Musselman  Speaker — 

Omaha  — Dr.  Merle  M.  Musselman  was 
the  visiting  lecturer  in  surgery  for  the 
16th  annual  meeting  of  the  Society  of  Gradu- 
ate Surgeons  of  Los  Angeles  County  Hospital 
in  March.  He  is  professor  and  chairman  of 
the  department  of  surgery  at  the  University 
of  Nebraska  College  of  Medicine. 

Scholarships  Awarded — 

Omaha  — Three  freshman  medical  stu- 
dents at  the  University  of  Nebraska  College 
of  Medicine  have  received  Avalon  Foundation 
scholarships  for  the  second  half  of  the  aca- 
demic year.  They  are: 

Kanchan  L.  Lodhia,  504  So.  41st  St.,  Oma- 
ha (hometown:  716  Hancock  Way,  El  Cer- 
rito, Calif.)  ; Orrin  Douglas  Osterholm,  4502 
No.  49th  St.,  Omaha  (hometown:  5140 
Spruce,  Lincoln) ; and  Richard  G.  Patton, 
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4120  Dewey  Ave.,  Omaha  (hometown:  1120 
No.  Locust,  Wahoo,  Nebr.). 

Infant  Study — 

Omaha  — Dr.  Robert  J.  Ellingson  has  re- 
ceived a $127,875  grant  from  the  National  In- 
stitute of  Neurological  Diseases  and  Blind- 
ness for  a project  entitled  “Development  of 
Brain  Electrical  Activity  of  Infants.”  He  is 
professor  of  neurology  and  psychiatry  at  the 
University  of  Nebraska  College  of  Medicine. 

Closed  Chest  Resuscitation — 

Omaha  — Techniques  of  closed  chest  car- 
diopulmonary resuscitation  were  taught  at 
continuing  educational  courses  for  three  pro- 
fessional groups  during  March  of  1966. 

F or  the  second  consecutive  year,  the 
course,  “Closed  Chest  Cardiac  Resuscitation,” 
was  offered  by  the  University  of  Nebraska 
College  of  Medicine  in  its  Eppley  Cancer  In- 
stitute. Scheduled  on  March  7 for  physi- 
cians, March  8 for  dentists,  and  March  9 for 
nurses,  the  course  offered  an  identical  pro- 
gram for  each  professional  group. 


PROCEEDINGS 
BOARD  OF  COUNCILORS 

February  11,  1966 

The  Mid-Winter  Meeting  of  the  Board  of  Coun- 
cilors was  held  at  the  Holiday  Inn,  Kearney,  Ne- 
braska on  February  11,  1966.  The  meeting  was 
called  to  order  by  the  Chairman,  Dr.  W.  W.  Waddell. 

Members  present  were  Drs.  Leroy  Lee,  Omaha; 
John  T.  McGreer,  Jr.,  Lincoln;  W.  W.  Waddell, 
Beatrice;  J.  T.  Keown,  Pender;  H.  D.  Kuper,  Colum- 
bus; C.  L.  Anderson,  Stromsburg;  C.  F.  Ashby, 
Geneva;  Rex  Wilson,  O’Neill;  Harold  V.  Smith, 
Kearney;  L.  D.  McNeill,  Hastings;  Max  Raines, 
North  Platte,  and  C.  J.  Cornelius,  Sidney. 

The  Chairman  called  for  nominations  for  Chair- 
man of  the  Board  of  Councilors.  Dr.  McGreer 
moved  that  Dr.  Waddell  be  re-elected.  This  mo- 
tion was  seconded  and  carried. 

Nominations  were  called  for  Secretary  of  the 
Board  of  Councilors.  Dr.  Ashby  moved  that  Dr. 
Raines  be  re-elected.  The  motion  was  seconded  and 
carried. 

The  Chairman  introduced  Dr.  Charles  Carignan, 
President  of  the  Buffalo  County  Medical  Society 
who  welcomed  the  Board  of  Councilors  to  Kearney. 

Dr.  Waddell  then  asked  for  oral  reports,  and 
the  following  were  presented: 

Mr.  Neff,  Executive  Secretary,  commented  on 
Legislation  which  was  possible  in  the  coming  1967 
Legislature. 


Dr.  Raines,  new  Chairman  of  the  Nebraska 
MEDPAC,  explained  the  function  of  this  organiza- 
tion, and  stated  that  with  the  coming  elections,  the 
Nebraska  MEDPAC  should  be  supported  by  physi- 
cians in  the  State  of  Nebraska. 

Dr.  Cole,  Editor  of  the  Nebraska  State  Medical 
Journal,  was  granted  permission  of  the  floor  and 
stated  that  the  Journal  would  be  happy  to  help 
this  organization  by  spreading  information  through 
the  Journal.  Dr.  Anderson  moved  that  articles  be 
written  by  Dr.  Cole  for  the  Journal  relative  to  this 
matter.  This  was  approved  by  the  Board  of  Coun- 
cilors. 

Dr.  Gilligan,  Chairman  of  the  Medicolegal  Ad- 
vice Committee,  presented  his  oral  report  to  the 
Councilors.  In  this  report,  a resolution  was  pre- 
sented relative  to  the  establishment  of  a Sub-Com- 
mittee for  the  purpose  of  arranging  for  witnesses 
to  appear  in  behalf  of  the  defendant  physician. 

The  motion  was  made  by  Dr.  Cornelius  that  this 
resolution  be  accepted,  and  this  was  approved. 

There  being  no  other  oral  reports  at  this  time, 
the  Chairman  called  for  approval  of  the  reports 
as  they  appeared  in  the  Handbook. 

The  financial  report  as  prepared  by  the  Auditor 
was  considered.  Dr.  McGreer  moved  that  this  be 
accepted.  This  was  seconded  and  carried. 

Dr.  McNeill  moved  that  the  report  of  the  Execu- 
tive Secretary  be  accepted,  and  the  motion  was  sec- 
onded and  carried. 

Dr.  McGreer  moved  that  the  report  of  the  Board 
of  Trustees  be  accepted  and  the  motion  was  seconded 
and  carried. 

The  report  of  the  Editor  was  considered  and  Dr. 
McGreer  moved  that  this  be  accepted.  This  was 
seconded  and  carried. 

The  report  of  the  Delegate  to  the  A.M.A.  was  con- 
sidered, and  Dr.  McNeill  moved  that  this  be  accepted. 
The  motion  was  seconded  and  carried. 

The  report  of  the  Delegate  to  the  North  Central 
Conference  was  considered,  and  Dr.  McNeill  moved 
that  this  be  accepted.  This  was  seconded  and  car- 
ried. 

The  report  of  the  10th  National  Conference  on 
Physicians  and  Schools  was  considered,  and  Dr. 
Ashby  moved  that  this  report  be  accepted.  This 
was  seconded  and  carried. 

The  report  of  the  Blood  and  Blood  Products  Com- 
mittee was  considered,  and  Dr.  Raines  moved  that 
this  be  accepted.  This  was  seconded  and  carried. 

It  was  moved  and  seconded  to  accept  the  report 
of  the  Continuing  Committee  on  Medical  Practice. 
The  motion  carried. 

The  I’eport  of  the  Maternal  and  Child  Health 
Committee  was  considered,  and  Dr.  Bosley,  Chair- 
man, reported  on  the  PKU  survey  which  had  been 
conducted  in  the  state.  It  was  moved  and  seconded 
to  accept  this  report,  and  the  motion  carried. 

Dr.  Bancroft,  Chairman  of  the  Council  on  Profes- 
sional Ethics,  was  asked  to  present  his  oral  report 
to  the  Councilors.  Dr.  Bancroft  stated  that  the 
Governor  had  expressed  concern  to  him  that  there 
was  no  body  of  professional  persons  who  could 
deal  with  complaints  against  professional  people 
in  the  employ  of  the  state.  He  stated  that  the 
Governor  had  designated  a committee  of  the  Lan- 
caster County  Medical  Society  as  the  official  agency 
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to  hear  and  investigate  any  complaints  regarding 
the  pi’ofessional  staffs  of  all  state  agencies.  Dr. 
Bancroft  stated  that  the  Governor’s  idea  was  sound; 
however,  he  questioned  the  wisdom  of  the  designa- 
tion of  a committee  of  any  single  county  medical 
society  to  deal  with  this  state  wide  problem. 

Dr.  Bancroft  recommended  that  the  Board  of 
Councilors  consider  suggesting  to  the  Governor  the 
designation  of  a committee  appointed  by  the  Ne- 
braska State  Medical  Association  to  deal  with  these 
problems  of  state  wide  significance. 

Dr.  Bancroft  stated  that  he  had  been  approached 
by  the  Bar  Association  about  the  concern  of  that 
organization  with  the  ethical  consideration  which 
the  legal  profession  is  apprehensive  about  in  connec- 
tion with  malpractice  cases.  They  feel  that  if  a 
reputable  attorney  declines  a malpractice  suit,  the 
complainant  frequently  secures  a less  reputable  at- 
torney to  pursue  the  legal  action.  They  requested 
some  competent  body  representing  the  Nebraska 
State  Medical  Association  to  meet  with  their  repre- 
sentatives to  explore  this  problem.  Dr.  Bancroft 
recommended  that  some  action  be  taken  by  this 
body  to  implement  a cooperative  effort  to  deal  with 
this  concern  of  the  Nebraska  State  Bar  Association. 

Dr.  Cornelius  moved  that  these  suggestions  be  re- 
ferred to  the  House  of  Delegates  for  their  recom- 
mendations. Following  considerable  discussion.  Dr. 
McGreer  suggested  that  the  motion  of  Dr.  Cornelius 
be  amended,  and  that  the  matter  of  the  Governor’s 
request  for  a committee  to  deal  with  complaints  re- 
garding the  professional  staffs  of  all  state  agencies 
be  handled  by  the  Council  on  Professional  Ethics; 
and  that  the  request  of  the  Bar  Association  for  a 
body  representing  this  Association  to  meet  with 
representatives  of  that  organization  to  explore  the 
problem  of  malpractice  suits,  be  handled  by  the 
Medicolegal  Advice  Committee.  Dr.  Anderson  moved 
that  this  motion  be  accepted  as  amended.  This  was 
seconded  and  carried. 

The  report  of  the  Psychiatry  Committee  was  con- 
sidered. Attention  was  called  to  the  No.  2 recom- 
mendation concerning  establishment  of  a review 
or  appeal  board.  Following  considerable  discussion, 
it  was  moved  by  Dr.  McGreer  that  the  report  of 
this  committee  be  accepted  with  the  exception  of  this 
No.  2 recommendation,  and  that  this  be  excluded 
from  the  report.  This  was  seconded  and  carried. 

It  was  moved  by  Dr.  McGreer  that  the  report 
of  the  Hospital  and  Professional  Relations  Commit- 
tee be  accepted.  This  was  seconded  and  carried. 

It  was  moved  by  Dr.  McGreer  and  seconded  that 
the  report  of  the  Diabetes  Committee  be  accepted. 
Motion  carried. 

It  was  moved  and  seconded  to  accept  the  report  of 
the  Medicine  and  Religion  Committee.  Motion  car- 
ried. 

It  was  moved  by  Dr.  McGreer  that  the  report  of 
the  Joint  Commission  for  the  Improvement  of  the 
Care  of  the  Patient  be  accepted.  TTiis  was  seconded 
and  carried. 

Dr.  McGreer  moved  that  the  report  of  the  Prepay- 
ment Medical  Care  committee  be  accepted.  The 
motion  was  seconded  and  carried. 

Dr.  Anderson  moved  that  the  report  of  the  Rela- 
tive Value  Study  committee  be  accepted.  Motion 
was  seconded  and  carried. 

It  was  moved  by  Dr.  Kuper  and  seconded  that 


the  report  of  the  Sub-Committee  on  Athletic  In- 
juries be  accepted.  This  was  carried. 

Dr.  McGreer  moved  that  the  report  of  the  Re- 
habilitation committee  be  accepted.  This  was  sec- 
onded and  carried. 

It  was  moved  and  seconded  to  accept  the  report 
of  the  Health  Education  in  Schools  and  Colleges 
Committee.  Motion  carried. 

Dr.  Andei'son  moved  that  the  report  of  the  Rural 
Medical  Service  Committee  be  accepted.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Wright  was  asked  to  present  the  report  of 
the  Policy  Committee.  There  was  considerable  dis- 
cussion on  the  subject  of  Payment  by  Blue  Shield- 
Blue  Cross  in  Non-Federal  Hospitals.  It  was  moved 
by  Dr.  Kuper  that  the  words  “Blue  Shield’’  be 
deleted  from  this  entire  portion  of  the  report.  This 
was  seconded  and  carried. 

Dr.  Wright  stated  that  the  Policy  Committee  had 
another  item  to  bring  before  the  council  and  that 
was  the  recommendation  made  by  Dr.  Grier  at  the 
Annual  Session  that  compulsory  A.M.A.  dues  be 
dropped.  Dr.  Wright  stated  that  the  Policy  Com- 
mittee felt  that  this  should  not  be  accepted  and 
that  compulsory  A.M.A.  dues  should  be  retained. 
It  was  moved  by  Dr.  Ashby  that  the  stand  of  the 
Policy  Committee  be  accepted.  This  was  seconded 
and  carried. 

Dr.  Anderson  moved  that  the  Policy  Committee 
report  as  amended  be  accepted.  This  was  seconded 
and  carried. 

Dr.  Waddell  read  the  requests  for  Life  Member- 
ships and  the  list  of  50-year  practitioners.  It  was 
moved  and  seconded  to  accept  these  as  read.  Mo- 
tion carried. 

Mr.  Neff  read  a letter  regarding  the  quitclaim 
deed  on  the  property  of  the  American  Cancer  So- 
ciety in  Omaha,  in  which  we  have  been  asked  to 
relinquish  our  interest  in  the  title.  Dr.  Kuper 
moved  that  approval  be  given  in  this  matter,  and 
this  was  approved. 

Dr.  Waddell  stated  that  the  Board  of  Councilors 
had  been  asked  to  study  the  resolution  from  Adams 
County  relative  to  the  reorganization  of  the  N.S.M.A. 
so  as  to  achieve  a more  representative  body  in 
the  Board  of  Councilors  and  the  House  of  Delegates. 
It  was  moved  by  Dr.  Smith  that  this  body  approve 
the  present  status  of  the  Councilor  Districts.  Fol- 
lowing considerable  discussion,  it  was  moved  that 
the  Board  of  Councilors  prepare  a i-esolution  to  be 
presented  to  the  House  of  Delegates  at  their  first 
session  tomorrow  asking  that  a committee  be  formed 
to  study  the  problem  of  representation  of  small 
medical  societies  with  a total  number  of  less  than 
five  members.  This  was  seconded  and  carried. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


HOUSE  OF  DELEGATES 

FIRST  SESSION 
February  12,  1966 

The  first  session  of  the  Mid-Winter  Meeting  of 
the  House  of  Delegates  was  held  at  the  Holiday  Inn, 
Kearney,  Nebraska,  on  Febiaiary  12,  1966. 

Dr.  Nutzman,  Speaker  of  the  House,  called  the 
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meeting  to  older  and  asked  that  all  present  stand 
for  the  invocation  by  Dr.  McFadden. 

Dr.  Charles  Carignan,  President  of  the  Buffalo 
County  Medical  Society,  was  introduced  and  wel- 
comed the  House  of  Delegates  to  Kearney. 

The  Speaker  called  for  a report  of  the  Credentials 
Committee;  and  Dr.  R.  E.  Garlinghouse,  who  had 
been  appointed  to  act  as  Sergeant-at-Arms,  reported 
44  duly  elected  delegates  present.  A quorum  be- 
ing present,  the  report  of  the  Credentials  Com- 
mittee was  approved. 

Dr.  Wright,  President,  was  asked  to  introduce 
distinguished  visitors  who  were  present.  Dr.  Dono- 
van Ward,  Immediate  Past  President  of  the  A.M.A., 
and  Dr.  Otis  Wolfe,  Past  President  of  the  Iowa 
State  Medical  Society,  were  introduced  to  the  House. 

Dr.  Nutzman  gave  a brief  outline  of  the  pro- 
cedure of  the  meeting  and  reference  committees. 

Approval  of  the  minutes  of  the  House  for  the 
Annual  Session,  as  printed  in  the  July,  1965  issue 
of  the  Nebraska  State  Medical  Journal,  was  called 
for  and  these  were  approved. 

Oral  reports  were  presented  to  the  House  of  Dele- 
gates as  follows: 

Council  on  Professional  Ethics  — Dr.  Paul  Ban- 
croft, Chairman — 

Following  this  oral  report.  Dr.  Bancroft  made 
the  following  recommendations: 

1.  Recommend  that  consideration  be  given  to 
suggesting  to  the  Governor  the  designation 
of  a committee  appointed  by  the  Nebraska 
State  Medical  Association  to  deal  with  prob- 
lems of  state-wide  significance. 

2.  Recommend  that  action  be  taken  to  implement 
a cooperative  effort  to  deal  with  malpractice 
suits  as  they  concern  the  legal  profession. 

Medical  Service  Committee  — Dr.  L.  J.  Gogela, 
Chairman 

Dr.  Gogela  gave  a brief  report  on  legislative 
matters,  mainly  concerning  legislation  which  is 
anticipated  in  1967  relative  to  medicine. 

Mr.  Neff  was  asked  to  introduce  the  A.M.A.  guests 
who  were  present,  and  Mr.  Arthur  Seeds,  new  Field 
Representative  of  the  A.M.A.  for  Nebraska,  and 
Mr.  Bill  Alexander,  Field  Representative  of  AMPAC, 
were  introduced  to  the  House. 

Dr.  Max  Raines,  new  Chairman  of  the  Nebraska 
MEDPAC,  outlined  the  purpose  of  this  organiza- 
tion, and  urged  that  physicians  in  the  state  sup- 
port this  organization. 

Committee  appointments  for  1966-1967  were  read 
by  Dr.  Dan  Nye,  President-Elect.  These  appoint- 
ments will  become  official  on  May  3,  1966,  when 
Dr.  Nye  takes  office  as  President. 

Dr.  E.  A.  Rogers,  Director  of  State  Department 
of  Health,  and  Dr.  Harold  Morgan,  Medical  Con- 
sultant for  Medicare  in  Nebraska,  were  asked  to 
discuss  the  aspects  of  Medicare  and  Certification 
in  Nebraska,  and  Utilization  Review  Committees. 

The  Speaker  stated  that  the  next  item  on  the 
agenda  would  be  the  subject  of  physicians’  fees.  He 
said  that  the  Policy  Committee  felt  this  subject 
should  be  brought  before  the  House  of  Delegates 
for  its  action,  and  for  this  reason  two  discussants 
were  present  to  present  both  concepts. 


Following  preliminary  remarks  by  Dr.  Wright, 
Chairman  of  the  Policy  Committee,  Dr.  Offerman  in- 
troduced Mr.  James  Knebel,  Statistician  for  National 
Blue  Shield  in  Chicago,  who  discussed  the  “Prevail- 
ing Fee”  concept. 

Dr.  Wright  introduced  Dr.  Otis  Wolfe  of  Mar- 
shalltown, Iowa,  Past  President  of  the  Iowa  Medical 
Society,  who  discussed  the  “Usual  and  Customary 
Fee”  concept. 

Following  remarks  by  Dr.  Schenken,  Delegates 
to  the  A.M.A.,  the  House  was  recessed  for  lunch, 
at  which  time  Dr.  Donovan  Ward  was  the  guest 
speaker. 

Upon  reconvening,  the  Speaker  read  his  selec- 
tion of  Reference  Committee  members,  and  the 
room  assignments  for  these  committees.  The  selec- 
tion of  members  was  approved  by  the  House. 

Dr.  McFadden  read  the  Reference  Committee 
assignments  of  the  reports  that  appeared  in  the 
Delegates  Handbook. 

The  reports  of  the  Allied  Professions  Committee, 
which  did  not  appear  in  the  Handbook,  was  pre- 
sented and  referred  to  Reference  Committee  No.  4. 
The  following  is  this  report: 

ALLIED  PROFESSIONS  COMMITTEE 

Otis  W.  Miller,  M.D.,  Ord,  Chairman  ; Loyd  Wagner,  M.D., 
Hastings ; R.  Pitsch,  M.D.,  Seward  : Kenneth  R.  Dalton.  M.D., 
Genoa ; E.  G.  Brillhart.  M.D.,  Columbus ; Wallace  E.  Engdahl, 
M.D.,  Omaha. 

The  Allied  Professions  Committee  met  with  the 
Nebraska  State  Nurses  Association  in  regard  to 
duties  of  nurses  in  hospitals.  The  committee  tried 
to  impress  on  the  nurses  that  for  a state  committee 
to  set  up  a set  of  rules  regarding  duties  would  be 
difficult  if  not  impossible  as  each  hospital  staff 
would  have  a different  criterion  depending  on  size 
and  location  of  a hospital.  The  criterion  for  duties 
w'ould  have  to  be  an  individual  thing  with  each 
hospital.  The  duties  would  also  depend  on  the 
nurses  ability  to  carry  them  out. 

The  Allied  Profession  Committee  met  twice  dur- 
ing the  year  with  the  Interprofessional  Council 
last  September,  1965,  and  again  February  10,  1966 
at  Columbus,  Nebraska.  Discussion  of  state  legisla- 
tion related  to  all  professions  w'as  covered.  The 
program  to  make  pamphlets  and  other  material 
available  to  all  high  school  students  interested  in 
the  professions  was  continued  by  rechecking  with 
each  High  School  Guidance  Counselor  to  make 
sure  the  Interprofessional  folder  was  on  hand  with 
the  allied  professions  pamphlets. 

In  the  meeting  on  February  10,  1966,  our  com- 
mittee explained  AMPAC  and  NEBPAC  to  the 
council  and  a motion  was  made  by  the  council  giv- 
ing myself  permission  to  meet  with  the  NEBPAC 
Board  of  Directors  to  request  that  information  be 
sent  to  all  the  allied  state  societies  in  the  council 
for  their  officers  and  delegates  to  read  and  invite 
them  to  recommend  to  their  individual  members  that 
they  join  AMPAC  and  NEBPAC  in  order  to 
strengthen  the  allied  professions  political  effective- 
ness. The  comments  by  the  other  professions  were 
very  much  in  favor  of  the  program.  The  combined 
effort  of  new  members  could  strengthen  our  political 
efforts. 

Dr.  Kenneth  R.  Dalton,  M.D.,  Genoa,  Nebraska, 
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was  nominated  for  secretary-treasurer  of  the  Inter- 
professional Council. 

Respectfully  submitted, 

Otis  W.  Miller,  M.D., 
Chairman. 

The  following  resolutions,  which  were  received 
prior  to  the  meeting,  were  read  and  referred  to  the 
appropriate  Reference  Committee. 

Resolution  No.  1 — From  Dr.  J.  P.  Gilligan,  Chair- 
man, Medicolegal  Advise  Committee. 

WHEREAS:  The  marked  increase  in  the  num- 
ber of  malpractice  threats  filed  and  the  increas- 
ing complexity  of  those  cases  and  at  times  the 
distance  of  travel  required; 

WHEREAS:  It  is  more  difficult  to  get  medi- 
cal witnesses  to  appear  in  behalf  of  the  defend- 
ant physician; 

BE  IT  THEREFORE  RESOLVED:  A sub- 

medicolegal  committee  be  formed  in  each  coun- 
cilor district  with  the  councilor  of  each  dis- 
trict seiwing  as  chairman  of  said  sub-commit- 
tee, to  function  under  the  Nebraska  State  Medi- 
cal Legal  Committee  for  the  purpose  of  ar- 
ranging for  witnesses  to  appear  in  behalf  of  de- 
fendant physician. 

The  sub-committee  in  each  district  to  be  ap- 
pointed by  the  President  of  the  Nebraska  State 
Medical  Association  on  recommendation  of  the 
councilor  of  the  individual  district. 

This  resolution  was  referred  to  Reference  Com- 
mittee No.  3. 

Resolution  No.  2 — From  Lancaster  County  Medical 
Society 

W'HEREAS,  the  Nebraska  Centennial  will  be 
celebrated  throughout  the  State  of  Nebraska 
during  the  year  of  1967,  and 

WHEREAS,  medicine  and  all  of  the  healing 
arts  and  health  agencies  have  a golden  oppor- 
tunity to  promote  the  cause  of  good  health  and 
family  health  at  this  time,  and 

WHEREAS,  the  Lancaster  County  Medical 
Society  agrees  to  co-sponsor  the  Nebraska  Cen- 
tennial Health  Fair,  a state-wide  public  service, 
educational  health  fair  to  be  held  at  the  Per- 
shing Memorial  Auditorium  in  Lincoln,  Ne- 
braska from  April  29th  thi’ough  May  5th,  1967. 

BE  IT  HEREBY  RESOL\^D,  that  the  Lan- 
caster County  Medical  Society  requests  the  Ne- 
braska State  Medical  Association  to  co-sponsor 
the  Nebraska  Centennial  Health  Fair. 

This  resolution  was  referred  to  Reference  Com- 
mittee No.  4. 

Resolution  No.  3 — From  the  Board  of  Councilors 

WHEREAS,  the  matter  of  reorganization  of 
the  County  Medical  Societies  of  the  Nebraska 
State  Medical  Association  has  been  in  the 
Board  of  Councilors  and  the  House  of  Dele- 
gates for  several  years  with  no  definitive  ac- 
tion being  taken,  and 

WHEREAS,  there  is  a need  to  study  such  re- 
organization so  as  to  continue  the  propagation 
or  organized  medicine  and  promote  a more 
equitable  representation  to  the  House  of  Dele- 
gates; 


THEREFORE  BE  IT  RESOLVED,  that  the 
House  of  Delegates  submit  this  matter  to  the 
appropriate  committee  of  the  Association  for 
immediate  study  as  to  the  size  of  societies  rela- 
tive to  delegate  representation,  and  that  said 
committee  make  a report  to  the  Annual  Session 
in  May. 

This  resolution  was  referred  to  Reference  Com- 
mittee No.  5. 

The  Speaker  called  for  resolutions  from  the  floor, 
and  the  following  were  presented: 

Resolution  No.  4 — From  Gage  County  Medical 
Society,  introduced  by  Dr.  Elias  on  the  subject  of 
physicians’  fees.  This  was  referred  to  Reference 
Committee  No.  7. 

Resolution  No.  5 — Fi’om  Hamilton  County  Medi- 
cal Society,  introduced  by  Dr.  Houtz  Steenburg,  on 
the  subject  of  physicians’  fees.  This  was  referred 
to  Reference  Committee  No.  7. 

Resolution  No.  6 — From  Omaha-Douglas  County 
Medical  Society,  introduced  by  Dr.  W.  J.  McMartin, 
as  follows: 

Upon  the  recommendation  of  the  Insurance 
Committee  and  the  Executive  Board  of  the 
Omaha-Douglas  County  Medical  Society,  the  rec- 
ommendation was  approved  that  Blue  Cross 
make  payment  for  their  insured  to  the  Univer- 
sity of  Nebraska  Hospital. 

This  was  referred  to  Reference  Committee  No.  6. 

Resolution  No.  7 — Introduced  by  Dr.  McMartin. 

In  October  of  1965,  the  A.M.A.  House  of 
Delegates  passed  the  following  resolution: 

“Hospital  based  medical  specialists  are  en- 
gaged in  the  practice  of  medicine.  The  fees 
for  the  ser\'ices  for  such  specialists  should  not 
be  merged  with  hospital  charges.  The  charges 
for  the  seiwices  of  such  specialists  should  be 
established,  billed  and  collected  by  the  medical 
specialist  in  the  same  manner  as  are  the  fees 
of  other  physicians.  The  A.M.A.  intends  to 
continue  vigorously  its  efforts  to  prevent  in- 
clusion in  the  future,  the  specialists  services 
and  the  hospital  services  under  any  health  care 
legislation. 

“Be  it  resolved,  that  the  Nebraska  State 
Medical  Association  House  of  Delegates  endorse 
and  support  this  action. 

“Be  it  further  resolved,  that  this  action  be 
immediately  distributed  to  all  members  of  the 
Nebraska  State  Medical  Association  and  the 
Nebraska  Hospital  Association.” 

This  was  referred  to  Reference  Committee  No.  6. 

Resolution  No.  8 — Introduced  by  Dr.  Nutzman, 
Chairman  of  Tuberculosis  Committee. 

RESOLVED,  that  approval  be  given  to  change 
the  name  of  the  Tuberculosis  Committee  to 
Committee  on  Tuberculosis  and  Other  Respira- 
tory Diseases. 

This  was  referred  to  Reference  Committee  No.  6. 

Resolution  No.  9 — Introduced  by  Dr.  McMartin 
on  the  subject  of  physicians’  fees.  This  was  re- 
ferred to  Reference  Committee  No.  7. 

The  Speaker  called  on  Mr.  Neff  to  present  any 
correspondence  which  had  been  received  in  the  head- 
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quarters  office,  and  a letter  was  read  to  the  House 
relative  to  a quit  claim  deed  on  the  property  of 
the  American  Cancer  Society,  in  which  we  were 
asked  to  relinquish  our  interest  in  the  title.  This 
was  referred  to  Reference  Committee  No.  3. 

The  following  requests  for  Life  Membership  were 
read  and  referred  to  Reference  Committee  No.  4. 
Clarence  F.  Bantin,  M.D.,  Omaha 
Waldron  A.  Cassidy,  M.D.,  Omaha 
Maurice  E.  Grier,  M.D.,  Omaha 
Julius  A.  Johnson,  M.D.,  Omaha 
Ralph  Luikart,  M.D.,  Omaha 

J.  Harry  Murphy,  M.D.,  Omaha 
A.  S.  Rubnitz,  M.D.,  Omaha 
Earl  B.  Brooks,  M.D.,  Lincoln 
George  W.  Covey,  M.D.,  Lincoln 
Frederick  D.  Coleman,  M.D.,  Lincoln 
Harry  E.  Flansburg,  M.D.,  Lincoln 

K.  S.  J.  Hohlen,  M.D.,  Lincoln 
D.  D.  Sanderson,  M.D.,  Lincoln 
Sidney  O.  Reese,  M.D.,  Lincoln 

The  following  list  of  50-year  practitioners  was 
read  and  referred  to  Reference  Committee  No.  4; 
Wilmar  D.  McGrath,  M.D.,  Grand  Island 
Geo.  W.  Hoffmeister^  M.D.,  Mesa,  Arizona 
Carl  Gouldman,  M.D.,  Ingleside 
Raymond  S.  Johnston,  M.D.,  Kearney 
Sidney  Reese,  M.D.,  Lincoln 
Ruth  A.  Warner,  M.D.,  Lincoln 
A.  H.  Webb,  M.D.,  Lincoln 
Chas.  Zimmerer,  M.D.,  Nebraska  City 
Arthur  C.  Brown,  M.D.,  Omaha 
Lyman  J.  Cook,  M.D.,  Omaha 
J.  D.  McCarthy,  M.D.,  Omaha 
Friedrich  D.  Niehaus,  M.D.,  Omaha 
A.  J.  Offerman,  M.D.,  Omaha 
J.  J.  O’Hearn,  M.D.,  Omaha 
A.  C.  Pi’uner,  M.D.,  Omaha 
A.  S.  Rubnitz,  M.D.,  Omaha 
Wm.  L.  Shearer,  M.D.,  St.  Paul,  Minn. 

Lyle  J.  Roberts,  M.D.,  Omaha 
Marcia  Young,  M.D.,  Omaha 

L.  Morrow,  M.D.,  Tekamah 

Dr.  Nutzman  read  portions  of  the  minutes  of  the 
Board  of  Councilors  as  they  pertained  to  the  House 
of  Delegates.  Dr.  Landgraf  moved  that  these  be 
accepted  and  this  was  approved.  These  minutes  were 
referred  to  Reference  Committee  No.  2. 

There  being  no  further  business,  the  House  was 
adjourned  until  9:00  a.m.  Sunday  morning. 

SECOND  SESSION 
HOUSE  OF  DELEGATES 
February  13,  1966 

The  second  session  of  the  Mid-Winter  Meeting 
of  the  House  of  Delegates  was  called  to  order  by 
the  Speaker,  Dr.  Nutzman. 

The  report  of  the  Credentials  Committee  showed 
33  delegates  present,  and  the  House  was  declared 
in  session. 

Dr.  McFadden,  Vice  Speaker,  read  the  minutes  of 
the  first  session,  and  these  were  approved  as  read. 

Dr.  Wright,  President,  was  granted  permission 
of  the  floor  and  recommended  the  formation  of  a 
Cardio-Vascular  Committee.  He  stated  that  since 
over  one-half  of  the  deaths  in  Nebraska  are  due 
to  cardiovascular  diseases,  it  was  appropriate  that 


a committee  be  formed  to  study  advances  in  cardio- 
vascular research  and  to  follow  and  work  with  the 
voluntary  health  agencies  and  the  medical  schools 
in  Nebraska  and  report  to  the  Nebraska  State 
Medical  Association.  Dr.  Wright  recommended  that 
this  be  a standing  committee  of  the  Association. 
The  Speaker  called  for  suspension  of  the  rules 
so  that  this  recommendation  could  be  discussed  at 
this  time.  Following  approval  of  the  House  to 
suspend  the  rules,  the  motion  was  made  to  accept 
this  recommendation  and  that  it  be  referred  to  the 
Constitution  and  By-Laws  Committee  so  that  proper 
changes  may  be  made.  This  was  seconded  and 
carried. 

Dr.  Nutzman  called  for  the  reports  of  the  Ref- 
erence Committees,  and  they  were  given  as  fol- 
lows: 

Reference  Committee  No.  1 

Members  of  Reference  Committee  No.  1 were 
Drs.  Vein  Steffens,  Chairman;  Otis  Miller,  and 
Frank  Tanner. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Editor,  Dr.  Cole,  as  given 
on  page  24  of  the  Handbook. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  recommends  approval 
of  the  report  by  Dr.  Sorensen,  Chairman  of  the 
Board  of  Trustees,  as  given  on  pages  22-23  of  the 
Handbook.  The  committee  calls  attention  to  the 
last  sentence  in  the  report:  “We  may  be  assured 
any  future  dues  increases  will  be  made  necessary 
by  the  added  activities  we  must  undertake  in  order 
to  maintain  our  position  in  a modern  complex  so- 
ciety.” 

Mr.  Speaker,  I move  the  adoption  of  this  sec- 
tion of  our  report.  This  motion  was  seconded 
and  carried. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  our  Delegate  to  the  A.M. A.,  Dr. 
Schenken,  as  given  on  pages  25-27  of  our  Handbook. 
The  committee  wishes  to  call  attention  to  five  of 
the  statements  which  are  to  be  used  as  a guide  ir- 
respective of  whether  such  fees  are  paid  by  the 
patient  or  paid  or  reimbursed  in  whole  or  in  part 
under  Public  Law  89-97  or  any  other  third-party 
plan. 

1.  No  interposition  of  a third-party  carrier. 

2.  It  is  the  patient’s  responsibility  to  deal 
with  third-party  carriers  in  the  area  of  fi- 
nancial assistance. 

3.  Advance  understanding  between  doctor  and 
patient  regarding  payment  of  the  fees  is 
highly  desirable.  Physician  may  choose 
manner  in  which  he  is  to  be  compensated. 

4.  A.M. A.  disapproves  of  any  program  which 
promotes  charging  excessive  fees. 

5.  A.M. A.  opposes  any  program  of  dictation, 
interference,  or  coercion  affecting  freedom 
of  choice  of  the  physician  to  detennine  for 
himself  the  extent  and  manner  of  participa- 
tion or  financial  arrangement  under  which 
he  shall  provide  medical  care  to  patients 
under  Public  Law  89-97,  or  other  third-party 
plans. 
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Mr.  Speaker,  I move  the  adoption  of  this  sec- 
tion of  our  report.  This  was  seconded  and  carried. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Executive  Secretaiy,  Mr.  Ken 
Neff,  as  given  on  pages  16-21  of  the  Handbook. 
Special  attention  is  called  to  his  summaiy  of  Title 
XIX  of  the  Medicare  Bill:  “This  bill  brings  under 
one  roof  all  the  cuiTent  welfare  programs  which 
are  in  existence  such  as  the  Old  Age  Assistance 
Program,  Kerr-Mills,  Aid  to  Dependent  Children 
and  Aid  to  the  Blind.  A committee  of  the  Nebraska 
State  Medical  Association  has  been  designated  to 
follow  the  implementation  of  Title  XIX  very  closely 
in  Nebraska.” 

Mr.  Speaker,  I move  the  adoption  of  this  sec- 
tion of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  our  Delegate  to  the  North  Central 
Conference,  Dr.  Paul  Maxwell,  as  printed  in  the 
Handbook  on  pages  28-31. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  wishes  to  call  atten- 
tion to  the  recommendation  of  the  Board  of  Coun- 
cilors that  the  matter  of  the  Governor’s  request 
for  a committee  to  deal  with  complaints  regarding 
professional  staffs  of  all  state  agencies  be  handled 
by  the  Council  on  Professional  Ethics.  Our  com- 
mittee recommends  that  this  recommendation  be 
adopted  by  the  House  of  Delegates. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  However,  it  was  noted 
that  Reference  Committees  No.  2 and  No.  4 
had  also  considered  this  recommendation,  and 
Dr.  Steffens  requested  that  this  portion  of  his 
Reference  Committee  report  be  withdrawn.  This 
request  was  approved. 

Your  Reference  Committee  also  calls  attention  to 
the  recommendation  by  the  Board  of  Councilors 
that  the  request  of  the  Nebraska  Bar  Association 
for  a body  representing  the  Association  meet  with 
representatives  of  that  organization  to  explore  the 
problem  of  malpractice  suits  be  handled  by  the 
Medicolegal  Advice  Committee.  Our  committee  rec- 
ommends that  this  recommendation  be  adopted  by 
the  House  of  Delegates. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  would  also  like  to  call 
attention  to  the  fact  that  there  were  more  than 
six  complaints  coming  before  grievance  committees 
during  the  year,  but  most  of  these  were  handled 
at  a local  level. 

Dr.  Steffens  stated  that  it  was  felt  that 
the  osteopath  should  be  removed  from  the 
Board  of  Medical  Examiners  and  asked  that 
this  problem  be  considered  at  this  time.  The 
motion  to  suspend  the  rules  to  consider  this 
matter  was  approved.  Dr.  Tanner,  a member 
of  the  Board  of  Examiners,  stated  that  this 
Board  felt  that  in  view  of  the  fact  that  the 
osteopath  had  been  placed  on  this  Board  for 
the  pui-pose  of  inspecting  the  osteopathic  schools 
and  that  this  had  been  accomplished,  it  was 
no  longer  necessary  to  retain  this  member  on 


the  Board  of  Examiners.  Dr.  Tanner  said  it 
was  their  recommendation  that  the  Medical 
Seiwice  Committee  take  immediate  steps  with 
our  legal  counsel  to  prepare  this  for  introduc- 
tion into  the  Legislature.  It  was  moved  and 
seconded  that  this  recommendation  be  accepted. 
Motion  carried. 

Mr.  Speaker,  I move  the  adoption  of  the  re- 
port of  your  Reference  Committee  No.  1 as  a 
whole.  This  was  seconded  and  cai’ried. 

Reference  Committee  No.  2 

Members  of  Reference  Committee  No.  2 were 
Drs.  J.  Whitney  Kelley,  Chairman;  Ivan  French, 
and  P.  B.  Olsson. 

Your  Reference  Committee  recommends  approval 
of  the  Audit  as  carried  on  pages  2-16  of  the  Hand- 
book. Exhibit  A was  approved  and  a loss  of 
$917.62  was  noted.  Exhibit  B and  its  sub-sections, 
B-1,  B-2,  B-3  and  B-4  were  all  approved.  A loss 
of  $1,650.12  in  B-1  was  noted,  as  was  a loss  of 
$115.22  in  B-3.  A gain  of  $590.71  was  noted  in 
B-4.  Exhibit  C was  approved  and  a loss  of  $71.07 
was  noted.  Exhibit  D was  approved.  Attention 
of  the  House  is  called  to  these  losses  in  order  to 
accentuate  the  need  for  an  increase  in  state  dues. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded 
and  carried. 

Your  Reference  Committee  recommends  approval 
of  the  report  on  Health  Education  in  Schools  and 
Colleges  as  earned  on  pages  53-55  of  the  Hand- 
book. Much  progress  has  been  made,  but  there 
is  room  for  a great  deal  more. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded 
and  canned. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Sub-Committee  on  Ath- 
letic Injuries  as  carried  on  pages  49-50  of  the  Hand- 
book. We  wish  also  to  highly  commend  the  activ- 
ities of  this  committee  for  the  excellent  work 
that  they  have  done. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Refei’ence  Committee  recommends  the  ap- 
proval of  the  report  of  the  Tenth  National  Confer- 
ence on  Physicians  and  Schools  as  carried  on  pages 
32-33  of  the  Handbook. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  was  assigned  the  Coun- 
cilors report  which  recommended  the  deletion  of 
part  2 in  the  report  of  the  Psychiatry  Committee. 
We  met  with  Reference  Committee  No.  4 on  this 
matter  because  they  were  directly  interested  in 
Psychiatiy.  We  heartily  commend  their  solution 
to  the  problem. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Mr.  Speaker,  I move  the  adoption  of  the 
report  of  your  Reference  Committee  No.  2 as 
a whole.  This  was  seconded  and  carried. 
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Reference  Committee  No.  3 

Members  of  Reference  Committee  No.  3 were 
Drs.  Arnold  Lempka,  Chairanan,  Hull  Cook,  and 
A.  J.  Alderman. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Civil  Defense  and  Disaster  Com- 
mittee as  carried  on  pages  36-40  of  the  Handbook. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Joint  Commission  for  the  Care 
of  the  Patient  as  carried  on  page  43  of  the  Hand- 
book. " 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Council  on  Hospital  and  Pro- 
fessional Relations  as  carried  on  page  40  of  the 
Handbook. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Continuing  Committee  on  Medi- 
cal Practice  as  carried  on  page  35  of  the  Hand- 
book. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  reviewed  the  letter 
requesting  release  of  the  quit  claim  deed  of  the 
property  on  42nd  and  Dodge  belonging  to  the 
American  Cancer  Society  and  recommends  approval 
of  this  action. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  reviewed  the  Reso- 
lution No.  1 as  submitted  by  Dr.  Gilligan,  but  did 
not  recommend  its  approval  at  this  time  because 
of  considerable  controversy  regarding  the  exact 
function  of  the  subcommittees  suggested  and  the 
advisability  of  having  12  subcommittees.  Your  Ref- 
erence Committee  recommends  that  Resolution  No. 
1 as  submitted  by  Dr.  Gilligan  be  returned  for 

clarification  and  be  resubmitted  at  the  Annual 
Meeting. 

Mr.  Speaker,  I move  the  adoption  of  this 

section  of  our  report.  This  was  seconded  and 
carried. 

Mr.  Speaker,  I move  the  adoption  of  the 

report  of  your  Reference  Committee  No.  3 as 
a whole.  This  was  seconded  and  carried. 

Reference  Committee  No.  4 

Members  of  Reference  Committee  No.  4 were 
Drs.  James  Ramsey,  Chairman;  Roy  J.  Smith,  and 
Robert  Sorensen. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Committee  on  Pre-Payroent  of 
Medical  Care,  as  carried  on  pages  44-45  of  the 
Handbook. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
canned. 


Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Committee  on  Psy- 
chiatry, as  carried  on  pages  46-47  of  the  Hand- 
book, with  the  exception  of  the  second  recommenda- 
tion in  concurrence  with  the  recommendation  of  the 
Board  of  Councilors.  We  recommend  the  substi- 
tution of  the  following  recommendation:  “The 

Policy  Committee  shall  be  obliged  to  review  the 
discharge  transfer  or  demotion  of  any  state  em- 
ployed physician  upon  written  request  of  the  in- 
volved individual.  Their  recommendations  shall  be 
reported  to  the  governor  of  the  State.  Any  such 
action  should  become  a part  of  their  report  to  the 
House  of  Delegates.”  Mr.  Speaker,  I move  the 
adoption  of  the  substitute  recommendation.  This  was 
approved. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report  as  amended.  This  was 
seconded  and  carried. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  Life  Members. 

This  was  seconded  and  carried. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  on  50-year  practitioners. 

This  was  seconded  and  carried. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Committee  on  Allied 
Professions. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  recommends  the  ap- 
proval of  Resolution  No.  2 from  Lancaster  County, 
except  for  the  last  paragraph.  We  recommend  this 
change  to  read,  “Be  it  hereby  resolved  that  the 
Lancaster  County  Medical  Society  requests  the  Ne- 
braska State  Medical  Association  to  sponsor  with 
other  allied  health  fields  the  Nebraska  Centennial 
Fair.” 

Mr.  Speaker,  I move  the  adoption  of  this 
resolution  as  amended.  This  was  seconded  and 
carried. 

Mr.  Speaker,  I move  the  adoption  of  the 
report  of  your  Reference  Committee  No.  4 as 
a whole.  This  was  seconded  and  carried. 

Reference  Committee  No.  5 

Members  of  Reference  Committee  No.  5 were 
Drs.  H.  V.  Nuss,  Chairman;  Donald  Purvis,  and 
T.  L.  Weekes. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Committee  on  Blood 
and  Blood  Products,  as  carried  on  pages  34-35  of 
the  Handbook. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
earned. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Committee  on  Diabetes, 
as  carried  on  pages  41-42  of  the  Handbook. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Committee  on  Medicine 
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and  Religion,  as  carried  on  page  42  of  the  Hand- 
book. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Committee  on  Rural 
Medical  Service,  as  canded  on  pages  56-57  of  the 
Handbook. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Rehabilitation  Committee  had  no  meeting,  but 
they  anticipate  this  committee’s  activity  during 
1966  will  be  greater  with  the  advent  of  the  multi- 
ple types  of  Federal  programs  being  put  into  effect 
this  coming  year,  many  of  which  will  involve  the 
sphere  of  Rehabilitation  Medicine. 

Resolution  No.  3 from  the  Board  of  Councilors, 
was  referred  to  this  Reference  Committee  and  after 
due  consideration  of  this  resolution,  we  the  Com- 
mittee in  turn  submit  this  matter  to  the  Planning 
Committee  of  the  Association,  to  report  back  to  the 
House  at  the  May  meeting. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
caiTied. 

Ml'.  Speaker,  I move  the  adoption  of  the 
report  of  your  Reference  Committee  No.  5 as 
a whole.  This  was  seconded  and  carried. 

Reference  Committee  No.  6 

Members  of  Reference  Committee  No.  6 were 
Drs.  Charles  Landgraf,  Chairman;  Bmce  Claussen, 
and  Jerry  Tamisiea. 

Your  Reference  Committee  considered  the  report 
of  the  Policy  Committee  and  recommends  the  ap- 
proval of  that  committee  with  the  exception  of 
the  following; 

That  portion  of  the  report  dealing  with  the  pro- 
posed Blue  . Shield  Series  90  Plan.  Is  this  an 
ordinal'^'  “se^•^’ice  benefit”  plan  or  will  the  “pre- 
vailing fee”  apply  ? 

That  portion  dealing  with  Medicare  negotiations. 
The  House  of  Delegates  of  the  N.S.M.A.  directed 
the  Policy  Committee  and  Relative  Value  Study 
to  negotiate  a “usual  and  customary  fee”  based 
upon  a 5 conversion  factor  across  the  board  in  the 
1965  Relative  Value  Study  for  all  future  contracts. 
The  office  of  Dependents  Medical  Care  did  not  ac- 
cept the  conversion  factor  of  5 and  proposed  a 
conversion  factor  of  4.25  for  medicine  and  surgery 
and  a factor  of  5 for  radiology  and  pathology  in 
the  1965  Relative  Value  Study  and  indicated  that 
it  wishes  to  meet  with  the  Policy  Committee  again 
after  the  matter  has  been  brought  to  the  House 
of  Delegates  of  the  N.S.M.A.  The  Policy  Com- 
mittee wishes  a discussion  by  the  House  of  Dele- 
gates to  determine  whether  the  House  still  directed 
that  committee  to  follow  the  “usual  and  customary 
fee”  of  a 5 conversion  factor  across  the  board.  As 
of  this  date,  no  other  programs  have  been  nego- 
tiated as  the  Policy  Committee  felt  that  this  mat- 
ter should  be  settled  prior  to  going  into  other 
negotiations. 

A letter  from  Fritz  Teal,  M.D.,  President,  Ne- 
braska Association  of  Orthopedic  Surgeons,  Inc., 


requested  “that  in  negotiations  with  various  agen- 
cies concerning  the  1965  Relative  Value  Study, 
the  conversion  factor  of  five  (5)  continue  to  be 
applied  for  all  orthopedic  procedures.”  This  letter 
is  dated  February  4,  1966. 

Your  Reference  Committee  recommends  that  the 
House  of  Delegates  direct  the  Policy  Committee  to 
continue  to  negotiate  the  conversion  factor  of  5 
for  all  medical  and  surgical  services. 

Mr.  Speaker,  I move  the  adoption  of  this  sec- 
tion of  our  report.  This  was  seconded;  how- 
ever discussion  followed  relative  to  the  portion 
relative  to  the  Blue  Shield  Series  90  Plan.  It 
was  pointed  out  that  this  had  been  taken 
care  of  at  the  1965  Annual  Meeting  in  May; 
and  the  House  approved  the  deletion  of  this 
portion. 

There  was  also  discussion  on  the  last  para- 
graph concerning  the  recommendation  that  the 
Policy  Committee  continue  to  negotiate  for 
medical  and  surgical  sei'sdces,  and  it  was  moved 
and  seconded  to  amend  this  to  read,  “the  Policy 
Committee  and  the  Relative  Value  Study  Com- 
mittee to  continue  to  negotiate.”  This  was  ap- 
proved. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Maternal  and  Child 
Health  Committee.  It  is  reported  that  92%  of  the 
newborn  infants  in  Nebraska  are  being  examined  in 
the  newborn  period  for  phenylketonuria.  Of  those 
individuals  of  the  United  States  confined  to  in- 
stitutions for  the  retarded,  1%  suffered  from 
phenylketonuria. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Relative  Value  Study  Commit- 
tee. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  repoi't.  This  was  seconded  and 
carried. 

Your  Reference  Committee  recommends  the  ap- 
proval of  Resolution  No.  6 of  the  Omaha-Douglas 
County  Medical  Society  which  recommends  Nebraska 
Blue  Cross  make  payment  for  their  insured  to  the 
University  of  Nebraska  Hospital. 

Support  of  this  resolution  points  out  that  Legis- 
lative Bill  911  permits  acceptance  to  University  Hos- 
pital of  patients  insured  by  Blue  Cross  and  all 
other  third  party  carriers;  University  Hospital  is 
the  only  University  Hospital  in  the  United  States 
not  approved  for  Blue  Cross  payments;  Nebraska 
Blue  Cross  now  pays  University  Hospitals  in  other- 
states  and  makes  reciprocal  payments  in  Nebraska; 
University  Hospital  now  cares  for  some  Blue  Cross 
insured  patients  who  are  denied  benefits  of  their 
policy  by  Nebraska  Blue  Cross. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  repoi't.  This  was  seconded  and 
carried. 

Your  Reference  Committee  recommends  approval 
of  Resolution  No.  7 of  the  Omaha-Douglas  County 
Medical  Society  in  which  it  is  requested  that  the 
N.S.M.A.  endorse  and  suppoi-t  the  resolutions  of 
the  A.M.A.  concerning  the  practice  of  medicine  by 
hospitals  based  medical  specialists  in  which  it 
is  further  requested  that  report  of  such  action  be 
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immediately  distributed  to  the  members  of  the 
N.S.M.A.  and  the  Nebraska  Hospital  Association. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Your  Keference  Committee  recommends  approval 
of  the  request  of  the  Committee  on  Tuberculosis 
to  change  the  name  of  that  committee  to  the  “Com- 
mittee on  Tuberculosis  and  Other  Respiratory  Dis- 
eases.” 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  our  report.  This  was  seconded  and 
carried. 

Mr.  Speaker,  I recommend  the  adoption  of 
the  report  of  your  Reference  Committee  No. 
6 as  a whole.  This  was  seconded  and  carried. 

Reference  Committee  No.  7 

Members  of  Reference  Committee  No.  7 were 
Drs.  Louis  J.  Gogela,  Chairman;  Robert  Morgan, 
Warren  Bosley,  Dwaine  Peetz,  Houtz  Steenburg, 
Dwight  Burney,  and  W.  J.  McMartin. 

Your  Reference  Committee  heard  and  considered 
the  arguments  advanced  by  the  delegation  relating 
to  the  “prevailing  fee”  and  the  “usual  and  cus- 
tomary fee”  concept  of  payment  for  medical  serv- 
ices. 

The  committee  wishes  to  thank  the  participants 
for  the  orderly  and  cordial  manner  in  which  the 
hearing  was  conducted.  We  believe  the  decision  at 
which  we  arrive  was  obtained  openmindedly.  It 
was  our  opinion  that  the  consideration  of  the  two 
concepts  revolved  about  negotiating  mechanisms  and 
philosophical  ideals. 

The  committee  wishes  to  go  on  record  as  acknowl- 
edging the  direction  and  service  provided  to  the  pro- 
fession by  Nebraska  Medical  Services.  At  the  same 
time,  we  realize  the  debt  we  owe  other  carriers. 

Upon  conclusion  of  the  hearing,  the  committee 
cast  a ballot.  However,  some  members  of  the  com- 
mittee were  of  the  opinion  that  not  all  the  facts 
were  presented.  Accordingly,  wishing  to  be  as 
thorough,  honest,  and  impartial  as  possible,  addi- 
tional information  was  sought  by  the  committee 
regarding  the  facts  surrounding  both  the  “usual 
and  customary”  concept  and  the  “prevailing  fee” 
program  concept.  The  committee  members  present 
were  aware  of  the  opinion  that  the  facts  were  better 
“balanced”  after  obtaining  this  infoi-mation.  The 
decision  of  the  committee  regarding  the  two  concepts 
then  vacillated  considerably. 

Lest  the  committee  be  judged  to  be  dishonest  or 
partial  by  reconsidering  and  casting  a second 
ballot,  we  are  recommending  that  this  matter  be 
referred  to  the  Policy  Committee  for  further  con- 
sideration. It  is  recommended  also  that  the  two 
A.M.A.  Delegates  be  members  of  this  committee. 

It  is  with  apology  that  this  incomplete  report 
is  rendered.  We  believe  you  understand  the  com- 
plexity of  the  problem.  We  regret  we  do  not  have 
a ciystalized  decision. 

Mr.  Speaker,  I move  the  adoption  of  this 
report.  This  was  seconded,  and  considerable 
discussion  followed.  It  was  suggested  that  Ref- 
erence Committee  No.  7 continue  to  study 
this  and  bring  back  their  report  to  the  House 
of  Delegates  at  the  May,  1966  meeting.  How- 
ever, Dr.  Gogela  stated  that  this  Reference 


Committee  did  not  feel  equipped  or  qualified 
to  handle  this  situation,  and  it  was  for  this 
reason  they  recommended  that  this  be  handled 
by  the  Policy  Committee. 

The  motion  was  made  that  the  recommenda- 
tion of  Reference  Committee  No.  7 be  accepted, 
that  the  Policy  Committee  study  this  further 
and  also  that  they  report  back  to  the  House 
of  Delegates  in  May  as  to  the  results  of  their 
study.  This  was  seconded  and  carried. 

The  Speaker  called  for  unfinished  business,  and 
Dr.  Gogela  presented  the  following  resolution: 

Resolution:  Re  — Mr.  Frank  Woolley 

WHEREAS,  Mr.  Frank  Woolley  has  been 
Field  Representative  of  the  American  Medical 
Association  to  Nebraska  for  the  past  five  years, 
and 

WHEREAS,  he  has  most  ably  served  our  As- 
sociation and  its  members  during  this  period 
in  a most  efficient  and  prompt  manner;  there- 
fore be  it 

RESOLVED,  that  the  House  of  Delegates  go 
on  record  as  extending  their  sincere  thanks 
to  Mr.  Woolley  for  a job  well  done;  and  be 
it  further 

RESOLVED,  that  a copy  of  this  resolution 
be  sent  to  Mr.  Woolley  and  the  American 

Medical  Association. 

This  resolution  was  approved  by  the  House  of 
Delegates. 

Dr.  Wittson,  Dean  of  the  University  of  Ne- 

braska College  of  Medicine,  was  asked  for  his  com- 
ments on  the  construction  program  at  the  Uni- 
versity and  any  other  information  he  w'ould  like 
to  convey  to  the  House. 

Dr.  Steffens  was  granted  permission  of  the 

floor  and  extended  an  invitation  to  the  House  of 
Delegates  to  hold  their  1967  Mid-Winter  Meeting 
in  Kearney,  Nebraska,  and  this  was  approved. 

The  Speaker  asked  that  a letter  of  appreciation 
be  written  to  Mr.  Hutchins,  of  the  Holiday  Inn  of 
Kearney. 

There  w'as  discussion  relative  to  the  negotiating 
committee  for  governmental  programs,  and  Dr. 

Ramsey  moved  that  the  Policy  Committee,  in  con- 
sultation with  the  Relative  Value  Study  Committee, 
be  the  negotiating  committee  for  all  governmental 
agencies  and  compensation  courts  on  fees. 

The  House  approved  the  suspension  of  the  rules 
to  consider  the  motion  by  Dr.  Ramsey,  and  the 
motion  was  seconded  and  carried. 

There  being  no  further  business,  the  House  was 
adjourned. 

1965  Annua!  Audit  and 
Committee  Reports, 
Nebraska  State  Medical  Association 

January  17,  1966 

Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 


April,  1966 
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1965,  and  submit  herewith  our  report.  Included 
with  the  report  are  the  following  exhibits  and 
schedules : 

Exhibit  A — Analysis  of  Fund  Balances 

Exhibit  B — Statement  of  Receipts  and  Disbui'se- 
ments,  General  Fund 

Schedule  B-1  — Statement  of  Receipts  and 
Disbursements,  Annual  Session 
Schedule  B-2  — Compai-ison  of  General  Ex- 
pense with  Budget 

Schedule  B-3  — Statement  of  Receipts  and 
Disbursements,  Hall  of  Health 
Schedule  B-4  — Statement  of  Receipts  and 
Disbursements,  Athletic  Confei’ence 

Exhibit  C — Statement  of  Receipts  and  Disburse- 
ments, Journal  Fund 

Exhibit  D — Statement  of  Investments 

Schedule  D-1  — Statement  of  Investment 
Balances 

Exhibit  E — Journal  Accounts  Receivable,  Decem- 
ber 31,  1965 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  During 
the  year  1965  there  was  a decrease  in  the  bal- 
ances amounting  to  $917.62.  Total  fund  balance  on 
December  31,  1965  was  $74,500.00,  and  was  repre- 
sented by  cash  in  the  General  Fund  account  of 
$165.41,  cash  in  the  Journal  Fund  account  of  $4.33, 
investments  of  $71,330.26,  and  notes  receivable  from 
Nebraska  Medical  Foundation  of  $3,000.00.  Both  of 
the  above  cash  accounts  are  maintained  at  the  Na- 
tional Bank  of  Commerce  Timst  and  Savings  Asso- 
ciation, Lincoln,  Nebraska. 

EXHIBIT  B 

The  details  of  the  changes  in  the  General  Fund 
cash  balances  are  shown  in  Exhibit  B.  In  this 
statement  the  receipts  and  disbursements  have  been 
divided  into  two  classifications.  Under  the  head- 
ing of  General,  the  principal  items  are  membership 
dues  of  $67,622.50,  interest  collected  of  $707.20, 
trust  account  income  of  $1,979.27,  income  from  the 
Annual  Session  of  $7,022.95,  and  the  American  Medi- 
cal Membership  expense  rebate  of  $538.65. 

Other  receipts  include  cash  received  for  the  Ameri- 
can Medical  Association  dues  of  $54,067.50.  This 
amount  was  i-emitted  to  the  American  Medical  As- 
sociation, as  shown  under  Other  Disbursements  in 
this  statement. 

The  General  Fund  disbursements  of  the  Associa- 
tion are  divided  into  the  same  classifications  as  the 
receipts.  The  total  amount  of  general  disbursements 
was  $78,032.88.  A comparison  of  these  items  with 
the  budget  items  approved  for  1965  is  shown  in 
Schedule  B-2.  Other  disbursements  were  $55,008.54. 
This  amount  included  American  Medical  Association 
dues  of  $54,067.50.  Other  items  classified  as  Other 
Disbursements  were  $626.46  for  miscellaneous  ex- 
penditures not  budgeted  for  1965  and  net  funds 
transferred  to  a separate  bank  account  to  be  used 
exclusively  for  the  Athletic  Conference  activities 
in  the  amount  of  $314.58.  The  total  General  Fund 
disbursements  during  the  year  were  $133,041.42.  The 
excess  of  disbursements  over  receipts  for  1965  Gen- 
eral Fund  operations  amounted  to  $972.62. 

During  the  year  1965,  the  Association  established 
the  Athletic  Conference  Fund  as  a separate  account 


to  be  used  exclusively  for  Athletic  Conference  ac- 
tivities. The  amount  of  funds  transferred  to  the 
separate  account  (net)  during  1965  is  shown  on 
Schedule  B-4,  together  with  an  accounting  of  Ath- 
letic Conference  receipts  and  disbursements  will 
be  accounted  for  as  a separate  fund  and  not  as  a 
part  of  the  General  Fund. 

EXHIBIT  C 

A separate  Journal  Fund  account  was  established 
on  Januaiy  1,  1963  for  handling  receipts  and  dis- 
bursements in  connection  with  publication  of  the 
Association  Journal.  The  details  of  the  Journal  Fund 
receipts  and  disbursements  are  presented  as  Ex- 
hibit C.  Journal  receipts  during  1965  amounted 
to  $25,361.71  and  total  disbursements  were  $25,432.78. 
The  excess  of  disbursements  over  receipts  for  1965 
was  $71.07. 

EXHIBIT  D 

The  changes  which  occurred  in  the  Investment  ac- 
count during  the  year  are  shown  in  Exhibit  D.  The 
total  of  investments  at  the  beginning  of  the  year 
was  $71,204.19.  There  was  a net  increase  in  the 
U.  S.  Government  Bonds,  Series  J,  held  by  the 
Association  of  $161.00.  There  was  a net  loss  in- 
curred on  the  redemption  of  Sears-Roebuck  bonds 
called  in  1965  in  the  amount  of  $34.93.  The  resulting 
net  increase  in  investments  for  1965  was  $126.07. 
The  total  amount  of  investments  at  cost  value  at 
December  31,  1965,  was  $71,330.26.  A detailed  list 
of  the  investments  at  the  beginning  and  close  of 
the  year  is  shown  in  Schedule  B-1. 

EXHIBIT  E 

Exhibit  E is  a list  of  the  Journal  accounts  receiv- 
able. Our  examination  of  the  accounts  receivable 
records  indicated  that  the  major  portion  of  these  ac- 
counts are  receivable  for  Journal  advertising  dur- 
ing the  months  of  November  and  December,  1965. 
The  records  also  indicated  that  these  accounts  are 
being  paid  currently.  Because  the  Association  oper- 
ates on  a cash  basis,  these  items  are  not  taken  into 
income  until  cash  is  received.  We  did  not  confirm 
the  balances  of  the  accounts  by  independent  corre- 
spondence. 

SCOPE  OF  EXAMINATION  AND 
GENERAL  COMMENTS 

Receipts  for  the  year  were  traced  through  the 
books  and  into  the  bank  accounts.  Tests  were  made 
of  letters  of  transmittal  tracing  the  detail  items 
to  the  individual  members’  accounts.  An  inspection 
of  the  members’  cards  in  connection  with  our  exam- 
ination of  the  receipts  indicated  that  all  cards  issued 
to  members  during  the  year  were  accounted  for  on 
the  books  of  the  Association.  The  records  also  in- 
dicated that  during  the  year  1965,  cards  were  issued 
to  101  Life  Members,  for  which  no  dues  were  col- 
lected. Cancelled  checks  for  the  year  were  in- 
spected and  compared  to  the  items  in  the  check  regi- 
ster. Invoices  and  creditors’  statements  were  ex- 
amined covering  a major  portion  of  the  disburse- 
ments. Minutes  of  the  timstees’  meetings  during  the 
year  were  examined  with  regard  to  authorization  of 
salaries,  budgets  and  other  disbursements.  'The 
balances  shown  as  cash  in  bank  were  confirmed  by 
direct  correspondence  with  the  depository.  Our  ex- 
amination also  included  an  inspection  of  securities 
owned  by  the  Association  at  the  close  of  the  year. 
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Funds  in  investment  accounts  were  confirmed  by 
correspondence. 

Subject  to  the  foregoing  comments  it  is  our 
opinion  that  the  attached  statement  of  fund  bal- 
ances at  December  31,  1965,  and  the  related  state- 
ments of  receipts  and  disbursements  for  the  year 
then  ended  present  fairly  the  financial  position 
of  the  Nebraska  State  Medical  Association  at  Decem- 
ber 31,  1965  and  the  results  of  its  operations  for  the 
year  then  ended,  on  the  basis  of  cash  receipts  and 
disbursements,  in  a manner  consistent  with  the 
preceding  year. 


Officers’  Expense 2,875.07 

A.M.A.  Expense  (Dele- 
gate. Alternate) 3,353.86 

Committee  Expense  and 

Travel  3,428.31 

Senior  Medical  Day 1,056.50 

Dues,  Share  to  Journal 5,998.50 

Office  Equipment  and 

Furniture  501.37 

General  Fund  Expense 1,379.00 

Public  Relations  6,338.20 


Other : 

A.M.A.  Dues  Forward- 
ed to  A.M.A.  54,067.50 

Other  Disbursements 

from  General  Fund 626.46 

Athletic  Conf.  (note)  314.58 


78,032.88 


55,008.54 


DANA  F.  COLE  AND  COMPANY 


TOTAL  DISBURSEMENTS  $133,041.42 

EXCESS  OF  DISBURSEMENTS  OVER  RECEIPTS  972.62 


EXHIBIT  A: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 


YEAR  1965 

Total  Fund  Balance,  January  1,  1965  $75,417.62 

Represented  by  : 

Cash — National  Bank  of  Commerce, 

General  Fund  $ 446.37 

Cash — National  Bank  of  Commerce, 

Trust  Account.  Investment  Fund 691.66 

Cash — National  Bank  of  Commerce, 

Journal  Fund  75.40 

Investments — Exhibit  D 71,204.19 

Notes  Receivable — Nebraska  Medical 

Foundation  3,000.00 


CASH  BALANCE,  National  Bank  of  Commerce, 

Lincoln,  Nebr.,  December  31,  1966  $ 165.41 

NOTE:  This  amount  is  a transfer  of  funds  to  a separate 
bank  account  to  be  used  exclusively  for  Athletic 
Conference  activities.  In  the  future.  Athletic  Con- 
ference fund  receipts  and  disbursements  will  be 
accounted  for  as  a separate  fund  and  not  as  part 
of  the  Association  account. 


SCHEDULE  B-1: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 


Decrease  in  Fund  Balances: 
Excess  of  Disbursements  over 

Receipts,  General  Fund  

Excess  of  Disbursements  over 
Receipts,  Journal  Fund 


$75,417.62 

.$  972.62 

71.07 


Less  Increase  in  Investments, 
Exhibit  D 


1,043.69 

126.07  917.62 


TOTAL  FUND  BALANCES. 

December  31,  1965  $74,500.00 

Represented  by : 

Cash — National  Bank  of  Commerce, 

General  Fund  $ 165.41 

Cash — National  Bank  of  Commerce, 

Journal  Fund  4.33 

Investments — Exhibit  D 71,330.26 

Notes  Receivable — Nebraska  Medical  Foundation 3,000.00 


$74,500.00 


EXHIBIT  B: 


YEAR  1965 


RECEIPTS: 

Exhibits  $6,105.93 

Banquet  852.00 

Miscellaneous  65.00 


TOTAL  RECEIPTS  $7,022.93 

DISBURSEMENTS: 

Badges  $ 61,77 

Exhibitors’  Party  130.00 

Booths 592.50 

Courtesy  Room  37.75 

Banquet  1,379.45 

Guest  Speakers  4,199.27 

Employees’  Expense 387.10 

Past  Presidents’  Breakfast  25.30 

Entertainment  and  Gratuities  255.00 

Miscellaneous  117.47 

50-Year  Pins  61.14 

Printing  5.15 

Presidents*  Reception  580.00 

Plaques,  Engraving  47.05 

Projectionists,  Camera,  Film 456.70 

Special  Programs  337.40 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
GENERAL  FUND 
YEAR  1965 

Cash  Balance,  National  Bank  of  Commerce, 

Lincoln,  Nebr.,  Jan.  1,  1965  $ 446.37 

Cash  Balance,  National  Bank  of  Commerce, 

Trust  Account.  Lincoln,  Nebr., 

Jan.  1.  1965  691.66  1,138.03 


RECEIPTS: 

General : 

Membership  Dues 

Interest  Collected 

Trust  Acct.  Income  _ 
Annual  Session.  1965 
A.M.A.  Membei*ship 

Expense  Rebate 

Relative  Value  Studies 


Other  Receipts  : 

A.M.A.  Dues 54,067.50 


TOTAL  RECEIPTS  $132,068.80 

DISBURSEMENTS: 

General : 


Salaries  - $ 

29,770.23 

Payroll  Taxes  

800.08 

Travel  Expense 

2,598.42 

Office  Expense: 
Rent 

4,105.09 

Postage 

1,445.99 

Telephone  & Telegraph 

1,894.10 

Supplies  and  Misc. 
Contracts  

712.93 

Annual  Session 

8,673.05 

Professional  Fees 

840.00 

Dues  in  Other 
Organizations  . 

690.00 

Insurance  Expense 

95.78 

Printing,  Supplies  and 
Publications  

1,476.40 

67,622.50 

707.20 

1,979.27 

7,022.93 

538.65 

130.75  78,001.30 


TOTAL  DISBURSEMENTS  $8,673.05 

EXCESS  OF  DISBURSEMENTS  OVER  RECEIPTS  __$1,650.12 


SCHEDULE  B-2: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 
YEAR  1965 

Actual 
(Over)  or 
Actual  Under 

Budget  Expense  Budget 

Salaries  $29,776.00  $29,770.23  $ 5.77 

Payroll  Taxes  900.00  800.08  99.92 


Travel  Expense  (employees)  — 
Office : 

Rent  

Postage  

Telephone  and  Telegraph 

Supplies  and  Miscellaneous 

Contracts  

Annual  Session  

Professional  Fees  

Dues  in  Other  Organizations— 

Insurance  Expense  

Printing,  Supplies  and 

Publications  

Officers’  Expense  

A.M.A.  Expense  (Delegate, 

Alternate)  

Committee  Expense  and  Travel 

Senior  Medical  Day 

Dues,  Share  to  Journal 

Office  Equipment  and 

Furniture  

General  Fund  Expense 

Public  Relations  


2,600.00 

2,598.42 

1.58 

4,093.00 

4,105.09 

(12.09) 

1,400.00 

1,445.99 

(45.99) 

1,600.00 

1,894.10 

(294.10) 

475.00 

712.93 

(237.93) 

6,800.00 

8,673.05 

(1,873.05) 

1,800.00 

840.00 

960.00 

640.00 

690.00 

(50.00) 

130.00 

95.78 

34.22 

1,500.00 

1,476.40 

23.60 

2,200.00 

2,875.07 

(675.07) 

2,100.00 

3,353.86 

(1,253.86) 

3,000.00 

3,428.31 

(428.31) 

575.00 

1,056.50 

(481.60) 

6.000.00 

5,998.50 

1.50 

500.00 

501.37 

(1.37) 

1,200.00 

1,379.00 

(179.00) 

6,800.00 

6,338.20 

461.80 

[,089.00  $78,032.88  ($3,943.88) 
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SCHEDULE  B-3: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
HALL  OF  HEALTH 
YEAR  1965 

Unexpended  Balance,  Bank  Balance,  National 


Bank  of  Commerce.  Lincoln,  Nebr., 

January  1,  1965  $ 209.95 

RECEIPTS  : 

American  Cancer  Society $ 100.00 

Nebraska  Dental  Association  100.00 

Nebraska  Tuberculosis  Association  100.00 

Nebraska  Society  of  Radiologic 

Technologists  100.00 

Nebraska  Heart  Association  100.00 

Nebraska  Diabetes  Association 100.00 

Nebraska  Nursing  Home  Association  100.00 

Nebraska  Chapter,  Arthritis  and 

Rheumatism  Foundation  100.00 

Nebraska  Psychiatric  Institute  100.00 

Nebraska  Society  of  Medical 

Technologists  100.00 

Nebraska  Sertoma  Clubs  100.00 

Nebraska  Lions  Sight  Conservation  100.00 

Nebraska  State  Department  of  Health 300.00 

Nebraska  State  Medical  Association  200.00  1,700.00 


$1,909.95 

DISBURSEMENTS: 

Nebraska  State  Fair  and  Exposition 600.00 

Fred  McDaniel.  Labor  and  Supplies  160.14 

Jerrold  Copley.  Labor  85.00 

Bill  Schellpeper,  Labor  and  Supplies  50.00 

Gorham  Photo  41.00 

Electricity  74.40 

Baker  Hardware.  Supplies  3.54 

M.  G.  Lehman  Co..  Service,  Air  Conditioner 28.00 

United  Rent-Alls,  Chairs  35.00 

Earl  Carter  Co.,  Supplies  2.55 

Davison  Display  595.00 

A.M.A.  Exhibit  120.10  1,794.73 

Unexpended  Balance,  Bank  Balance,  National 
Bank  of  Commerce,  Lincoln,  Nebr., 

December  31,  1965  $ 115.22 


NOTE:  The  Hall  of  Health  is  jointly  sponsored  by  the 
above  organizations,  and  the  records  are  kept  by 
the  Nebraska  State  Medical  Association.  How- 
ever, funds  for  this  project  are  not  properly  a 
part  of  the  Association  funds  and  are  kept  in  a 
separate  bank  account. 


SCHEDULE  B-4: 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ATHLETIC  CONFERENCE 
YEAR  1965 


RECEIPTS: 

Transferred  from  General  Fund  $ 314.58 

Sponsors  : 

Nebraska  Dental  Association $ 150.00 

Nebraska  Academy  of  G.P. 150.00 

Nebraska  School  Activities  150.00  450.00 

Exhibits  : 

Brunswick  100.00 

Rawlings  100.00  200.00 

Grant : 

Merck,  Sharp  & Dohme 400.00 

Registration  Fees  and  Banquet  296.00 


$ 75.00 

66.00 
451.57 
27.50 
261.35 
11.45 
177.00 


Unexpended  Balance,  Bank  Balance,  National 
Bank  of  Commerce,  Lincoln,  Nebraska. 

December  31.  1965  $ 590.71 

EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 


JOURNAL  FUND 
YEAR  1965 

Cash  in  Bank,  January  1,  1965  $ 75.40 

RECEIPTS: 

Advertising  $17,939.28 

Subscriptions  427.93 

Copies  Sold  3.00 

Dues,  Share  to  Journal 5,998.50 

Associate  Members’  Subscriptions  155.00 

Journal  Publication  813.00 

Miscellaneous  25.00 


TOTAL  RECEIPTS  $25,361.71 

DISBURSEMENTS  : 

Salaries  $ 2.188.00 

Editor’s  Expense 1,247.65 

Printing  of  Journal: 

Publication  Expense $15,110.45 


DISBURSEMENTS: 
Freeman  Decorating 

Lincoln  City  Lines 

Hotel  Cornhusker 

Gratuities  

Mr.  Bobby  Gunn 

Reprints  

Dr.  Irvin  Hendi*yson 


1,346.00 

$1,660.58 


1,069.87 


Color  

2,784.87 

9d 

Cuts,  Engraving  and 

Art  Work 

499.96 

Press  Clipping  Expense 

204.20 

Cartoons  - _ _ 

391.00 

Single  Wrapping  _ 

117.24 

Cover  - 

926.98 

Reprints  _ _ . 

. - 174.89 

Miscellaneous  _ 

1.025.30 

TOTAL  DISBURSEMENTS  $25,432.78 

EXCESS  OF  DISBURSEMENTS  OVER  RECEIPTS  „$  71.07 


CASH  BALANCE.  December  31,  1965  $ 4.33 

Represented  by  : 

Cash  Balance,  National  Bank  of  Commerce, 

Lincoln,  Nebr.,  Dec.  31,  1965  $ 4.33 

EXHIBIT  D: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 


YEAR  1965 

Total  Investments,  January  1,  1965 

(Schedule  D-1)  $71,204.19 

Increased  by: 

Increase  in  Value,  U.S.  Savings  Bonds, 

Series  J 161.00 


$71,365.19 

Decreased  by : 

Loss  on  Redemption  of  Seal's  Roebuck 

Bonds  (called)  34.93 


TOTAL  INVESTMENTS.  December  31,  1965 

(Schedule  D-1)  $71,330.26 


SCHEDULE  D-1 : 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENT  BALANCES 
DECEMBER  31.  1964  and  1965 

12-31-1964  12-31-1965 

TRUST  ACCOUNT:  (Securities  and  Cash 
at  Cost  Value  in  Hands  of  National 
Bank  of  Commerce  Trust  and  Savings 
Association) 

Central  and  Southwestern  Coi*p., 


100  Shares  Common  $ 1,358.44  $ 1,358.44 

General  Electric  Company, 

120  Shares  Common 3,623.35  3,623.35 

Houston  Lighting  and  Power  Company, 

363  Shares  Common  3,898.08  3,898.08 

Standard  Oil  Company  (N.J.), 

100  Shares  Common  6,441.40  6,441.40 

U,  S.  Steel,  60  Shares  Common  6,118.08  6,118.08 

Sears  & Roebuck  Bonds, 

4%^c  due  8-15-83  5,179.36  4,134.99 

U.  S.  Steel  Bonds.  4</f.  due  7-15-83 4,962.50  4,962.50 

U.  S.  Treasury  Bonds, 

3%<7f.  due  1-15-71  1,992.50  1,992.50 

U.  S.  Treasury  Notes, 

due  11-15-73  13,901.56  13,901.56 

Principal  Cash  Account  281.17  1,290.61 


TOTAL  TRUST  ACCOUNT $47,756.44  $47,721.51 

U.  S.  GOVERNMENT  BONDS: 

U.  S.  Savings  Bonds,  Series  H $11,000.00  $11,000.00 

U.  S.  Savings  Bonds,  Series  J, 

(Cost  $4,122  : Maturity  Value  $5,725) 

at  Redemption  Value  4,959.00  5,120.00 

U.  S.  Savings  Bonds,  Series  K 3,000.00  3,000.00 

U.  S.  'Treasury  Bonds.  4%>  due  2-15-72, 

(Maturity  Value  $4,500),  at  Cost  4,488.75  4,488.75 


TOTAL  U.  S.  GOVERNMENT  BONDS,— $23,447.75  $23,608.75 


GRAND  TOTAL  OF  TRUST  ACCOUNT 
AND  U.  S.  GOVERNMENT 

BONDS  ACCOUNT  $71,204.19  $71,330.26 


EXHIBIT  E: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 
DECEMBER  31,  1965 


News  Printing  Company  $ 18.00 

Chem-Plastics  and  Paint  Coi*p.  30.00 

R.  T.  Satterfield,  M.  D.  2.00 

Mrs.  H.  B.  Rae  4.00 

R.  C.  Thompson  2.00 

State  Medical  Journal  Advertising  Bureau  2,732.38 


$2,788.38 

REPORT  OF  EXECUTIVE  SECRETARY 
The  year  1965  will  go  down  in  the  annals  of 
medical  history  as  one  of  the  most  significant  and 
monumental  years  ever  for  organized  medicine. 
In  the  report  that  follows  I will  capsule  the  events 
that  have  taken  place  on  the  national  and  state  level 
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as  they  reflect  and  affect  Nebraska  medicine. 
Throughout  the  book  there  will  be  more  detailed 
reports  on  specific  activities  by  the  various  chair- 
men and  officers. 

NATIONAL  LEGISLATION 

Two  major  pieces  of  legislation  passed  in  the 
1965  Congress  are  now  law  and  will  have  far 
reaching  effects  upon  the  practice  of  medicine. 
They  are  Public  Law  89-97,  more  commonly  known 
as  “Medicare,”  and  Public  Law  89-239,  the  Heart 
Disease,  Cancer  and  Stroke  Amendments  of  1965. 
I am  sure  that  everyone  is  familiar  with  this  legis- 
lation and  also  aware  of  the  tremendous  battle 
which  was  fought  by  organized  medicine  and  its 
allies  to  stop  this  legislation  from  being  passed. 
However,  our  efforts  were  not  successful  and  we 
are  now  faced  with  making  the  laws  work  to 
the  best  of  our  ability.  Much  activity  has  taken 
place  since  the  passage  of  these  two  laws  with  nu- 
merous national  and  regional  meetings  being  car- 
ried out  to  inform  physicians  and  to  work  on  the 
regulations  by  which  these  programs  will  be  im- 
plemented. Representatives  of  the  American  Medi- 
cal Association  have  been  appointed  to  all  task 
forces  w'hich  are  working  with  the  Department  of 
Health,  Education  and  Welfare  preparing  the  regu- 
lations which  will  tell  the  real  story  of  what  “Medi- 
care” is  going  to  be.  Likewise  an  advisory  commit- 
tee has  been  set  up  to  implement  the  Heart  Dis- 
ease, Cancer  and  Stroke  law.  In  addition  to  this, 
the  Nebraska  State  Medical  Association  called  a 
meeting  late  in  1965,  and  formally  organized  an  ad- 
visory study  council  to  look  into  the  program  of 
Heart  Disease,  Cancer  and  Stroke  in  the  State  of 
Nebraska.  The  Policy  Committee  is  representing 
the  Nebraska  State  Medical  Association  on  this 
matter  and  the  President  of  the  State  Medical  As- 
sociation will  seiwe  as  permanent  chairman  of  this 
organization.  Under  the  “Medicare”  law,  the  State 
Department  of  Health  has  been  named  the  admin- 
istrator for  the  Title  XVIII  portion.  This  division 
will  have  the  responsibility  for  certification  of  hos- 
pital and  long  term  care  facilities  as  they  apply 
to  the  “Medicare”  program.  Another  very  im- 
portant section  of  the  “Medicare”  Bill  is  Title  XIX, 
w^hich  possibly  has  greater  potentiality  for  the 
eventual  federal  control  over  the  practice  of  medi- 
cine than  does  Title  XVIII.  This  bill  brings  under 
one  roof  all  the  current  welfare  programs  w^hich  are 
in  existence  such  as  the  Old  Age  Assistance  Pro- 
gram, Kerr-Mills,  Aid  to  Dependent  Children  and 
Aid  to  the  Blind.  A committee  of  the  Nebraska 
State  Medical  Association  has  been  designated  to 
follow'  the  implementation  of  Title  XIX  very  closely 
in  Nebraska.  From  time  to  time  w'e  will  make  re- 
ports to  the  membership  regarding  the  progress  on 
Title  XVII  portion  of  “Medicare”  as  well  as  Title 
XIX. 

The  passage  of  this  legislation  by  the  1965  Con- 
gress w'ill  necessitate  greater  activity  on  the  part 
of  the  Association  and  its  members  in  order  to  fully 
protect  the  rights  of  the  physicians  to  the  greatest 
possible  extent. 

STATE  LEGISLATION 

The  Nebraska  Unicameral  met  in  1965  and  this 
group  was  also  very  active  in  the  health  field.  A 
number  of  pieces  of  important  legislation  w'ere  con- 


sidered by  this  body  and  I will  make  a brief  report 
regarding  the  final  status  of  this  legislation. 

Approximately  45  pieces  of  legislation  affecting 
public  health  and  medicine  were  followed  and  acted 
on  appropriately  by  the  Nebraska  State  Medical 
Association.  I am  pleased  to  say  that  the  Associa- 
tion enjoyed  a very  fine  relationship  with  the  Legis- 
lature during  this  session.  It  was  extremely  help- 
ful to  have  a physician  in  the  Unicameral  for  the 
first  time  in  many  years.  Each  bill  on  which  we 
testified,  either  for  or  against,  was  handled  in  a 
manner  satisfactory  to  the  Association  and  there- 
fore contributed  to  a successful  legislative  session 
in  our  behalf.  Listed  below'  are  some  of  the  major 
bills  and  the  action  taken  by  the  Legislature.  The 
follow'ing  bills  w'ere  killed  in  committee; 

1.  Allow'ance  for  counting  of  pills  by  other  than 
a pharmacist. 

2.  Prohibiting  doctor  ownership  of  a pharmacy. 

3.  Creating  a board  of  registration  for  X-ray 
technicians. 

4.  Revising  the  procedures  for  admission  and  re- 
lease of  mentally  ill  persons  from  hospitals. 

5.  Compulsory  testing  of  new'-born  infants  for 
metabolic  diseases  and  PKU. 

6.  The  addition  of  chiropractic  sei-vices  as  pay- 
able under  health  insurance  policies. 

7.  Law's  relating  to  the  repeal  of  the  compulsory 
sterilization  of  inmates  at  the  Beatrice  State 
Home. 

The  following  bills  were  supported  by  the  State 
Medical  Association  and  passed  by  the  Legislature: 

1.  The  repoi-ting  of  w'ounds  or  injuries  w'hich  ap- 
pear to  have  been  the  result  of  criminal  of- 
fense. 

2.  Increasing  the  annual  license  fees  for  physi- 
cians. 

3.  Provision  for  suspension  of  a physician’s  li- 
cense by  reason  of  mental  illness. 

4.  Increase  in  per  diem  allowance  of  the  Board 
of  Examiners  in  Medicine  and  Surgery. 

5.  The  expansion  of  the  Keir-Mills  program 
through  liberalizing  income  limitations  and 
removal  of  relative  responsibility.  This  bill 
has  been  neutralized  to  a large  degree  by  the 
passage  of  the  Medicare  Bill  w'hich  incorpor- 
ated the  Kerr-Mills  law'  into  the  overall  w'el- 
fare  program.  Kerr-Mills,  as  such,  w'ill  not 
be  an  individual  program  from  here  on  out. 

6.  Making  certain  changes  in  the  reciprocity  pro- 
cedure for  physicians. 

7.  Reporting  of  suspected  cases  of  the  Battered 
Child  Law'  and  w'aiving  of  privileged  communi- 
cations in  the  case  of  the  battered  child. 

8.  The  removal  of  the  ceiling  of  the  annual 
salary  of  the  State  Health  Director. 

9.  The  final  and  most  significant  bill  in  the 
1965  Legislature  as  far  as  w'e  w'ere  con- 
cerned w'as  the  passage  of  the  law'  providing 
that  Osteopathic  Schools  meet  certain  stand- 
ards before  applying  to  the  Board  of  Exam- 
iners for  inspection.  During  late  1964  and 
early  1965,  the  Board  of  Examiners  in  Medi- 
cine' and  Surgery  in  Nebraska  visited  all  five 
Osteopathic  Schools  and  inspected  their  fa- 
cilities. A comprehensive  report  was  pre- 
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pared  by  the  committee  which  also  included 
Uvo  osteopaths  and  Deans  of  both  medical 
schools.  These  reports  were  made  to  the 
Board  of  Health  and  subsequently  made  kno\\Ti 
to  the  Legislature  in  the  form  of  L.B.  624. 
In  their  report,  the  Board  of  Examiners  felt 
that  none  of  the  schools  examined  reached 
the  minimum  requirements  as  required  of 
the  medical  schools.  There  has  been  na- 
tional interest  in  the  findings  of  the  Board 
of  Examiners,  and  many  states  have  requested 
copies  of  the  report  which  was  prepared  by 
this  body.  The  passage  of  this  bill  ends  a 
number  of  years  of  activity  and  considerable 
controversy  on  this  subject;  and  we  feel  that 
it  has  been  solved  to  the  best  interest  of  all 
persons  involved. 

The  Legislature  introduced  nearly  1,000  bills  in 
1965  and  it  is  my  estimation  they  will  probably 
exceed  this  figure  in  1967.  For  this  reason  we 
can  expect  an  increase  in  the  number  of  bills  affect- 
ing public  health  and  medicine.  The  year  1967  will 
undoubtedly  see  us  involved  in  another  year  of  con- 
siderable activity  at  the  State  Legislature. 

We  do  appreciate  all  the  help  the  members  have 
given  us,  and  especially  the  contact  men  in  the 
Legislative  Districts.  We  will  be  calling  on  you 
again  to  assist  us  in  our  contact  with  the  1967 
Legislature. 

1966  ANNUAL  SESSION 

The  1965  Session  climaxed  another  successful  ef- 
fort by  the  Scientific  Sessions  Committee  to  pre- 
sent an  interesting  and  dynamic  program.  It  was 
well  received  and  well  attended  by  physicians.  Aux- 
iliary and  other  guests. 

The  1966  Annual  Session  will  again  prove  to  be  a 
very  informative  and  active  meeting  for  members 
of  the  Nebraska  State  Medical  Association.  The 
Scientific  Sessions  Committee  has  worked  diligently 
to  add  new  features  and  insure  that  a top-notch  sci- 
entific program  will  be  presented.  I am  sui’e  each 
of  you  will  agree  once  you  see  the  finished  program. 

The  1966  meeting  will  be  held  the  week  of  May 
2 - 5,  1966,  at  the  Hotel  Corahusker,  Lincoln. 

The  Auxiliary  will  join  us  for  the  Keynote  Speech 
on  Tuesday  morning  by  Dr.  James  E.  Appel,  Presi- 
dent of  the  American  Medical  Association. 

A new  item  introduced  in  1966,  will  be  the  First 
Annual  Distinguished  President’s  lecture  and  will 
be  given  by  Dr.  Isidore  S.  Ravdin  of  Philadelphia, 
world-renowned  physician.  This  will  be  the  begin- 
ning of  an  annual  Presidential  Lectureship.  The 
committee  feels  this  will  add  considerably  to  the 
quality  of  the  Annual  Session. 

Another  feature  to  be  held  on  the  last  day,  is  a 
combined  meeting  on  medicine  and  the  law.  A 
number  of  well  known  speakers  in  both  fields  will 
be  present  to  discuss  this  subject.  The  Nebraska 
Bar  Association  is  also  planning  a continuation  of 
this  meeting  in  the  afternoon.  All  members  of  the 
Nebraska  Bar  Association  as  well  as  the  State 
Medical  Association,  will  be  invited  to  attend  this 
most  important  conference. 

NEBRASKA  STATE  MEDICAL  JOURNAL 

During  the  year  1965,  the  Nebraska  State  Medical 
Journal  has  been  able  to  hold  its  own  financially, 
and  we  have  reason  to  believe  that  possibly  the 


bottom  has  been  reached.  We  hope  that  1966  will 
see  a gradual  upturn  in  the  income  producing  ability 
of  this  publication. 

At  the  October  Journal  Conference  in  Chicago, 
our  representatives  of  the  State  Medical  Journal 
Advertising  Bureau  felt  optimistic  about  the  possi- 
bility of  additional  income  from  new  ads  and  ex- 
pansion of  the  advertising  progi’am  of  some  of  our 
long-time  advertisers. 

This  is  still  an  extremely  competitive  field  and 
we  cannot  expect  a significant  increase  in  our  in- 
come; however,  the  Journal  is  not  a profit-making 
enterprise  for  this  Association.  As  long  as  it  car- 
ries its  own  expenses,  we  feel  that  it  is  a profit 
carrier  of  scientific  and  socio-economic  information 
to  the  membership. 

The  Journal  has  been  in  the  hands  of  a new  Editor 
since  June,  Dr.  Frank  Cole  of  Lincoln.  He  has  done 
a very  excellent  job  in  carrying  on  the  high  quality 
and  content  of  the  Journal  which  has  been  one  of  its 
main  features  for  many  years. 

With  the  December  publication,  1965,  the  Journal 
has  ended  50  years  of  publication,  and  it  has  been 
a significant  part  of  organized  medicine  in  Ne- 
braska and  we  feel  it  will  continue  to  play  an  ever- 
increasing  role  in  this  area. 

We  are  always  pleased  to  receive  any  recommenda- 
tion or  comments  which  you  may  have  concerning 
the  Journal  so  that  we  may  print  a publication  which 
is  of  value  to  you  in  your  practice  and  information 
to  you  as  well. 

ANNUAL  OFFICERS  CONFERENCE 

Due  to  a second  unprecedented  special  meeting  of 
the  House  of  Delegates  of  the  A.M.A.  in  October, 
1965,  the  Second  Annual  Conference  which  was 
planned  for  the  exact  dates  of  the  special  session, 
had  to  be  cancelled  in  order  for  the  representatives 
of  the  Association  to  attend  this  most  important 
meeting  in  Chicago.  Due  to  extreme  activity  since 
this  meeting,  we  did  not  call  the  Second  Annual 
Conference;  however,  it  will  definitely  be  sched- 
uled for  1966.  It  is  a veiy  worthwhile  conference 
and  all  those  who  attended  felt  that  it  was  a most 
worthwhile  and  productive  meeting. 

Some  of  the  subjects  which  would  have  been  pre- 
sented at  the  1965  Conference  will  be  discussed  at 
the  1966  Mid-Winter  Meeting  of  the  House  of  Dele- 
gates and  the  Board  of  Councilors. 

It  would  be  helpful  to  the  officers  of  this  Asso- 
ciation to  receive  ideas  or  topics  for  presentation 
at  the  conference  which  will  be  held  late  in  Septem- 
ber or  early  October,  1966. 

NEBRASKA  MEDICAL  FOUNDATION 

Last  year  I made  a report  on  the  Nebraska  Medi- 
cal Foundation  as  I felt  it  was  of  significant  inter- 
est and  of  value  to  the  Association. 

Since  the  program  became  effective  on  May  1, 

1964,  we  have  made  a total  of  131  loans  amounting 
to  $134,180.00.  These  loans  have  been  made  pre- 
dominantly to  the  medical  students  at  the  Univer- 
sity of  Nebraska  College  of  Medicine  and  the 
Creighton  University  School  of  Medicine,  with  four 
loans  being  made  to  Interns  and  three  to  Resi- 
dents. Of  the  above  amount,  $119,180.00  was  loaned 
in  1965.  Total  receipts  for  the  Foundation  for 

1965,  including  donations  and  repayment  of  old 
loans,  totals  $13,552.00.  At  the  present  time,  we 
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have  $56,946.00  in  the  resei-ve  account  which  will 
give  us  a loaning  capacity  of  $711,000.00. 

As  indicated  by  these  figures,  the  amount  of 
loans  each  year  is  increasing  and  the  number  of 
students  being  seiwed  is  also  increasing,  which  indi- 
cates that  the  Foundation  is  cariying  out  a most 
worthwhile  program.  We  will,  however,  need  the 
continued  support  of  organized  medicine  and  the 
Auxiliaiy,  as  well  as  friends  of  the  Foundation,  to 
keep  the  program  operating  at  maximum  capacity. 

If  you  know  of  any  individuals  who  are  consider- 
ing giving  donations  to  particular  programs,  we 
hope  that  you  would  mention  the  Nebraska  Medical 
Foundation  and  the  excellent  job  it  is  doing  in 
assisting  the  students  and  other  para-medical  fields 
to  secure  their  education. 

PUBLIC  RELATIONS 

The  Public  Relations  activities  carried  on  by  the 
Association  this  year  were  primarily  concerned  with 
the  educational  campaign  carried  on  in  relation  to 
the  Eldercare  proposal  and  the  anti-Medicare  cam- 
paign. This  activity  took  place  from  early  January 
until  the  middle  of  April.  The  project  included  the 
use  of  radio  and  television,  new'spapers  across  the 
state,  pamphlet  and  material  preparation,  postage 
and  freight. 

Other  Public  Relations  projects  carried  on  in- 
cluded the  visitation  of  TV  stations  across  the  state 
as  well  as  contacts  made  wdth  the  radio  and  tele- 
vision representatives  in  the  state  while  in  attend- 
ance at  the  annual  convention  of  the  Nebraska 
Broadcasters  Association.  The  Code  of  Cooperation 
prepared  by  the  Association  and  adopted  by  our 
House  of  Delegates  in  February  of  1965,  was  also 
adopted  by  the  Nebraska  Broadcasters  Association 
at  its  annual  meeting  in  September. 

Numerous  news  releases  were  sent  out  in  addi- 
tion to  large  amounts  of  health  education  material. 

The  film,  “Gravity  of  Death”  was  again  shown 
extensively  both  in  Nebraska  and  in  numerous  other 
states;  and  various  other  films  and  taped  messages 
were  provided  for  media  use. 

The  Association  played  a dominant  role  in  the 
recently  completed  Diabetes  Week  and  provided  ma- 
terials and  information  for  Community  Health  Week 
which  took  place  the  first  week  in  November.  Much 
greater  use  of  our  Speaker’s  Bureau  by  the  public 
was  evident  in  1965.  As  the  Association  member- 
ship became  more  aware  of  the  speech  and  informa- 
tion file  in  the  headquarters  office,  much  greater 
use  was  made  of  this  facility. 

Approximately  50,000  people  visited  the  Hall  of 
Health  at  the  Nebraska  State  Fair  this  past  year. 
Through  an  expansion  of  the  program  by  the  in- 
clusion of  more  allied  health  groups  in  the  exhibit, 
we  are  working  toward  a much  larger  percentage 
of  those  attending  the  Fair  spending  part  of  their 
time  in  our  exhibit. 

Even  though  the  State  Association  has  carried  on 
an  active  public  relations  program  during  the  past 
year,  it  cannot  equal  or  have  the  same  effect  that 
the  30  seconds  a physician  spends  talking  with  a 
patient  can  accomplish  in  improving  the  image  of 
medicine. 

MEETINGS  — HEADQUARTERS 
OFFICE 

Meetings  over  the  past  year  have  continued  at  a 


rapid  pace  as  they  have  for  the  last  several  years. 
There  were  a total  number  of  117  miscellaneous. 
County  Medical  Society  and  National  meetings.  The 
National  meetings  were  especially  heavy  during 
1965,  with  a total  of  14  being  attended,  requiring 
39  days  of  time  in  attendance.  Total  miles  traveled 
on  Association  business  for  1965,  exceeded  30,000 
miles.  These  statistics  are  a fair  barometer  of 
the  activities  carried  on  by  the  headquarters  staff, 
in  addition  to  their  regular  work  of  administration 
in  the  office.  The  Board  of  Tnistees  approved  the 
addition  of  one  girl  to  the  staff  and  also  approved 
the  expansion  of  the  cuiTent  office  space.  The 
additional  staff  and  space  will  certainly  help  us  to 
function  more  effectively  in  the  years  to  come. 

In  looking  ahead  to  1966,  it  is  quite  apparent 
that  there  will  be  a fui’ther  acceleration  of  activ- 
ity which  must  be  absorbed  by  the  Association  head- 
quarters. Your  staff  stands  ready  to  carry  out  the 
various  assignments  of  this  Association  in  the  most 
equitable  and  efficient  manner  possible. 


MEMBERSHIP 

Active  Members 1,233 

Life  Members 101 

Service  Members 1 


Total  1,335 

Less:  Suspended  Member 1 

Deceased  Members 10 


Total  1,324 

A.M.A.  Membei’ship 1,206 

Potential  Members 38 

New  Members 55 


Total  New  Doctors  Moved 

Into  State  in  1965  93 

CORRESPONDENCE 

Incoming  Mail 9,569 

Outgoing  Mail 35,933 


Respectfully  submitted, 
KENNETH  NEFF, 

Executive  Secretai’y. 

REPORT  OF  BOARD  OF  TRUSTEES 

C.  N.  Sorensen.  M.D.,  Scottsbluff.  Chairman ; R.  Russell 
Best,  M.D.,  Omaha ; George  Salter,  M.D.,  Norfolk  ; H.  V.  Nuss, 
M.D.,  Sutton : Horace  V.  Munger,  M.D.,  Lincoln. 

The  Board  of  Trustees  is  the  duly  elected  body 
of  this  Association  responsible  for  all  financial 
operations  of  the  Headquarters  Office,  personnel 
and  the  Journal. 

We  felt  that  at  this  time  it  would  be  a good  idea 
to  make  a detailed  report  to  the  membership  in 
order  that  they  may  become  cognizant  of  our  fi- 
nancial status;  and  what  may  be  our  financial  needs 
in  the  future. 

The  Board  meets  four  times  a year  — at  the  Mid- 
Winter  Meeting,  the  Annual  Session,  a Fall  Meeting 
in  September,  and  the  Budget  meeting  in  December. 

During  the  past  year,  the  Association  has  lived 
within  its  actual  income  for  1965,  of  $78,693.00. 
We  were  not  able  to  stay  within  the  1965  budget 
of  $74,089.00.  However,  the  additional  income  over 
expenditures  allowed  us  to  remain  in  the  black, 
with  a sui’plus  of  $165.41. 

During  the  year,  the  Board  of  Trustees  approved 
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a Public  Relations  Program  to  support  the  Elder- 
care  Medical  Care  Program  of  the  A.M.A.  in  oppo- 
sition to  the  “Medicare”  Bill.  Funds  for  this  were 
taken  from  the  Public  Relations  Portion  of  our 
budget. 

Our  investments  continue  to  realize  a good  re- 
turn, although  we  have  not  purchased  additional 
stocks  for  several  years.  Investments  as  of  De- 
cember 1,  1965,  totaled  $71,895.85. 

The  Nebraska  State  Medical  Jouimal,  which  for 
many  years  provided  additional  income  to  this  As- 
sociation, is  no  longer  producing  additional  income 
due  to  the  rapid  decrease  in  advertising.  At  this 
time,  the  Association  is  supporting  the  publication 
of  the  Journal  with  $5.00  of  every  member’s  dues. 
The  Journal  income  has  plateaued  during  1965  and 
there  is  some  reason  to  believe  that  a possible  in- 
crease in  advertising  income  may  be  expected  in  the 
next  year.  However,  we  do  not  anticipate  a re- 
turn to  the  amount  of  advertising  realized  in  the 
late  ’50’s.  We  have  received  veiy  excellent  coopera- 
tion from  Mr.  Dave  Powell  of  News  Printing  Com- 
pany in  Norfolk  who  has  printed  the  Journal  for 
the  past  50  years. 

There  has  been  some  interest  in  the  past  year  in 
the  North  Central  Conference  States,  of  which 
Nebraska  is  a member,  to  give  consideration  to  the 
amalgamation  of  the  medical  journals  in  these 
states  into  a regional  journal.  Several  meetings 
have  taken  place  and  some  interest  has  been  shown 
by  the  states.  We  do  not  anticipate  any  further 
action  on  this  subject  in  the  immediate  future.  If 
such  action  is  contemplated  at  any  time  in  the  future, 
the  Board  would  bring  this  matter  to  the  attention 
of  the  House  of  Delegates. 

The  Board  of  Trustees,  during  the  past  year,  has 
given  approval  to  the  Executive  Secretary  to  ex- 
pand the  office  space  and  to  add  one  girl  to  the  staff. 
This  is  the  first  increase  in  staff  since  1949,  and 
now  brings  the  total  number  to  5.  The  increased 
space  was  vitally  needed  as  the  Headquarters  Office 
had  less  than  1,000  square  feet  of  operation  space. 
The  new  contract  for  additional  space  has  been 
signed  and  will  allow  for  greater  flexibility  in 
operation  efficiency  and  storage  capability  of  the 
Association  Headquarters  Office.  The  lessor  has 
assumed  the  cost  of  the  reconstruction  and  decora- 
tion of  the  Headquarters  Office  at  no  cost  to  this 
Association;  and  we  have  a guaranteed  no  increase 
in  rent  clause  for  the  term  of  the  new  contract. 
We  feel  that  this  expansion  will  fulfill  the  needs 
of  the  Association  for  the  immediate  future.  The 
increase  in  rent  for  the  extra  space  is  ver>'  nominal 
and  well  within  our  ability  to  pay. 

In  September  of  1965,  the  Executive  Secretary 
presented  to  the  Board  a comprehensive  analysis  of 
activities  and  financial  condition  of  this  Associa- 
tion. Through  the  use  of  charts,  the  Executive 
Secretary  presented  a graphic  picture  of  our  income 
and  expenditures,  both  from  the  Association  and  the 
Journal,  for  the  past  20  years.  He  indicated  that 
during  that  time  the  average  increase  operation 
costs  of  the  Association  on  a yearly  basis  has  been 
from  5%  to  7%  per  year.  The  income  for  this 
period,  with  the  dues  increase  of  $10.00  per  mem- 
ber, approved  in  1964,  has  matched  expenditures, 
but  there  is  an  indication  of  costs  exceeding  the 
income  in  the  not  too  distant  future. 

Also  presented  was  a projection  chart  for  the 


next  10  years  based  upon  the  activities  at  this 
time  and  the  anticipated  increase  in  activities.  The 
chart  shows  a gradual  increase  in  the  expenditures 
of  this  Association,  primarily  due  to  the  increased 
activities.  With  such  a projection,  it  is  quite  cer- 
tain that  the  Association  will  have  to  give  consid- 
eration to  additional  income  in  the  future.  The 
activities  of  the  Association  since  1945,  have  in- 
creased five  or  six  times.  We  have  much  more 
activity  in  committee  and  more  work  in  the  legis- 
lative field,  and  with  the  passing  of  the  Medi- 
care Bill  and  the  Heart  Disease,  Cancer  and  Stroke 
Bill,  there  is  every  reason  to  believe  that  with  in- 
creased activity  it  is  going  to  be  necessary  to  recom- 
mend a dues  increase  to  keep  the  Association  in  a 
financially  stable  position. 

During  the  past  two  years,  we  have  been  able 
to  maintain  a less  than  5%  increase  in  the  budget. 
The  1965  budget  was  4.3%  increase  over  the  1964, 
and  we  have  a 4.1%  increase  in  the  1966  budget 
over  1965. 

Another  increased  cost  absorbed  temporarily  by 
the  Association  in  1965,  was  the  printing  of  the 
Relative  Value  Study.  The  cost  was  $4,364.22,  and 
it  was  the  Board’s  opinion  that  the  Association 
membership  should  be  willing  to  pay  for  this  publi- 
cation. Therefore,  when  the  copies  of  the  1965 
Relative  Value  Study  were  mailed  out,  the  individual 
physicians  and  members  were  charged  $5.00  each. 

The  Board  has  also  given  direction  to  the  Head- 
quarters Staff  that  all  persons  wishing  a copy  of 
this  book  will  also  pay  the  same  fee.  This  in- 
come will  go  to  pay  for  the  cost  of  printing  and 
mailing  the  Relative  Value  Study. 

Members  of  the  Board  of  Tnastees  have  an  oppor- 
tunity to  become  acquainted  with  the  business 
transactions  of  the  Society  and  with  the  general 
operation  of  the  Headquarters  Office.  From  this 
opportunity,  we  conclude  that  your  Nebraska  State 
Medical  Society  Headquarters  Office  is  operated 
with  efficiency,  without  waste,  and  with  excellent 
performance  records  on  the  part  of  each  employee. 
We  may  be  assured  any  future  dues  increase  will 
be  made  necessary  by  the  added  activities  we  must 
undertake  in  order  to  maintain  our  position  in  mod- 
ern complex  society. 

Respectfully  submitted, 

C.  N.  SORENSEN,  M.D., 
Chairman. 

REPORT  OF  THE  EDITOR, 
NEBRASKA  STATE  MEDICAL  JOURNAL 

Volume  50  of  the  Nebraska  State  Medical  Joumal 
was  issued  during  1965.  It  is  662  pages  long;  it 
includes  56  articles  by  86  authors,  51  editorials,  and 
eight  President’s  Pages.  The  format  of  the  Jouimal 
has  been  changed.  The  cover  picture  shows  the 
beauty  of  Nebraska  in  different  areas,  from  time 
to  time,  with  editorial  comment.  Tuberculosis  ab- 
stracts are  not  being  continued.  We  plan  a “Wel- 
come, New  Members”  department  (this  has  been 
accomplished)  and  an  artistic  touch  for  the  Woman’s 
Auxiliary  reports.  We  are  about  to  begin  a “Doctor’s 
Hobby”  column.  We  plan  a series  of  cover  pictures 
of  Nebraska  hospitals.  At  least  four  of  our  edi- 
torials have  been  reprinted  in  other  journals,  which 
is  flattering,  but  also  shows  that  the  Journal  is 
being  widely  read. 
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There  has  been  no  shortage  of  articles,  and  we 
have  been  pleased  to  encourage  Nebraska  talent. 
We  have  been  able  to  publish  the  remarks  of  two 
A.M.A.  Presidents  and  of  the  legal  counsel  of  the 
A.M.A.  during  the  recent  Medicare  episode,  and 
so  to  keep  our  readers  well  infoiTned.  We  have  dis- 
cussed, in  editorials  and  in  related  articles,  current 
medical  legislation,  dealing  with  injuries  of  violence 
and  with  the  “Battered  Child.”  Different  articles 
discussing  a single  subject  are  now  being  published 
simultaneously,  with  editorial  discussions  relating  to 
each  problem. 

A personal  sampling  leads  us  to  the  conclusion 
that  the  Journal  is  widely  read  by  our  own  mem- 
bers (and  by  their  wives);  editorials  are  well  re- 
ceived; advertising,  we  are  told,  is  up;  articles 
keep  coming  in;  we  are  on  sure  footing. 

Respectfully  submitted, 

FRANK  COLE,  M.D.,  Editor 

DELEGATE’S  REPORT 

PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 
American  Medical  Association 
19th  Annual  Clinical  Meeting 

James  Z.  Appel,  President  of  the  American  Medi- 
cal Association,  described  organized  medicine’s  ef- 
forts “to  guide  in  the  best  possible  direction  the 
action  that  government  agencies  are  now  taking  to 
activate  existing  law  (PL  89-97).”  He  described  the 
activities  of  the  committees  which  have  met  with 
the  government  and  stated  “Their  suggestions  have 
been  received  favorably  in  most  instances,  and  we 
are  hopeful  that  they  will  be  translated  into  the 
final  published  regulations  . . . (but)  we  know 
that  in  certain  significant  instances  this  will  not 
be  true.” 

The  House  rejected  the  concept  of  the  prevailing 
fee  program  as  proposed  by  the  Board  of  Trustees 
and  the  National  Association  of  Blue  Shield  Plans 
and  reaffirmed  its  support  of  the  “usual  and  cus- 
tomary” concept  as  a basis  of  reimbursing  physician 
participating  in  government  - supported  programs 
should  be  on  the  basis  of  ‘usual  and  customary’ 
fees.” 

Billing  and  payment  for  medical  services  were 
carefully  studied  by  the  House,  which  adopted  8 
statements  as  a guide  which  are  applicable  “irre- 
spective of  whether  such  fees  are  paid  by  the 
patient,  or  paid  or  reimbursed  in  whole  or  in  part 
under  Public  Law  89-97,  or  any  other  third  party 
plan.”  The  statements  are  as  follows;  (in  sum- 
maiy  form) 

1.  No  interposition  of  a third-party  carrier. 

2.  It  is  the  patient’s  responsibility  to  deal  with 
third-party  carriers  in  the  area  of  financial  assist- 
ance. 

3.  Advance  understanding  between  doctor  and 
patient  regarding  payment  of  the  fees  is  highly 
desirable.  Physician  may  choose  manner  in  which 
he  is  to  be  compensated. 

4.  AMA  disapproves  of  any  program  which  pro- 
motes charging  excessive  fees. 

5.  AMA  opposes  any  program  of  dictation,  inter- 
ference, or  coercion  affecting  freedom  of  choice  of 
the  physician  to  determine  for  himself  the  extent 
and  manner  of  participation  or  financial  arrange- 
ment under  which  he  shall  provide  medical  care 


to  patients  under  Public  Law  89-97,  or  other  third- 
party  plans. 

6.  Insurance  should  not  be  an  excuse  to  revise 
professional  fees  upward. 

7.  Charging  of  excessive  fees  is  unethical. 

8.  Physician  may  consider  patient’s  ability  to 
pay  if  he  fixes  his  fee  within  reasonable  limits. 

Federal  health  care  laws  were  reviewed  and  the 
following  specific  actions  were  taken: 

1.  Amend  Public  Law  89-97,  Part  B,  Title  XVIII, 
by  deleting  the  word  “receipted”  from  Section  1842, 
Part  3,  Item  B,  line  (ii),  and  substituting  “such 
payment  will  be  made  on  the  basis  of  a method  of 
payment  so  arranged  to  preserve  and  continue  the 
profession’s  current  practice  of  billing.” 

2.  Authorize  a study  of  the  constitutionality  of 
PL  89-97  by  calling  on  the  Board  of  Trustees  to 
“take  such  action  as  may  be  necessary  and  appro- 
pi-iate  to  provide  for  the  study  and  investigation  of 
all  aspects  of  PL  89-97  for  the  purpose  of  deter- 
mining possible  court  action  to  test  the  legality  and 
constitutionality  of  any  provision  or  regulation 
issued  under  the  law.” 

3.  Recommend  “that  the  state  and  local  medical 
societies  be  urged  at  this  time  to  assume  leadership 
in  the  establishment  of  local  advisory  committees” 
under  the  Heart  Disease,  Cancer  and  Stroke  Amend- 
ments of  1965. 

4.  Urge  that  the  AMA  Advisory  Committee  on 
PL  89-97  and  89-239  should  persist  in  its  efforts  to 
achieve  “practical  recognition”  by  HEW  of  the 
differences  between  Utilization  Review  and  Claims 
Review.  This  statement  was  predicated  on  the 
basis  that  the  Council  on  Medical  Service  reported 
that  there  was  “widespread  confusion  between  the 
Utilization  Review  function  and  the  Claims  Review 
function.” 

5.  Criticism  of  the  Coggeshall  report,  entitled 
“Planning  for  Medical  Progress  through  Educa- 
tion.” This  report  was  made  to  the  Association 
of  American  Medical  Colleges  and  recommended 
that  the  AAMC  “serve  as  spokesman  for  organi- 
zations concerned  with  education  for  health  and 
medical  sciences”  and  that  “the  professional  aspects 
of  education  for  health  and  medical  sciences  should 
be  regarded  as  an  essential  function  and  fully  inte- 
grated component  of  university  organization,  with 
decreasing  dependence  upon  or  control  by  organized 
professions  and  their  related  associations.”  The 
House  took  issue  with  these  two  statements  in  par- 
ticular and  several  other  important  statements  which 
were  in  the  report. 

6.  Federal  aid  to  medical  education.  The  House 
urged  that  the  policies  of  the  AMA  should  be  such 
that  control  of  medical  school  functions  is  invested 
in  their  own  institutional  governing  bodies  and 
“the  AMA  should  foster  diverse  source  of  support 
for  medical  schools  under  circumstances  which  would 
prevent  any  extramual  source  from  exercising  a 
controlling  influence. 

7.  Miscellaneous  actions: 

a.  Defeated  a proposal  to  set  more  stringent  re- 
quirements for  calling  a special  session  of  the 
House. 

b.  Approved  a resolution  to  achieve  a separation 
of  billing  and  payments  for  professional  fees  from 
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hospital  charges  under  insurance  contracts  written 
by  the  health  insurance  industiy. 

c.  Agreed  to  a re-writing  of  two  sections  of  a 
model  agreement  between  hospitals  and  physicians 
pro%'iding  professional  sendees  in  hospital  emer- 
gency departments  to  conform  to  principles  estab- 
lished by  the  House. 

d.  Requested  state  medical  associations  to  act 
to  assure  that  the  physicians  are  properly  repre- 
sented on  state  Hill-Bui-ton  hospital  adrisoiy  coun- 
cils. 

e.  Instructed  the  Council  on  Medical  Sendee  to 
develop  for  the  AMA  its  definition  and  principles 
for  determination  of  medical  indigency. 

f.  Urged  creation  of  a separate  post  in  the  Cabinet 
of  the  President  of  the  U.S.  for  a Secretary  of  Health. 

g.  Commended  past  president  Edward  R.  Annis, 
M.D.,  for  his  leadership,  his  dedication,  and  his  tre- 
mendous contribution  to  medicine’s  campaign  to  pre- 
seiwe  the  world’s  finest  system  of  medical  care. 

h.  Listened  with  approval  to  the  report  of  the 
Executive  Vice  President,  Doctor  Blasingame,  who 
outlined  the  progi'ams,  facilities  and  acthdties  of 
the  AMA  headquaiders. 

There  were  many  other  actions  and  the  complete 
report  will  be  available  on  or  before  the  next  meet- 
ing of  the  House  of  Delegates  of  the  AMA. 

Respectfully  submitted, 

JOHN  R.  SCHEXKEX,  M.D., 
Delegate. 

REPORT  OF  DELEGATE  TO  THE  XORTH 
CEXTRAL  MEDICAL  COXFEREXCE 

It  was  both  a pleasure  and  a privilege  for  your 
delegate  to  be  the  presiding  officer  for  the  Xorth 
Central  Medical  Conference  held  in  Minneapolis, 
Minnesota  on  Xovember  7,  1965. 

A roundup  on  new  legislation  as  it  affects  the 
medical  profession  was  discussed  by  representatives 
from  Xorth  Dakota,  Xebraska,  Minnesota,  South  Da- 
kota and  Iowa. 

Mr.  Jule  M.  Hannaford  of  Minneapolis,  Minnesota, 
a perennial  speaker  at  the  Xorth  Central  Medical 
Conference,  reviewed  the  highlights  out  of  a total 
of  2000  bills  introduced  in  1965  in  the  two  houses  of 
the  Minnesota  legislature.  He  said  that  distribution 
of  contraceptives  and  information  about  them  had 
been  a misdemeanor  in  1886  in  Minnesota  and  noth- 
ing had  been  done  to  change  the  situation  until  the 
1965  legislature  decreed  that  contraceptive  informa- 
tion can  be  given  by  organizations  or  peraons  asso- 
ciated with  health  or  welfare  agencies.  Bills  which 
would  require  all  coroners  to  be  physicians  had 
been  introduced  during  several  sessions  but  had 
not  been  adopted,  largely  because  of  the  expense 
involved.  However,  a bill  which  had  been  introduced 
by  morticians  was  passed  in  the  1965  legislature  and 
this  would  require  all  new  coroners  to  be  physicians. 
Mr.  Hannaford  stated  that  PKU  tests  had  been  made 
mandatory  in  1965  and  again  failed  of  passage. 

Doctor  Earlin  Larson,  Jr.,  of  Davenport,  Iowa 
reviewed  the  legislation  for  his  state.  He  reported 
that  more  bills  had  been  introduced  and  passed 
than  had  been  any  previous  session.  Of  those 
bills  which  had  medical  impact,  Doctor  Larson  dis- 
cussed the  following: 

A bill  was  enacted  to  license  physical  therapists, 


and  a new  board  of  physical  therapy  examiners  was 
created,  including  one  M.D.  and  three  physical 
therapists.  With  regard  to  PKU  testing,  the  bill 
finally  enacted  merely  stated  that  PKU  tests  for 
all  newboi-n  babies  was  to  be  a matter  of  state 
policy.  A law  was  passed  requiring  protective 
glasses  for  all  children  participating  in  chemistry 
classes,  shop  and  comparable  training.  Another 
bill  had  to  do  with  the  free  choice  of  physician  under 
workmen’s  compensation.  As  originally  introduced, 
the  law  would  provide  a complete  free  choice  but 
a compromise  bill  passed  as  a result  of  strong  op- 
position of  employers  permits  an  injured  employee 
to  I'etain  a physician  of  his  own  choice  and  at  the 
employer’s  expense  to  evaluate  his  claim  for  per- 
manent disability,  if  he  should  disagree  with  the 
determination  made  by  the  employer’s  physician. 
A bill  was  passed,  creating  an  Iowa  Mental  Health 
authority  for  the  pui-pose  of  accepting  Federal 
funds.  A bill  was  also  passed  forcing  Blue  Shield 
to  make  base  pajnnents  to  podiatrists  who  render  a 
covered  seiwice  to  subscribers.  This  bill  was  en- 
acted over  the  opposition  of  the  Iowa  Medical  So- 
ciety and  Blue  Shield.  Counsel  for  Blue  Shield  feels 
that  this  bill  is  unconstitutional  and  will  be  re- 
jected by  the  courts. 

Mr.  W’illiam  Darner  of  Bismarck,  Xorth  Dakota, 
reported  on  35  bills  and  two  resolutions  which  came 
before  the  Xorth  Dakota  Assembly  which  were  of 
direct  interest  to  the  Xorth  Dakota  Medical  Associa- 
tion. The  more  interesting  of  these  bills  are  noted 
in  the  following: 

A bill  amending  medical  center  loan  law  by  pro- 
viding forgiveness  of  loans  to  interns  and  to 
physicians  who  practice  in  towns  of  5,000  persons 
or  fewer.  Another  bill  proriding  for  the  licensing 
and  operation  of  clinics  for  alcoholism  and  addic- 
tion. Still  another  bill  would  permit  expert  wit- 
ness fees  in  the  amount  of  $50  per  day  for  time 
expended  in  preparation  for  trial.  The  “battered 
child”  bill  was  adopted.  The  Xorth  Dakota  Medical 
Association  opposed  an  amendment  to  the  State’s 
chiropractice  licensing  act,  particularly  opposing 
the  use  of  the  term  “chiropractic  physician.”  This 
term  was  removed  before  the  bill  became  law.  The 
Society  also  introduced  and  supported  an  amend- 
ment to  the  1963  cancer  quackeiy  law  which  would 
permit  dentists  to  diagnose  and  treat  cancer.  A 
bill  which  would  include  the  ser%*ices  of  podiatrists 
in  Blue  Shield  was  vigorously  opposed  by  the 
Xorth  Dakota  Association  and  was  indefinitely  post- 
poned in  the  House.  A bill  designed  to  give  doctors 
of  osteopathy  full  medical,  surgical  and  drug  priv- 
ileges under  the  authority  of  their  own  licensing 
board  was  strongly  opposed  and  indefinitely  post- 
poned in  the  House.  A bill  supported  by  the  Asso- 
ciation and  adopted  by  the  Assembly  directed  to 
members  of  the  39th  legislative  assembly  together 
with  two  members  of  the  State  Board  of  Medical 
Examiners  and  two  members  of  the  State  Board 
of  Osteopathic  Examiners  to  study  the  feasibility 
of  a single  licensing  board  for  physicians  and  osteo- 
paths. 

Doctor  Richard  E.  Garlinghouse  gave  the  report 
for  the  Xebraska  legislature  and  reported  that  our 
batting  average  was  100%.  Doctor  Garlinghouse 
gave  a great  deal  of  credit  to  our  executive  secre- 
tary, Mr.  Kenneth  Xeff,  and  to  his  assistant,  Mr. 
Bill  Schellpeper,  for  their  part  in  assistance  to  the 
Medical  Service  Committee. 
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Doctor  Paul  H.  Hohm  of  Huron,  South  Dakota, 
reported  on  legislature  from  his  state.  He  indicated 
that  the  following  bills,  sponsored  by  the  medical 
association,  were  passed  by  their  legislature: 

1.  Maximum  hospital  surgical  medical  benefit 
under  Workmen’s  Compensation  was  raised  from 
$2,900  to  $21,700. 

2.  Tuberculosis  was  included  under  occupational 
diseases  section  of  Workmen’s  Compensation  law. 

3.  The  Kerr  Mills  program  was  revised  by  rais- 
ing income  limits  from  $1,500  single  and  $1,800 
family  to  $2,100  single  and  $2,700  family. 

4.  A bill  was  passed  increasing  the  size  of  the 
State  Hill-Burton  Advisory  Council  specifying  that 
a licensed  physician  be  a member  of  that  council. 

5.  The  1919  version  of  the  Insanity  Hearing 
Forum  was  revised  and  brought  up  to  date  and  the 
new  foiTnat  was  accepted  by  the  legislature. 

6.  A bill  dealing  with  the  sale  and  possession 
of  amphetamines  and  setting  up  tighter  controls 
was  passed. 

A panel  which  discussed  the  Gunderson  report 
was  moderated  by  Doctor  J.  N.  Stickney  of  Rochester, 
Minnesota.  Doctor  Gunnar  Gundersen  of  LaCrosse, 
Wisconsin,  gave  an  introductory  talk  on  his  com- 
mittee report. 

Doctor  Stickney  then  reviewed  the  highlights  of 
the  recommendations  and  suggestions  made  by  this 
committee.  Following  Doctor  Stickney  were  discus- 
sions by  Doctor  Thomas  E.  Pederson  of  Jamestown, 
North  Dakota;  Doctor  Christian  E.  Radcliffe  of 
Iowa  City,  Iowa;  Doctor  Arthur  T.  Reding  of  Marion, 
South  Dakota;  Doctor  A.  0.  Swenson  of  Duluth, 
Minnesota,  and  Doctor  Willis  D.  Wright  of  Omaha, 
Nebraska. 

The  Gundersen  report  is  obviously  too  complex 
to  include  in  the  report  of  your  delegate  but  is  of 
sufficient  importance  and  interest  to  the  members 
of  the  association  that  the  report  as  published 
in  the  Journal  should  be  read  in  its  entirety.  Brief- 
ly, the  Gundersen  report  has  to  do  with  several 
facets  of  the  committees  and  stimcture  of  the  AMA. 
The  first  part  of  the  report  has  to  do  with  reference 
committees  of  the  House  of  Delegates  and  also  to 
do  with  resolutions  and  the  time  in  which  resolutions 
must  begin,  etc.  The  next  portion  of  the  Gundersen 
report  deals  at  considerable  length  with  the  coun- 
cils and  committees  and  the  structure  of  the  AMA. 
A large  section  of  the  report  deals  with  the  tenure 
of  office.  Another  portion  of  the  report  considers 
the  size  of  the  House  of  Delegates,  pointing  out 
that  the  number  has  been  growing  rather  rapidly, 
and  there  was  a feeling  that  the  House  was  becom- 
ing rather  unwieldy  on  that  account.  Another  sec- 
tion of  the  report  dealt  with  what  constitutes  the 
policy  of  the  AMA.  In  addition,  there  were  a good 
many  comments  about  the  council  on  medical  educa- 
tion. 

An  extremely  interesting  panel  discussed  “Tooling 
up  for  Medicare”  and  this  panel  was  moderated 
by  Mr.  Robert  B.  Throckmorton  of  Des  Moines,  Iowa, 
formerly  with  the  legal  department  of  the  AMA. 
According  to  Mr.  Throckmorton,  some  20  million 
people  will  be  affected  by  the  new  amendments  to 
the  Social  Security  law.  It  was  his  feeling  that 
the  big  problem  would  be  to  keep  people  satisfied 
within  the  framework  of  a free  economy.  He  said 
further  that  it  had  been  his  privilege  to  work 


closely  with  the  Board  of  Tnastees  of  the  AMA 
and  that  he  had  been  greatly  impressed  with  the 
high  calibre  of  its  members.  He  felt  the  physicians 
were  much  better  represented  on  this  Board  than 
most  people  have  any  idea  of. 

Doctor  L.  0.  Simenstadt  of  Osceola,  Wisconsin 
discussed  “Physician  Reimbursement”  and  presented 
the  various  plans  that  had  been  proposed  for  physi- 
cian payment.  Doctor  J.  M.  Stickney  of  Rochester, 
Minnesota  discussed  “Physician  Participation.”  A 
good  deal  of  Doctor  Stickney’s  discussion  was  spent 
on  pointing  out  the  certification  of  the  need  for 
hospital  care  and  the  utilization  committees  which 
will  be  necessai-y  in  hospitals  for  performing  30- 
day  reviews  on  all  Medicare  cases.  Doctor  Elmer 
Smith  of  Des  Moines,  Iowa  discussed  “Provider 
Participation.”  He  pointed  out  that  the  over-all 
control  is  vested  in  the  Social  Security  Administra- 
tion, though  some  contracts  will  remain  with  the 
Public  Health  Service;  and  the  provider  may  select 
his  own  carrier.  Of  further  importance,  he  pointed 
out  the  need  for  nursing  homes  to  be  accredited 
in  order  to  be  eligible  for  Medicare  participation. 
Doctor  Donovan  F.  Ward  of  Dubuque,  Iowa,  imme- 
diate past  president  of  the  American  Medical  Asso- 
ciation, discussed  “Administrative  Agents.”  He 
pointed  out  that  government  agencies  are  merely 
dealing  with  glittering  generalities  now.  They  are 
simply  setting  up  guidelines.  He  indicated  that  the 
final  decision  would  still  be  up  to  HEW.  He  indi- 
cated that  Blue  Shield  was  a strong  contender  in 
the  administration  of  this  program.  He  felt  that 
the  state  medical  societies  were  obligated  to  par- 
ticipate in  negotiations  in  the  hope  of  holding  third 
party  functions  to  a minimum,  and  to  leave  no  roads 
open  for  HEW  to  bypass  medical  organizations 
entirely. 

Doctor  John  R.  Schenken  of  Omaha,  Nebraska  dis- 
cussed “Specialist  Services  in  Hospitals.”  He  point- 
ed out  that  there  were  several  questions  which  were 
inadequately  satisfied  by  the  terminology  of  the 
Medicare  bill.  He  indicated  that  no  diagnostic  pro- 
cedures would  be  permitted  in  hospitals  or  doctors’ 
office  except  by  licensed  personnel.  He  felt  that 
that  would  mean  that  every  person  in  the  office 
must  be  licensed.  Just  how  private  laboratories 
were  to  be  licensed,  was  not  clear.  At  the  present 
time  the  physician  who  maintains  a laboratory  for 
his  own  patients  is  exempt  from  special  licensure, 
but  Doctor  Schenken  felt  it  would  be  only  a ques- 
tion of  time  before  a specialty  license  would  be 
superimposed  on  the  general  license  from  the  state. 
Doctor  Hugh  T.  Carmichael  of  Chicago,  Illinois,  dis- 
cuseed  “Psychiatric  Services.”  In  connection  with 
psychiatric  seiwices  under  the  program.  Doctor  Car- 
michael called  attention  to  two  special  problems. 
One  was  the  participation  of  psychiatric  services  in 
the  hospital.  He  indicated  that  various  meetings 
were  then  in  progress  to  try  and  define  these  pi’ob- 
lems,  but  no  report  had  yet  been  made  available  as 
to  the  outcome  of  the  work  of  these  special  groups. 

Following  the  noon  luncheon  Mrs.  Sue  Boe  of 
Chicago,  Illinois,  representing  the  AMA  as  a field 
representative  for  women’s  oi-ganizations,  gave  an 
interesting  paper  titled  “The  Gold-headed  Cane.” 

Doctor  Charles  R.  Hudson,  president-elect  of  the 
American  Medical  Association  from  Cleveland,  Ohio, 
gave  a report  entitled,  “The  White  House  and  the 
AMA.” 
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In  addition  to  your  delegate,  the  North  Central 
Conference  was  attended  by  Doctor  Willis  D. 
Wright,  Doctor  Dan  A.  Nye,  and  Doctor  Richard 
E.  Garlinghouse.  While  this  is  a very  small  group 
from  the  state  of  Nebraska,  it  still  represents  the 
largest  group  from  Nebraska  to  attend  this  confer- 
ence in  the  past  several  years  that  I have  been 
privileged  to  be  the  delegate.  This  was  an  especial- 
ly well-prepared  and  timely  conference  in  view  of 
the  problems  confronting  organized  medicine  today. 
I would  again  encourage  more  Nebraska  physicians 
to  attend  these  meetings  in  the  future. 

Respectfully  submitted, 

PAUL  J.  MAXWELL,  M.D., 
Delegate 

REPORT  OF  THE  TENTH  NATIONAL 
CONFERENCE  ON  PHYSICIANS 
AND  SCHOOLS 
September  23  to  25,  1965 
Chicago,  Illinois 

PURPOSES  OF  THESE  NATIONAL 
CONFERENCES: 

1.  To  evaluate  the  progress  in  health  and  fitness 
of  youth  in  relation  to  the  National  Confer- 
ence on  Physicians  and  Schools. 

2.  To  discover  effective  methods  of  working  to- 
gether for  the  improvement  of  school  health 
and  physical  education  programs. 

3.  To  exploi-e  in  our  present  pattern  of  living 
the  basic  factors  that  influence  the  total  health 
and  fitness  of  youth. 

4.  To  agree  on  policies  for  joint  action  by  public 
health,  education,  and  medicine  that  will  lead 
to  the  development  of  essential  seiwices  for 
health  and  fitness. 

5.  To  point  up  and  emphasize  the  fundamental 
responsibility  of  each  family  in  promoting 
health  and  fitness  of  youth. 

Doctor  Fred  Hein,  Director  of  the  Department 
of  Community  Health  and  Health  Education,  stated 
that  in  his  opinion  the  main  accomplishment  of 
these  conferences  has  been  to  help  bring  about  inter- 
professional agreement  on  school  health  policies 
and  practices  as  these  evoke  and  develop. 

The  conference  theme:  “Seeking  Solutions  to  Cur- 
rent Health  Problems.” 

PLAN  OF  CONFERENCE: 

There  were  two  major  objectives  for  this  con- 
ference. One  was  the  evaluation  of  the  recommen- 
dations of  the  past  nine  conferences  and  second 
a discussion  of  current  health  problems,  namely  sex 
education  programs  and  consideration  of  related 
problems  such  as  the  VD,  promiscuity  and  illegiti- 
macy; the  other,  improving  instructions  in  the  area 
of  haiTnful  substances. 

There  was  an  attempt  made  at  this  conference 
to  have  a meeting  of  the  physicians  representing 
various  state  medical  societies  for  the  purpose  of 
becoming  acquainted  with  each  other  and  to  share 
their  experiences.  The  conference  participants  were 
predominantly  other  than  physicians,  mostly  edu- 
cators. 

One  of  the  chief  weaknesses  of  these  conferences 
is  the  fact  that  the  physicians  have  been  in  a 
minority  and  have  not  had  an  opportunity  to  dis- 


cuss their  problems  with  those  that  have  an  under- 
standing of  their  situations.  The  other  weakness 
of  this  conference  is  that  the  principles  that  are 
established  are  always  in  generalities.  In  a multi- 
disciplinary group,  it  has  not  been  possible  to  dis- 
cuss school  health  problems  in  depth  and  to  ai-rive 
at  definitive  standards  for  the  present  day. 

It  was  of  real  interest  to  note  that  in  one  of  the 
major  presentations  that  dealt  with  a new  approach 
to  health  education,  that  of  a unified  health  con- 
cept, that  there  were  large  numbers  of  participants, 
both  physicians  and  educators,  that  were  not  suffi- 
ciently knowledgeable  regarding  curriculum  and  cur- 
riculum planning  to  have  the  appreciation  or  even 
understanding  of  the  unified  health  concept  ap- 
proach in  health  education. 

Several  reports  were  made  available  and  these 
are  as  follows: 

1.  Survey  report  of  School  Health  Activities  in 
State  Medical  Association. 

2.  Why  Health  Education?,  a publication  of  the 
Joint  Committee  on  Health  Problems  in  Edu- 
cation of  the  National  Education  Association 
and  the  AMA. 

3.  Mental  and  School  Health  Services,  a Joint 
Committee  report  on  Health  Problems  in  Edu- 
cation of  the  National  Education  Association 
and  the  AMA. 

4.  Report  of  the  Committee  on  Exercise  and 
Physical  Fitness  of  the  AMA  on  Health  Prob- 
lems Revealed  During  Physical  Activity. 

All  of  these  are  available  for  distribution. 

Respectfully  submitted, 

S.  I.  FUENNING,  M.D. 

REPORT  OF  BLOOD  AND  BLOOD 
PRODUCTS  COMMITTEE 

Theodore  L.  Perrin,  M.D.,  Omaha.  Chairman  : George  J. 
Millett,  M.D.,  Fremont ; Morton  Kulesh,  M.D..  Omaha ; Harlan 
Papenfuss,  M.D..  Lincoln ; Donald  P.  Skoog,  M.D.,  Omaha ; 
Frank  T.  Herhahn,  M.D.,  Scottsbluff. 

The  1964-1965  Blood  and  Blood  Products  Com- 
mittee included  in  its  report  to  the  Board  of  Coun- 
cilors and  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  a recommendation  that, 
“The  Blood  and  Blood  Products  Committee  undertake 
a study  of  blood  procurement,  blood  processing  and 
compatibility  testing  in  the  State  of  Nebraska.” 

The  recommendation  of  the  1964-1965  committee 
was  discussed  in  detail  at  a recent  meeting  of  the 
present  committee.  All  members  present  agreed 
that  blood  procurement,  blood  processing  and  com- 
patibility testing  are  matters  of  significant  interest 
and  concern  to  the  Nebraska  State  Medical  Associa- 
tion. However,  current  developments  affecting  medi- 
cal practice  in  our  state  will  include  surveys  which 
in  all  probability  will  embrace  facets  of  blood  pro- 
curement, processing  and  compatibility  testing.  Ac- 
cordingly, we  recommend  that  such  a study  by  this 
committee  be  held  in  abeyance  at  this  time. 

The  American  Association  of  Blood  Banks,  the 
American  Society  of  Clinical  Pathologists  and  many 
other  medical  groups  have  been  encouraging  state 
legislation  to  define  the  provision  of  blood  and  other 
human  tissues  as  a service  rather  than  a sale.  Your 
committee  favors  such  action  and  has  reviewed  sec- 
tions of  several  state  laws  relating  to  this  subject. 
We  believe  that  a Wisconsin  law  passed  in  1965 
embodies  the  desirable  features  of  such  legislation: 
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WISCONSIN 

Senate  Bill  218  — An  Act  to  Create  146.31 
of  the  statutes,  relating  to  procurement,  pro- 
cessing, distribution  and  use  of  blood,  blood 
products  and  other  tissues. 

Blood  or  Tissue  Transfer  Services 

The  procurement,  processing,  distribution 
or  use  of  whole  blood,  plasma,  blood  prod- 
ucts, blood  derivatives  and  other  human 
tissues  such  as  corneas,  bones  or  organs 
for  the  purpose  of  injecting,  transfusing  or 
transplanting  any  of  them  into  the  human 
body  is  declared  to  be,  for  all  purposes,  the 
rendition  of  a service  by  every  person  par- 
ticipating therein  and,  whether  or  not  any 
remuneration  is  paid  therefor,  is  declared 
not  to  be  a sale  of  such  whole  blood,  plasma, 
blood  products,  blood  derivatives  or  other 
tissues,  for  any  purpose,  subsequent  to  en- 
actment of  this  section. 

The  committee  recommends  consideration  of  such 
legislation  for  Nebraska  by  the  Board  of  Councilors 
and  House  of  Delegates. 

In  addition  to  the  specific  matters  presented  above, 
other  problems  relating  to  blood  transfusion  were 
discussed  at  length  by  committee  members  and  guest 
Horace  K.  Giffen,  M.D.,  Medical  Director  of  the 
Omaha-Douglas  County  Red  Cross  Blood  Center. 

It  was  the  consensus  of  the  group  that  there  Is 
great  need  for  an  educational  program  for  physi- 
cians on  several  aspects  of  the  procurement,  process- 
ing and  utilization  of  blood  and  blood  products.  The 
committee  recommends  such  a program  to  the  Board 
of  Councilors  and  House  of  Delegates.  If  approved, 
the  committee  will  be  glad  to  prepare  appropriate 
material  to  cany  out  such  a recommendation. 

Respectfully  submitted, 
THEODORE  L.  PERRIN,  M.D., 
Chairman 

REPORT  OF  CONTINUING  COMMITTEE 
ON  MEDICAL  PRACTICE 

W.  R.  Miller,  M.D.,  Columbus,  Chairman ; David  Weeks, 
M.D.,  Omaha;  Robert  W.  Herpolsheimer,  M.D..  Seward;  Bryce 
Shopp,  M.D.,  Imperial ; Richard  DeMay,  M.D.,  Grand  Island ; 
W.  J.  Jensen,  M.D.,  Omaha. 

The  Continuing  Committee  on  Medical  Practice 
has  had  no  meetings  and  no  business  transacted. 

Apparently  the  Preceptorship  program  for  the 
University  of  Nebraska  is  meeting  with  excellent 
response  on  the  part  of  the  practitioners  throughout 
the  state  and  also  is  well  accepted  by  the  students 
of  the  University  of  Nebraska.  Most  of  whom  I 
have  talked  to  personally  feel  that  this  is  a most 
worthwhile  part  of  their  medical  education.  We 
hope  that  this  program  will  continue  to  have  the 
support  of  the  Nebraska  State  Medical  Association. 

Respectfully  submitted, 

W.  R.  MILLER,  M.D., 
Chairman 

REPORT  OF  CIVIL  DEFENSE  AND 
DISASTER  COMMITTEE 

George  N.  Johnson,  M.D..  Omaha,  Chairman  : Joe  T.  Hanna. 
M.D.,  Scottsbluff : John  G.  Wiedman,  M.D.,  Lincoln  ; I.  M. 
French,  M.D.,  Wahoo;  Max  M.  Raines,  M.D.,  North  Platte; 
C.  T.  Mason,  M.D.,  Superior. 

The  Civil  Defense  and  Disaster  Committee  met 
at  the  Sheraton-Fontenelle  Hotel  on  May  26,  1965. 


Present  were  Doctors  George  N.  Johnson,  Chair- 
man, Omaha;  Willis  D.  Wright,  President,  Omaha; 
H.  M.  Hepperlen,  Beatrice;  Horace  K.  Giffen,  Omaha; 
E.  A.  Rogers,  Lincoln;  Kenneth  Neff,  Executive  Sec- 
retary, and  Bill  Schellpeper,  Executive  Assistant. 
Guests  present  were  Major  General  Lyle  A.  Welch, 
Lincoln;  Lt.  Colonel  Burl  Johnson,  Lincoln;  Miss 
Betty  Wiley,  Lincoln;  Mrs.  Ethelyn  Templin,  Hast- 
ings; Annabelle  Abbott,  Omaha;  Milton  Parker, 
Lincoln;  Harold  McGrew,  Lincoln;  and  Larry  Smith, 
Lincoln. 

Doctor  Johnson  opened  the  meeting  by  welcoming 
eveiybody  in  attendance,  and  stai'ted  the  discussion 
by  stating  that  in  his  estimation,  someone  from  this 
group  should  be  placed  on  the  Hospital  Association’s 
Convention  Program  to  discuss  the  objectives  of 
this  Committee  and  the  State’s  Civil  Defense  Pro- 
gram in  general.  He  stated  that  he  feels  it  is  of 
utmost  importance  that  the  hospital  personnel  are 
allied  very  closely  in  any  disaster  program  which 
is  undertaken. 

Doctor  Rogers  stated  that  the  Hospital  Association 
did  not  participate  in  the  formation  of  the  pro- 
gram for  the  Nebraska  Health  Mobilization  State- 
line Training  Seminar  entitled,  “Health  and  Medical 
Sei'vices  in  Disasters”  which  was  held  in  Omaha  on 
May  26-27,  1965.  The  Hospital  Association  was  sent 
notices  for  mailing  to  all  their  members  of  the 
Stateline  Seminar  but  evidently  they  were  not  sent 
as  representatives  of  this  group  present  did  not 
receive  any  notice  of  the  meeting.  All  present  felt 
that  there  must  be  closer  liaison  between  the  hos- 
pitals in  the  state  and  the  other  allied  health  groups 
repi’esented  in  the  over-all  Civil  Defense  Program  in 
Nebraska. 

The  question  of  what  approach  might  be  used  to 
obtain  more  adequate  participation  was  discussed. 
Doctor  Best  felt  that  all  Omaha  hospitals  have  an 
organized  program  in  case  of  any  disaster.  Doctor 
Johnson  stated  that  a numerical  break  down  of  the 
attendance  in  the  Stateline  Training  Seminar,  ac- 
cording to  Para-Medical  Field,  should  be  published 
in  the  State  Medical  Association’s  Bulletin. 

Mr.  McGrew  stated  that  the  communications  be- 
tween Para-Medical  Health  groups  in  every  com- 
munity across  the  state  are  unsatisfactory.  All 
Para-Medical  groups  in  a town  should  be  notified 
of  a project  or  exercise  but  unfortunately,  this  is 
not  done  at  present.  He  stated  that  perhaps  each 
group  through  an  individual  could  be  requested  to 
participate  in  the  program. 

Mr.  Neff  stated  that  possibly  the  President  of 
the  Hospital  Association  should  be  contacted  and  a 
request  made  through  him  that  representatives  of 
the  Hospital  Association  be  chosen  to  participate  in 
any  future  programming. 

Doctor  Wright  felt  that  the  physicians  and  nurses 
should  participate  in  any  program  or  seminar  pre- 
sented to  the  Hospital  Association  at  their  conven- 
tion. 

Mr.  Neff  felt  that  possibly  requests  should  go  out 
to  all  Para-Medical  groups  across  the  state  and  to 
all  parent  organizations  for  any  information  they 
may  have  regarding  the  programs  presently  in  oper- 
ation or  in  what  specific  ways  they  would  be  able 
to  participate  should  a disaster  strike. 

Doctor  Johnson  stated  that  the  State  Medical  As- 
sociation’s Board  of  Councilors  might  be  designated 
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as  the  contact  person  for  informational  purposes 
should  a disaster  occur  in  their  particular  district. 

Doctor  Best  felt  that  there  is  no  need  for  these 
contact  physicians,  as  in  a disaster  any  member  of 
the  Association  may  need  to  be  called. 

Doctor  Rogers  stated  that  the  Medical  Directors 
of  the  Civil  Defense  Emergency  Hospitals  might  be 
used  in  this  capacity.  Those  present  decided  that 
the  Medical  Director  be  used  as  the  contact  person 
and  the  state  be  divided  into  areas  according  to  the 
location  of  the  emergency  hospitals. 

General  Welch  felt  that  the  contact  person  would 
be  responsible  for  assessing  any  disaster  situation, 
and  to  report  immediately  to  the  headquarters  in 
Lincoln  the  extent  of  the  disaster  and  what  is  needed 
to  help  remedy  the  situation.  The  information  re- 
ferred to  the  Emergency  Operating  Center  would 
seiwe  to  both  secure  aid  and  to  help  inform  the  news 
media  and  other  groups  as  to  the  actual  extent  of 
any  disaster. 

Doctor  Johnson  stated  that  each  Civil  Defense 
Emergency  Hospital  Director  must  of  necessity 
have  a local  committee  comprised  of  pai-a-medical 
repi'esentatives  in  his  area. 

Colonel  Johnson  stated  that  each  emergency  hos- 
pital iMedical  Director  must  work  closely  with  the 
local  hospital  administrator  in  this  program. 

Doctor  Rogers  suggested  that  Colonel  Johnson  be 
directed  to  compile  information  on  the  items  dis- 
cussed and  to  specify  what  the  needs  are  and  draft 
information  to  be  sent  to  all  Civil  Defense  Emei'- 
gency  Hospital  Directore.  This  portfolio  would 
contain  all  the  information  such  as  the  resources 
available,  the  area  to  be  covered,  personnel  to  be 
contacted,  etc. 

General  Welch  stated  that  this  infomiation  can 
be  compiled  and  the  direction  for  such  planning  must 
come  from  Doctor  Rogers  and  Doctor  Johnson.  He 
went  on  to  say  that  correct  facts  in  a disaster  are 
difficult  to  obtain  and  at  times  the  facts  are  not 
correct  and  possibly  the  Medical  Director  is  the 
individual  to  relate  the  exact  facts  to  the  head- 
quarters office. 

Red  Cross  Regional  representatives  as  well  as 
all  para-medical  representatives  in  a particular  area 
must  work  with  the  Medical  Director  and  form  an 
efficient  workable  program. 

Mr.  Smith  stated  that  the  Pharmaceutical  Asso- 
ciation would  be  happy  to  designate  a representative 
in  each  area  for  such  an  arrangement. 

Mr.  Xeff  stated  that  any  ideas  to  be  sent  out 
should  be  compiled  by  each  para-medical  group 
and  then  a combined  meeting  be  held  in  the  fall 
for  final  decision  and  implementation. 

Doctor  Best  felt  that  each  Medical  Director  should 
be  instructed  to  form  the  group  of  representatives 
in  his  area.  This  instimction  will  be  given  each 
Medical  Director  along  with  a port-folio  of  ma- 
terial regarding  the  entire  over-all  program. 

Doctor  Giffen  stated  that  a Red  Cross  Civil  De- 
fense representative  should  be  requested  to  par- 
ticipate in  this  group.  He  then  reviewed  the  Red 
Cross  Blood  Center  operation  as  it  functions  from 
the  headquartere  in  Omaha.  He  stated  how  blood 
is  moved  from  state  to  state  in  order  to  insm-e  that 
no  shortage  exists.  He  felt  that  the  Red  Cross  plays 
a ver>-  important  part  in  the  over-all  Civil  Defense 
Program  should  any  disaster  occur. 


Projects  to  be  enacted:  (1)  Try  to  develop  better 
cooperation  from  the  Hospital  Association  by  re- 
questing that  a panel  be  included  at  their  Annual 
Convention.  (2)  Set  up  the  Program  of  Communica- 
tion on  the  local  level  as  proposed  above. 

Meeting  adjoumed. 

During  the  year  of  1965  the  following  Packaged 
Disaster  Hospitals  have  been  established  in  the 
following  communities: 

Alliance 

Aurora 

Chadi'on 

Lincoln 

Omaha 

O’Neill 

Valentine 

The  following  are  the  Medical  Directors  and  Alter- 
nates of  the  Packaged  Disaster  Hospitals  in  Ne- 
braska : 

Alliance  — Robert  J.  Morgan,  M.D. 

Aurora  — Houtz  G.  Steenburg,  M.D.,  (P.  J.  Mad- 
den, M.D.) 

Beatrice  — Harry  Hepperlen,  M.D.,  (C.  T.  Frer- 
ichs,  M.D.) 

Blair  — Leslie  I.  Grace,  M.D.,  (R.  F.  Sievere, 
M.D.) 

Broken  Bow  — T.  H.  Koefoot,  M.D.,  (R.  B.  Koe- 
foot,  M.D.) 

Chadron  — R.  H.  Rasmussen,  M.D. 

Fremont  — Robert  Sorenson,  M.D.,  (Harold 
Smith,  M.D.) 

Grand  Island  — Robert  Koefoot,  M.D.,  (D.  P.  Wat- 
son, M.D.) 

Hastings  — Robert  C.  Smith,  M.D. 

Kearney  — Robert  Rosenlof,  M.D.,  (John  Mc- 
Cammond,  M.D.) 

Kimball  — Alfred  Shamberg,  M.D. 

Lincoln  — Russell  C.  Brauer,  M.D.,  (C.  D.  Bell, 
M.D.) 

Norfolk  — James  H.  Dunlap,  M.D.,  (Harold  Dahl- 
heim,  M.D.) 

North  Platte  — Max  McCoy  Raines,  M.D. 

Ogallala  — Donald  E.  Eberle,  M.D. 

Omaha  — Richard  Svehla,  M.D.,  (Gerald  Ries, 
M.D.) 

O’Neill  — Rex  W.  Wilson,  M.D.,  (R.  W.  Water's, 
M.D.) 

Schuyler  — Henr>'  Dey  Myers,  M.D.,  (Howard 
Feud,  M.D.) 

Scottsbluff  — John  Paul  Heinke,  M.D.,  (Lawrence 
Gridley,  M.D.) 

St.  Paul  — Maurice  Mathews,  M.D.,  (Richard 
Hanisech,  M.D.) 

Superior  — Claude  T.  Mason,  M.D.,  (T.  Kiekhaefer, 
M.D.) 

Valentine  — Thomas  Deakin,  M.D. 

Wahoo  — John  E.  Hansen,  M.D.,  (Ivan  French, 
M.D.) 

West  Point  — Louis  Erickson,  M.D. 

York  — James  D.  Bell,  M.D.,  (Harold  Mordlund, 
M.D.) 

The  application  for  a Packaged  Disaster  Hospital 
for  Ogallala  has  been  approved  by  the  Federal 
Government  and  it  is  expected  to  be  delivered  on 
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December  23.  The  application  for  Kimball  has  not 
yet  been  accepted  because  of  tbe  proximity  of  missile 
bases.  Further  information  on  the  storage  site 
is  being  obtained  and  the  application  will  again  be 
submitted  in  the  near  future.  Dr.  Quick  of  Crete 
has  expressed  an  interest  in  a Packaged  Disaster 
Hospital  for  that  ai’ea.  In  the  meantime,  we  are 
looking  for  a suitable  storage  location  in  Crete. 
No  other  requests  have  been  received  so  far.  It  is 
not  expected  that  any  more  of  these  Packaged  Dis- 
aster Hospitals  will  be  available  after  January  1, 
1966. 

Of  the  16  hospitals  originally  located  in  Nebraska 
the  only  one  that  is  not  receiving  supply  additions 
at  the  present  time  is  that  of  Blair  because  of  the 
lack  of  storage  space.  However,  the  city  of  Blair 
is  in  the  process  of  constructing  a new  building  for 
the  pui^pose  of  storing  this  hospital  and  it  is  ex- 
pected that  these  additional  supplies  can  be  ordered 
soon  after  the  first  of  the  year. 

During  the  present  year  Packaged  Disaster  Hos- 
pital training  exercises  were  held  in  the  follow- 
ing locations: 

Wahoo  — January  24;  attendance  200;  4 physi- 
cians 

West  Point  — March  27-28;  attendance  318;  2 
physicians 

O’Neill  — July  23-24;  attendance  146;  3 physi- 
cians 

Norfolk  — July  17;  attendance  180;  7 physicians 

In  November  a meeting  was  held  in  each  of  the 
communities  of  Valentine,  Chadron,  Alliance,  Scotts- 
bluff,  and  Superior.  This  was  for  the  purpose  of 
providing  orientations  for  an  exercise  to  be  held 
about  April  1966  in  each  of  these  localities.  It  is 
planned  at  that  time  to  haul  the  training  unit  from 
one  community  to  the  other  in  the  western  part 
of  the  State  in  order  to  have  all  these  exercises 
w'ithin  about  a ten-day  period. 

Medical  Self  Help.  As  of  November  30,  1965 
the  total  number  of  persons  in  Nebraska  trained 
in  Medical  Self-Help  according  to  our  records  is 
12,706.  Of  these  5,201  were  students  in  school. 
Approximately  290  schools  in  Nebraska,  public  and 
parochial,  are  now  providing  instimction  in  Medical 
Self-Help,  at  least  they  have  requested  and  received 
supplies  for  teaching  it.  Beginning  April  1,  1965 
a man  was  employed  for  three  months  to  call  on 
schools  in  the  interest  of  Medical  Self-Help.  He 
visited  240  schools  at  that  time  with  very  encour- 
aging results  although  we  have  not  yet  begun  to 
receive  their  reports  where  Medical  Self-Help  has 
been  taught  in  schools  so  far  this  year.  On  De- 
cember 1,  1965  a person  again  was  employed  on  a 
temporary  basis  to  work  full  time  in  Medical  Self- 
Help  and  at  the  present  time  he  is  working  mainly 
with  schools  but  also  extension  clubs  and  other 
industrial  and  civic  groups  which  are  in  a position 
to  further  this  program.  In  a few  instances  we 
have  been  informed  that  there  is  difficulty  in 
finding  instructors  in  Medical  Self-Help.  The  pub- 
lication of  the  State  Nurses  Association  has  carried 
an  appeal  to  nurses  to  volunteer  their  services  for 
Medical  Self-Help  when  requested  and  we  hope  that 
time  will  better  the  situation. 

On  May  26  and  27,  1965,  a Stateline  Course  on 
Health  Mobilization  was  held  at  the  Sheraton-Fon- 
tenelle  Hotel,  Omaha,  with  229  in  attendance.  This 


included  members  of  the  Medical  and  Allied  profes- 
sions as  well  as  Civil  Defense  and  Civic  groups  with 
special  emphasis  on  the  representation  by  the  State 
organizations.  Since  that  time  the  Pharmaceutical 
Association  has  promoted  Packaged  Disaster  Hos- 
pitals and  in  their  five  Regional  meetings  held  last 
month  the  Packaged  Disaster  Hospital  film  was 
shown  and  a presentation  of  this  subject  made  to 
the  pharmacists  in  each  case. 

Respectfully  submitted, 

GEORGE  N.  JOHNSON,  M.D., 
Chairman 

REPORT  OF  HOSPITAL 
AND  PROFESSIONAL  RELATIONS 

Russell  Brauer.  M.D.,  Lincoln,  Chairman  ; John  Brush,  M.D., 
Omaha ; L.  H.  Hoevet,  M.D.,  Chadron  ; Howard  Yost,  M.D., 
Fremont;  E.  J.  Loeffel,  M.D.,  Mitchell;  L.  I.  Grace,  M.D.,  Blair. 

The  Hospital  and  Professional  Relations  Commit- 
tee in  1965  had  one  problem  referred  to  it  by  a 
physician.  The  committee  met  with  him  and  re- 
viewed the  problems  he  presented.  Certain  com- 
mittee recommendations  were  made,  primarily  em- 
phasizing the  importance  of  more  unity  of  physi- 
cian relations  in  the  community. 

Respectfully  submitted, 

RUSSELL  BRAUER,  M.D., 
Chairman 

REPORT  OF  DIABETES  COMMITTEE 

The  Diabetes  Committee  again  prepared  a state 
wide  program  for  Diabetes  Detection  Week  in  1965. 
Included  are  reports  of  results  of  that  program 
plus  the  program  at  the  State  Fair  and  results 
from  several  county  projects. 

STATE  FAIR 

Dextrostix 

(Blood 

Sugars) 


Total  number  of  tests 1,527 

Number  of  positives 75 

Number  of  positives  previously 

known  12 

Number  of  positives  previously 

unknown 63 


FRONTIER  COUNTY  HEALTH  COUNCIL 

Clinistix 

(Urine 

Sugars) 


Total  number  of  tests 749 

Total  number  of  positives 2 

Total  number  of  positives 

previously  known 2 

Total  number  of  positives 

previously  unknown  0 


RICHARDSON  COUNTY 

Clinistix 

(Unne 

Sugars) 


Total  number  of  tests 319 

Total  number  of  positives 5 

Total  number  of  positives 

previously  known  3 

Total  number  of  positives 

previously  unknown  2 
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PHYSICIANS’  OFFICES 


( U rine 
Sugars) 

Number  of  physicians  report 165 

Total  number  of  tests 7,659 

Total  number  of  positives 316 

Positives  previously  known 213 

Positives  previously  unknown 103 

Total  tests  10,254 

Positives  398 

Positives  previously  known 230 

Positives  previously  unknown 168 


Respectfully  submitted, 

MORRIS  MARGOLIN,  M.D., 
Chairman 

REPORT  OF  MEDICINE  AND  RELIGION 

Horace  Giffen,  M.D.,  Omaha.  Chairman  : Ray  Sundell,  M.D., 
Omaha : John  Campbell.  M.D..  Central  City ; J.  J.  Hanigan, 
M.D..  Lincoln ; Dwaine  J.  Peetz.  M.D.,  Neligh. 

This  committee  met  repeatedly  last  year  prior  to 
the  State  Medical  Association  meeting  and  directed 
the  initiation  of  medicine  and  religion  discussions 
with  a special  meeting  in  the  Civic  Auditorium  with 
provision  of  literature  for  follow-up  in  County  Medi- 
cal Societies.  The  initial  meeting  was  moderately 
attended  and  seemed  to  be  stimulating  to  those 
there.  It  is  to  be  hoped  that  County  Medical  groups 
will  continue  to  be  conscious  of  the  needs  for  doc- 
toi’s  and  ministers  working  together  in  many  problem 
areas  of  medical  cases. 

Respectfully  submitted, 

HORACE  K.  GIFFEN,  M.D., 
Chairman 

REPORT  OF  JOINT  COMMITTEE  FOR  THE 
IMPROVEMENT  OF  THE  CARE 
OF  THE  PATIENT 

\V.  C.  Kenner,  M.D.,  Nebraska  City.  Chairman  : M.  P. 

Brolsma,  M.D.,  Lincoln. 

The  Joint  Committee  for  the  Improvement  of  the 
Care  of  the  Patient  met  with  representatives  of 
the  Nebraska  Hospital  Association  and  of  Blue 
Cross  and  Blue  Shield  on  several  occasions  the  past 
year. 

The  establishment  and  functioning  of  Utilization 
Committees  in  various  hospitals  in  Omaha,  Lincoln, 
Kearney  and  vaidous  other  cities  of  the  State  was 
reported  and  discussed.  This  experience  over  the 
past  two  years  is  proving  to  be  valuable  not  only 
to  the  hospitals  in  making  better  use  of  their  staff 
and  facilities  but  also  in  making  it  easier  to  meet 
the  requirements  of  the  Joint  Accreditation  Com- 
mittee. 

As  you  all  know,  the  establishment  and  proper 
functioning  of  a Utilization  Committee  has  been 
made  a requirement  if  a hospital  is  to  continue  to 
be  accredited  after  its  next  examination  following 
January  1,  1966. 

It  will  also  be  a requirement  of  any  hospital  wish- 
ing to  be  eligible  to  care  for  patients  under  the  new 
Medicare  law.  If  the  Staff  does  not  form  its  own 
Committee  the  law  provides  for  the  establishment 
of  a Committee  by  tbe  regional  director. 

Hence  it  seems  only  logical  that  a Utilization 
Committee  should  be  established  by  each  hospital 
even  though  the  Staff  Doctors  themselves  may  not 


have  made  up  their  minds  as  to  whether  to  partici- 
pate in  the  Medicare  program  or  not. 

Respectfully  submitted, 

W.  C.  KENNER,  M.D., 
Chair-man 

REPORT  OF  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

Lee  Stover,  M.D.,  Lincoln,  Chainnan  : John  J.  Grier.  M.D., 
Omaha : James  D.  Hayhurst,  M.D.,  Scottsbluff : Clyde  Kleager, 
M.D.,  Hastings ; Vincent  S.  Lynn,  M.D.,  Geneva ; Orvis  A. 
Neely,  M.D..  Lincoln. 

1965  was  a year  of  momentous  change  in  the  field 
of  prepayment.  No  one  knows  for  sure  the  im- 
pact Medicare  will  make  on  prepajment,  the  free 
practice  of  medicine,  nor  the  quality  of  medical 
care.  However,  positive  action  must  be  taken  to 
favorably  influence  its  effect  so  that  none  suffer, 
neither  the  patient,  the  doctor,  his  practice,  the 
quality  of  his  care  nor  the  traditional  physician- 
patient  relationship. 

Nebraska  Blue  Shield  has  again  proved  its  in- 
valuble  woi-th  to  doctors  of  medicine  by  taking 
immediate  and  positive  action  to  try  and  forestall 
any  further  deterioration  of  any  phase  of  Ameri- 
can medical  care. 

Special  coverage  is  being  developed  and  will  be 
offered  by  Nebraska  Blue  Shield  to  compensate  for 
many  of  the  deductibles,  co-insurance  and  other 
open  areas  of  Medicare  so  that  no  further  legisla- 
tion will  be  necessary  for  prepaying  the  costs  of 
medical  care. 

Unless  American  medicine  can  show  government 
and  the  American  public  that  low  overhead,  reason- 
able cost,  voluntaiy  methods  of  prepaying  the  costs 
of  medical  care  will  work  — then  the  present  P.L. 
89-97  (Medicare)  will  only  be  the  forerunner  of  ad- 
ditional, if  not  complete,  federalization  of  medical 
care. 

It  was  necessai-y  for  Nebraska  Blue  Cross-Blue 
Shield  to  increase  rates  the  past  year.  They  avoid 
doing  this  as  long  as  fiscally  possible,  but  when- 
ever the  cost  of  patient  care  exceeds  income  over 
a period  of  time,  it  is  the  only  recourse  they  have. 
There  just  isn’t  any  magical  solution  to  this  prob- 
lem. It  takes  members’  premium  dollars  to  pay  for 
members’  medical  care. 

New  schedules  were  developed  for  anesthesia, 
radiological  diagnosis  and  pathological  examina- 
tions. Revised  manual  pages  were  mailed  to  all 
participating  physicians. 

Prevailing  Fees  is  the  predominant  current  dis- 
cussion topic  in  the  search  for  an  equitable  and 
fair  means  of  paying  for  medical  sei-vices.  In  all 
areas  where  this  program  has  been  tried  it  has 
met  with  ovei-whelming  acceptance  by  participating 
physicians. 

As  of  December  17,  1965,  there  were  1,242  par- 
ticipating physicians  in  Nebraska.  Tbis  is  an 
increase  of  24  since  January  1st. 

376  doctors’  offices  were  visited  and  sei-\’iced 
by  Plan  personnel  during  the  year.  This  included 
the  employees  of  762  physicians  as  some  offices 
house  several  doctors. 

Exhibits  and  displays  were  installed  and  manned 
at  the  State  Medical  Association’s  Annual  Meeting 
and  the  Midwest  Clinical  Society  Meeting.  Litera- 
ture and  reprints  were  fumished  prestamped  and  ad- 
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dressed  to  the  Blue  Shield  Committee  of  the  Wom- 
an’s Auxiliary  to  the  Nebraska  State  Medical  Asso- 
ciation for  mailing  with  a covering  letter  to  all 
County  Medical  Society  Auxiliary  Blue  Shield  Com- 
mittees. Newsletters  and  informational  material 
are  also  mailed  to  the  various  health  disciplines. 

Members  of  your  Prepayment  Medical  Care  Com- 
mittee have  attended  all  regular  and  special  Ne- 
braska Blue  Shield  Board  Meetings  during  1965. 
Several  other  meetings  pertaining  to  prepayment 
were  also  attended  by  one  or  more  of  your  Commit- 
tee Members  during  the  year,  including  the  National 
Blue  Shield  Meeting  held  in  Chicago,  Illinois,  on 
October  25,  26  and  27. 

If  American  Doctors  of  Medicine  are  to  halt  the 
advance  of  government  medicine,  they  must  band 
together  and  provide  a positive  answer  to  the 
demand  for  an  adequate  means  of  prepaying  for 
medical  care.  Right  or  wrong,  just  or  unjust,  the 
demand  is  there  — by  government  — by  unions  — 
by  management  — and  even  by  our  own  patients. 
We  can  no  longer  hide  our  heads  in  the  sand  and 
hope  the  specter  goes  away.  If  we  sincerely  want 
to  continue  the  free  practice  of  medicine  as  our 
fathers  and  their  fathers  knew  it,  we  have  to  provide 
an  answer  and  then  be  sure  that  we  make  the 
answer  work. 

The  Prepayment  Medical  Care  Committee  recom- 
mends continued  approval  and  support  of  the  Ne- 
braska Blue  Shield  Plan  by  the  Nebraska  State 
Medical  Association. 

Respectfully  submitted, 

LEE  STOVER,  M.D., 
Chairman 

REPORT  OF  PSYCHIATRY  COMMITTEE 

The  Committee  on  Psychiatry  met  five  times  in 
1965  and  once  in  1966.  The  Committee  has  continued 
to  represent  the  Nebraska  Medical  Association  at 
various  state  and  national  meetings: 

1.  Mental  Health  Conference  in  Washington,  D.C. 

2.  Regional  Conference  on  Community  Workshop 
sponsored  by  the  AAGP  in  Omaha. 

3.  National  Conference  on  Community  Mental 
Health  Program  in  Chicago. 

4.  Second  Nebraska  Congress  on  Mental  Health 
in  Lincoln. 

The  Committee  designed  and  displayed  an  ex- 
hibit at  the  annual  state  meeting  showing  the 
trends  in  psychiatric  treatment,  the  progress  of 
private  psychiatric-treatment,  the  contributions  of 
the  family  physician  and  private  psychiatrist,  the 
contributions  of  State  Government  organizations,  and 
the  availability  of  psychiatric  care  in  Nebraska. 

The  Committee  has  held  much  discussion  on  the 
trends  and  the  future  of  mental  health,  especially 
in  this  state  now  that  the  Federal  Government  plans 
a bigger  role.  The  private  practice  sector  of  psy- 
chiatry is  much  concerned  with  the  community 
treatment  aspects  of  mental  health  care,  and  with 
the  federal  funding  and  control  being  exerted  at 
the  present.  In  the  past  the  Nebraska  Legislature 
has  taken  the  responsibility  in  caring  for  Nebras- 
ka’s mentally  ill  and  will  probably  continue  to  do 
so.  The  proposed  community  health  centers  should 
be  under  control  of  the  community  and/or  State, 
and  should  be  financed  as  much  as  possible  by  the 


community,  since  in  years  to  come  the  Federal 
funds  would  probably  not  be  available  in  large 
amounts  after  the  initial  facility  and  program  is 
organized.  We  believe  the  Nebraska  State  Medical 
Association  in  conjunction  with  other  organizations 
in  this  area,  should  start  a program  telling  what 
facilities,  manpower,  etc.,  are  available  now;  what 
is  the  ultimate  goal  for  adequate  treatment;  and 
what  is  going  to  be  available  in  the  future  as 
things  now  stand.  An  adequate  plan  should  be 
drawn  up,  put  into  action,  and  information  be  pro- 
vided to  the  professions  and  public.  The  pro- 
gram should  include:  (1)  Evaluation  of  the  psychi- 
atric system  in  Nebraska;  (2)  Have  an  educational 
campaign  directed  at  the  physicians  explaining  what 
we  expect  in  years  to  come  and  what  can  and  should 
be  done. 

The  Committee  has  been  much  concenied  with 
the  present  policy  of  giving  one  man  complete  au- 
thority in  the  appointment,  dismissal,  demotion, 
and  the  involuntary  transfer  of  psychiatrists  within 
the  state  hospitals.  We  also  noted  that  the  legis- 
lature has  seen  fit  to  budget  for  lay  administrators, 
and  the  budget  committee  determines  the  policy 
within  the  state  hospitals.  The  fact  that  the  lay 
administrator  is  a political  appointee  is  considered 
very  dangerous,  but  we  concede  that  in  any  hos- 
pital, an  assistant  administrator  of  a business  man- 
ager type  is  of  great  importance. 

After  considerable  discussion,  it  was  decided  by 
the  committee  to  present  the  following  items  to  the 
House  of  Delegates  for  adoption  and  proper  dissem- 
ination: 

1.  The  Nebraska  State  Medical  Association  is  in 
favor  of  the  Chief  Administrative  Officer  of  a State 
Mental  Institution  being  a Medical  Doctor  in  the 
Psychiatric  Branch  of  Medicine. 

2.  Recommended  establishment  of  a review  or 
appeal  board  for  deliberation  and  consultation,  re- 
porting to  the  Governor,  when  a state  institution 
medical  director  or  other  medical  personnel  are  faced 
with  involuntary  release,  transfer,  or  dismissal  and 
that  this  board  have  membership  consisting  of  the 
President  of  the  County  Medical  Society  having  a 
state  mental  hospital  at  the  time  in  question,  the 
President  of  the  Nebraska  State  Medical  Association, 
the  Chairman  of  the  Committee  on  Psychiatry,  (or 
their  designates),  a Nebraska  representative  of  the 
Executive  Committee  of  the  District  Branch  of  the 
American  Psychiatric  Association,  the  President  of 
the  Nebraska  Academy  of  the  Private  Practice  of 
Psychiatry,  or  his  designate,  and  a representative 
of  another  State  Mental  Hospital. 

The  Committee  makes  the  following  recommenda- 
tions: 

1.  A study  committee  be  named  to  review  the 
problems  involved  with  State  Federal  Funding  of  the 
State  Mental  Institutions. 

2.  We  request  the  House  of  Delegates  to  change 
the  name  of  this  Committee  to  “The  Committee  on 
Mental  Health  and  Retardation.” 

3.  Change  page  48  in  the  Constitution  and  By- 
Laws  relating  to  the  description  of  the  activities 
of  this  committee.  We  recommend  that  this  section 
be  changed  to  read,  “The  Committee  on  Mental 
Health  and  Retardation  shall  keep  in  touch  with 
current  progress  in  their  field.  It  shall  bring  be- 
fore the  members  of  the  Nebraska  State  Medical 
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Association  such  activities  as  may  be  of  interest 
in  this  part  of  medical  practice.” 

4.  The  House  of  Delegates  is  requested  to  en- 
dorse the  principles,  implementation  and  activi- 
ties of  the  Omaha  Community  Mental  Health  Center, 
which  was  brought  into  existence  by  the  efforts 
of  the  Eastern  Nebraska  Mental  Health  Association 
upon  the  recommendations  of  the  Region  6 of  the 
Govemor’s  Nebraska  Long  Range  Mental  Health 
Plan. 

As  Chairman  of  the  Committee  on  Psychiatiy, 

I wish  to  express  my  gratitude  to  the  members  of 
the  committee,  the  Executive  Secretaiy  and  Assist- 
ant Executive  Secretary  and  to  the  Nebraska 
Branch  of  the  American  Psychiatric  Association  for 
their  help  and  consultation  during  the  past  year. 

Respectfully  submitted, 

LESLIE  I.  GRACE,  JR.,  M.D., 
Chairman 

REPORT  OF  RELATIVE  VALUE 
STUDY  COMMITTEE 

B.  R.  Bancroft.  M.D..  Kearney.  Chairman : J.  E.  Courtney, 
M.D..  Omaha ; H.  E.  Mitchell.  M.D.,  Lincoln ; Robert  Long. 
M.D.,  Omaha;  Harlan  Papenfuss,  M.D.,  Lincoln;  James  E. 
Ramsey,  M.D.,  Atkinson. 

Since  the  progress  report  given  to  the  House  of 
Delegates  at  the  annual  meeting  in  1965,  your  com- 
mittee has  been  occupied  largely  with  the  revision 
and  upgrading  of  the  Relative  Value  Study  origin- 
ally compiled  in  1961.  After  more  than  a year  of 
preparation  this  Study  is  now  in  the  hands  of  the 
members  of  the  Nebraska  State  Medical  Association. 
Your  committee  sincerely  appreciates  the  coopera- 
tion of  the  representatives  of  the  various  specialty 
groups  without  which  this  work  would  have  been 
impossible. 

Negotiation  with  the  military  Medicare,  with  the 
chairman  of  this  committee  as  consultant,  is  now 
underway  and  will  be  reported  by  the  Policy  Com- 
mittee. Negotiations  with  welfare,  old  age  assist- 
ance, Kerr-Mills  and  compensation  court,  by  this 
committee,  are  yet  to  come.  Your  Policy  Commit- 
tee has  been  designated  as  a negotiating  committee 
for  social  security  amendments  of  1965,  with  the 
chairman  of  this  committee  as  a consultant. 

Progress  report  of  the  activities  of  this  com- 
mittee will  be  given  to  the  House  of  Delegates  at  the 
annual  meeting  in  1966. 

The  Chairman  of  your  committee  wishes  to  ex- 
press his  appreciation  of  the  hard  work  and  faith- 
ful attendance  of  the  members  of  this  committee  and 
the  association  office. 

Respectfully  submitted, 

B.  R.  BANCROFT,  M.D., 
Chairman 

REPORT  OF  SUB-COMMITTEE  ON 
ATHLETIC  INJURIES 

H.  W.  Shreck.  M.D.,  Hastings.  Chairman : Paul  Goetowski. 
M.D..  Lincoln  : John  G.  Yost.  M.D..  Hastingrs  ; S.  I.  Fuenning, 
M.D.,  Lincoln ; Bruce  F.  Claussen.  M.D..  North  Platte : Otis 
Miller.  M.D..  Ord  ; Mr.  George  Sullivan.  Lincoln. 

During  the  year  1965  your  Sub-Committee  on 
Athletic  Injuries  has  continued  its  progress  in  the 
alleviation  of  injuries  to  our  Nebraska  school  ath- 
letes. In  addition,  significant  developments  are  in 
the  making  which  will  tie  school  administrators. 


coaches,  and  the  State  Medical  Association  in  a 
closer  working  relationship. 

Your  Sub-Committee  had  four  meetings  during  the 
year  1965,  plus  the  Third  Annual  Seminar.  Three 
meetings  were  held  prior  to  the  Seminar  to  prepare 
the  program  and  to  arrange  the  meeting,  and  one 
following. 

The  Third  Annual  Seminar  was  held  at  the  Hotel 
Cornhusker  August  20-21,  1965.  The  program  fea- 
tured injuries  and  treatment  to  the  lower  extrem- 
ities. Two  National  figures  in  diagnosis  and  treat- 
ment were  featured  throughout  the  program.  Addi- 
tional fonims  were  held  including  a discussion  from 
school  administrators  and  insurance  men.  Our  usual 
feature  of  taping  and  treatment  demonstrations  was 
given  on  the  last  morning. 

Attendance  to  the  Seminar  by  medical  personnel 
was  good,  and  the  increase  of  coach  attendance, 
especially  the  last  morning,  over  last  year  was 
gratifying.  In  fact,  there  were  so  many  that  the 
question  was  immediately  forthcoming:  Where  might 
we  find  more  room. 

Our  efforts  in  financially  supporting  the  Sem- 
inar has  come  from  a number  of  sources,  including 
the  School  Activities  Association,  Medical  Groups, 
Sporting  Goods  Manufacturers,  Tape  and  Bandage 
Manufacturers,  and  Book  Publishers. 

Looking  fonvard  to  next  year  and  our  Fourth 
Annual  Seminar,  there  are  new  developments  prog- 
ressing. We  hope  to  combine  our  place  of  meeting 
with  the  Coaching  School,  which  is  always  held 
at  the  same  time  as  our  meeting.  This  will  have, 
the  committee  feels,  a number  of  beneficial  effects 
for  both  meetings.  It  will  provide  more  room,  as 
the  Pershing  Auditorium  basement  is  to  be  used. 
Displayers  that  support  both  programs  will  have 
a better  display  area  and  better  attendance.  Both 
meetings  will  be  adjacently  held,  providing  easier 
access  of  coaches  to  our  meetings.  Costs  will  be 
more  easily  covered.  Progress  of  this  phase  is 
well  along  and  it  looks  very  favorable  for  the  1966 
Seminar. 

The  other  development  is  the  request  of  the  Ne- 
braska State  School  Administrators  to  join  with  our 
committee  in  establishing  an  additional  set  of  guide 
lines  for  physical  education  in  Public  Schools  in  Ne- 
braska. We  will  be  holding  meetings  on  this  mat- 
ter and  also  will  discuss  Health  and  Education  for 
Schools  in  more  detail  during  1966. 

Our  committee  feels  that  this  last  development  is  a 
significant  break-thru  in  aligning  Nebraska  School 
Administrators  and  the  Nebraska  State  Medical  As- 
sociation. 

We  think  our  Committee  is  gaining  in  its  objec- 
tives and  hope  our  progress  will  continue. 

Respectfully  submitted, 

H.  W.  SHRECK,  M.D., 
Chairman 

REPORT  OF  REHABILITATION  COMMITTEE 

D M.  Frost.  M.D.,  Omaha.  Chairman:  F.  S.  Webster.  M.D., 
Lincoln  : Frank  Stone.  M.D.,  Lincoln : R.  M.  House.  M.D., 
Grand  Island  : J.  G.  Yost,  M.D.,  Hastings ; John  M.  Thomas, 
M.D..  Omaha. 

The  Rehabilitation  Committee  had  no  foi-mal  meet- 
ings during  1965  since  no  issues  were  presented  or 
arose  for  this  committee’s  attention. 

Although  there  is  nothing  to  report  for  the  corn- 
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mittee  for  1965,  it  is  fully  anticipated  that  this 
committee’s  activity  during  1966  will  be  greater 
with  the  advent  of  the  multiple  types  of  Federal 
programs  being  put  into  effect  during  this  coming 
year,  many  of  which  will  involve  the  sphere  of  re- 
habilitation medicine. 

Respectfully  submitted, 

D.  M.  FROST,  M.D., 
Chairman 

REPORT  OF  MATERNAL  AND  CHILD 
HEALTH  COMMITTEE 

Warren  Bosley,  M.D.,  Grand  Island.  Chairman ; Hodsen 
Hansen.  M.D.,  Lincoln;  Otto  Rath,  M.D..  Omaha;  Theo.  J. 
Lemke,  M.D.,  Columbus  ; Theo.  Koefoot,  M.D.,  Broken  Bow ; 
William  Rumbolz,  M.D.,  Omaha ; Harold  S.  Morgan,  M.D., 
Lincoln  ; Robert  F.  Getty,  M.D.,  North  Platte  ; R.  Fischer,  M.D., 
Columbus. 

The  last  meeting  of  the  Maternal  and  Child  Health 
Committee  was  held  on  January  5,  1966,  at  the  Hotel 
Cornhusker  in  Lincoln.  Present  were  Doctors  War- 
ren Bosley,  Grand  Island,  Chainnan;  Hodson  Han- 
sen, Lincoln;  William  Rumbolz,  Omaha;  Harold  S. 
Morgan,  Lincoln;  Robert  F.  Getty,  North  Platte; 
Willis  D.  Wright,  Omaha,  President;  Dan  A.  Nye, 
Kearney,  President-Elect;  Mr.  Kenneth  Neff,  Execu- 
tive Secretary,  and  Bill  Schellpeper,  Executive  As- 
sistant. 

The  programs  sponsored  and  carried  out  by  the 
MCH  Committee  were  then  reviewed.  The  Chair- 
man reported  that  in  the  three  years  since  the  re- 
vised maternal  mortality  forms  were  adopted,  24 
of  these  have  been  sent  out  and  17  have  been  re- 
turned. It  was  agreed  that  this  was  a good  re- 
sponse. The  Committee  agreed  that  three  additional 
questions  should  be  added  to  the  form  to  make  it 
more  informative  and  to  increase  its  teaching  value. 
Copies  of  these  revised  forms  will  be  made  avail- 
able to  the  House  of  Delegates  as  soon  as  they 
are  printed.  The  death  certificates  in  Nebraska 
now  carry  a question  asking  that  if  the  deceased 
is  a woman,  whether  or  not  she  was  pregnant  dur- 
ing the  9 months  prior  to  death.  The  Committee 
generally  agreed  that  the  maternal  mortality  studies 
were  proceeding  well  and  that  some  thought 
might  now  be  given  to  considering  a tabulation 
or  study  of  perinatal  deaths. 

The  matter  of  testing  newborn  infants  for  phenyl- 
ketonuria was  then  discussed.  The  House  will  recall 
that  legislation  requiring  this  was  introduced  in 
the  State  Legislature  at  the  last  session,  but  this 
bill  was  killed  in  committee  through  the  efforts 
of  the  MCH  Committee  and  other  groups.  There 
is  ample  evidence  that  efforts  to  pass  this  legisla- 
tion are  still  quite  vigorous.  The  Secretary  of  the 
Association  has  carried  out  a survey  of  Nebraska 
Hospitals.  94  reported  that  they  do  PKU  testing 
on  a routine  basis,  9 hospitals  reported  that  they 
do  not  do  such  testing,  and  5 hospitals  stated  they 
contemplated  setting  up  a testing  program.  7 re- 
ported that  testing  is  carried  out  in  the  local  physi- 
cians’ offices.  Only  4 hospitals  questioned  did  not 
reply. 

From  this  study,  it  would  appear  that  over  90% 
of  newborn  infants  in  Nebraska  are  being  examined 
in  the  newborn  period  for  phenylketonuria.  The 
Committee  discussed  the  problem  of  phenylketonuria 
at  some  length.  Because  there  are  many  unsettled 
questions  at  the  investigative  level,  the  Committee 
makes  no  recommendations  regarding  the  type  of 


tests  that  should  be  performed.  The  Committee  will 
prepare  and  send  to  each  physician  of  Nebraska  a 
summary  of  the  present  state  of  knowledge  of  this 
disease  in  order  that  the  members  of  the  Associa- 
tion may  be  as  well-informed  as  present  knowledge 
permits.  According  to  the  presently  accepted  inci- 
dence of  phenylketonuria  — 1 in  10,000  births  — 
one  might  expect  that  3 babies  per  year  to  be  born 
in  Nebraska  with  phenylketonuria. 

In  September,  the  Chairman  of  the  MCH  Commit- 
tee participated  in  an  Institute  for  the  home  care 
and  management  for  the  physically-handicapped  and 
mentally-retarded  child.  This  Institute  was  spon- 
sored jointly  by  the  Iowa  and  Nebraska  State  Medi- 
cal Associations,  the  Iowa  and  Nebraska  Associa- 
tions for  Retarded  Children  and  the  Iowa  and  Ne- 
braska United  Cerebral  Palsy  Associations.  This 
was  a well-conducted  meeting,  and  it  provided  a fine 
opportunity  to  develop  good  relationships  with  these 
organizations  of  laymen.  The  Chainnan  has  also 
been  active  in  representing  the  Nebraska  State 
Medical  Association  on  the  Nebraska  Committee  for 
Children  and  Youth  and  the  Governor’s  Committee 
on  Mental  Retardation.  It  may  be  possible  to  at- 
tend the  next  annual  meeting  of  the  Nebraska  As- 
sociation for  Retarded  Children  and  to  appear  on 
the  program.  This  is  a most  active  lay  group  in 
the  area  of  mental  retardation,  and  it  is  certainly 
to  their  and  our  advantage  to  improve  our  com- 
munication with  them.. 

Respectfully  submitted, 

WARREN  BOSLEY,  M.D., 
Chairman 

REPORT  OF  HEALTH  EDUCATION  IN 
SCHOOLS  AND  COLLEGES 
COMMITTEE 

S I Fuenning,  M.D..  Lincoln.  Chairman ; Paul  Bancroft, 
M.D.,  Lincoln : H.  W.  Shreck,  M.D..  Hastings : R.  C.  Rosenlof, 
M.D.,  Kearney ; J.  P.  Heinke,  M.D..  Scottsbluff ; H.  V.  Smith, 
M.D.,  Kearney;  S.  M.  Rathbun.  M.D.,  Beatrice:  Ray  Hill,  M.D., 
Seward ; W.  P.  Jensen,  M.D.,  Omaha. 

The  chief  project  of  the  Health  Education  Com- 
mittee has  been  the  continuation  of  the  Health  Educa- 
tion Suiwey  project  that  was  established  in  1964. 
The  study  of  health  education  in  the  Class  C Schools 
in  Nebraska  was  completed  in  1965.  Enclosed  is  a 
summary  of  this  health  education  survey.  As  a 
result  of  this  very  significant  study,  the  following 
action  and  recommendations  have  been  made: 

1.  Disposition  of  Summary  of  Health  Education 
Study: 

Summary  of  report  to  be  sent  to  all  physi- 
cians, principals,  and  superintendents  with  a 
cover  letter  signed  by  the  President  of  the 
N.S.M.A.,  Floyd  Miller,  Commissioner  of  Edu- 
cation, and  Mr.  Ted  Dappen,  Chairman  of  the 
Department  of  Health  Education,  State  Depart- 
ment of  Health.  A similar  procedure  was  used 
at  the  time  the  study  was  initiated. 

2.  The  Development  of  a Curriculum  in  Health 
Education  for  Elementary  and  Secondary 
Schools : 

Mr.  Floyd  Miller  has  indicated  that  he  will 
appoint  a committee  in  the  Department  of 
Public  Instruction  to  work  with  the  Health 
Education  Department  State  Department  of 
Health,  to  establish  a suggested  curriculum  for 
health  education. 
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Question:  What  do  the  physicians  expect  of 

elementarj-  school  students,  high  school  stu- 
dents and  community  citizens  in  the  area 
of  health  knowledge  and  understanding? 

3.  The  Employment  of  a Health  Educator  in  the  .. 
State  Department  of  Education: 

Several  years  ago  the  State  Department  of 
Education  did  have  a specialist  on  their  staff 
to  promote  health  education  in  the  schools 
in  the  State  of  Nebraska.  This  was  as  a re- 
sult of  a Kellogg  Foundation  Project  on  School 
Community  Health  Education  in  the  early 
1950’s.  Several  years  after  the  completion  of 
this  Kellogg  Project,  the  specialist  resigned 
and  this  position  has  never  been  filled. 

Funds  from  Washington  are  now  becoming 
available  to  employ  assistants  in  specialized 
areas.  The  general  orientation  in  the  Ele- 
mentary and  Secondary  Education  Act  of  1965 
provides  assistance  in  the  area  of  health  and 
physical  education  and  recreation.  This  fol- 
lows the  presently  established  patterns  of 
associating  health  education  with  physical  edu- 
cation. 

Since  there  has  been  precedence  for  the 
State  Department  of  Health  to  loan  person- 
nel to  the  State  Department  of  Education  in 
specialized  areas,  the  Health  Education  Com- 
mittee recommends  the  following: 

It  is  recommended  that  a full  time  Profes- 
sional Health  Educator  be  employed  by  the 
State  Department  of  Health  in  the  Department 
of  Health  Education  and  loaned  to  the  State 
Department  of  Education  to  assist  the  schools 
in  the  further  development  of  health  education 
programs  in  the  elementary  and  secondary 
schools. 

4.  Nebraska  State-Wide  Conference  on  Health 
Education: 

The  Nebraska  Health  Education  Survey  and 
the  Nation-Wide  Study  of  Health  Instimction 
in  the  Public  Schools  sponsored  by  the  Bronf- 
man Foundation  has  indicated  the  great  need 
for  health  education  in  elementaiy  and  sec- 
ondary schools.  The  lack  of  health  education 
in  our  schools  not  only  in  the  State  of  Ne- 
braska but  throughout  the  United  States,  is 
as  a result  of  many  factors,  situations,  and 
philosophical  influences,  and  these  are  briefly 
as  follows: 

a.  The  lack  of  concern  and  interest  by  physi- 
cians. 

b.  The  cleavage  between  physicians  and  edu- 
cators. The  field  of  health  education  by 
default  has  become  the  concem  of  physical 
educators.  The  physical  educators  are  pri- 
marily trained  in  physical  education  with 
very  little  training  in  health  education. 
This  has  resulted  in  the  development  of 
veiy  poor  health  education  programs. 

c.  The  recent  rapid  development  of  the  Pupil 
Personnel  Movement  (guidance  and  coun- 
seling) which  has  as  its  objective  the  in- 
clusion of  health  ser\dce  and  education  as 
part  of  its  puiwiew  in  providing  a new 
direction  and  orientation,  and  is  detri- 
mental to  the  development  of  a sound 
program  in  health  education. 


d.  The  cleavage  between  public  health  edu- 
cators and  health  educators.  This  is  grad- 
ually being  resolved. 

In  order  to  provide  leadership  to  the  de- 
velopment of  health  education  in  the  State 
of  Nebraska  and  to  further  implement  the 
desired  results  of  the  health  education  survey, 
it  has  been  proposed  by  the  Health  Education 
Committee  that  a State- Wide  Conference  on 
Health  Education  be  held. 

Specifically,  the  State- Wide  Conference  on 
Health  Education  will  emphasize  the  im- 
portance of  a sound  health  education  pro- 
gram in  our  schools  and  colleges,  mobilize  our 
health  resources  in  the  State  of  Nebraska 
for  a concerted  effort  to  help  establish  sound 
health  education  programs  not  only  in  our 
schools  and  colleges  but  in  our  communities, 
and  will  provide  further  guidelines  for  the 
continued  development  of  health  education 
curriculum  and  programs  in  schools,  colleges 
and  communities.  The  Health  Education 
Committee  has  recommended  the  following 
resolution : 

“The  Nebraska  State  Medical  Association  to 
sponsor  a State- Wide  Conference  on  Health 
Education.  Interested  professional  health  agen- 
cies, voluntary  health  agencies,  and  official 
health  agencies  will  be  invited  to  co-sponsor  such 
a conference.” 

STATE  INTER-AGENCY  HEALTH 
COUNCIL 

In  the  past  several  years  the  U.S.P.H.S.  has  been 
aware  of  the  fragmentation  of  health  services  in 
communities.  As  a result,  the  U.S.P.H.S.  has  estab- 
lished a Division  of  Community  Health  Services  to 
promote  coordination  of  health  facilities  and  agen- 
cies within  a community.  The  National  Health  Coun- 
cil through  a nation-wide  commission  on  health 
services,  has  made  an  intensive  study  on  this  prob- 
lem of  coordination  of  health  activities  with  com- 
munities. This  study  has  further  emphasized  the 
need  for  concerted  action  on  our  major  health  prob- 
lems. 

As  a result  of  the  Surgeon  General’s  Report  on 
Smoking  and  Health,  a National  Inter-Agency  Coun- 
cil on  Smoking  and  Health  has  been  established. 
This  National  Inter-Agency  Council  on  Smoking  and 
Health  is  now  stimulating  the  development  of  State 
Inter-Agency  Councils  on  Smoking  and  Health. 
Other  states  have  established  a State  Inter-Agency 
Council  with  a Sub-Committee  on  Smoking  and 
Health.  In  the  State  of  Nebraska,  an  Intei'-Agency 
Council  on  Smoking  and  Health  is  being  proposed. 
The  Health  Education  Committee  recommends  that 
a State  Inter-Agency  Council  be  established  with 
official  representatives  from  professional  health 
agencies,  voluntary  health  agencies,  official  health 
agencies  and  educational  agencies.  The  function  of 
such  a council  would  be  to  mobilize,  coordinate,  and 
integrate  health  education  efforts  in  the  State  of 
Nebraska  and  to  study  community  health  education 
needs  and  how  best  to  meet  these  needs. 

It  is  recommended  that  the  N.S.M.A.  assume  the 
leadership  in  the  development  of  such  a State  Inter- 
Agency  Health  Council  and  to  initially  provide  the 
necessary  secretarial  seiwices.  It  would  be  anti- 
cipated that  after  the  State  Inter-Agency  Health 
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Council  has  been  established,  that  each  participat- 
ing health  organization  would  contribute  towards 
the  expenses  of  the  State  Inter-Agency  Health 
Council.  Following  the  establishment  of  a Nebraska 
State  Inter-Agency  Council,  a Sub-Committee  on 
Smoking  and  Health  would  be  established. 

PROPOSED  COOPERATIVE  STUDY  ON 
ESTABLISHING  PHYSICAL  AND 
MENTAL  HEALTH  STANDARDS 
FOR  TEACHERS 

A request  was  received  from  Mr.  Floyd  Miller, 
State  Commissioner  of  Health  for  this  committee 
to  study  this  problem.  After  considerable  discussion 
and  consultation  with  Mr.  Leonard  Skov,  Director 
of  Certification  in  the  State  Department  of  Educa- 
tion and  appropriate  educational  agencies  to  study 
this  problem  of  health  standards  for  teachers.  The 
various  discussions  that  have  been  held  indicate 
that  such  a study  will  materialize. 

Respectfully  submitted, 

S.  I.  FUENNING,  M.D., 
Chairman 

REPORT  OF  RURAL  MEDICAL 
SERVICE  COMMITTEE 

R.  L.  Tollefson,  M.D.,  Wausa,  Chairman ; Lyle  Nelson, 
M.D.,  Crete ; Robert  L.  Heins,  M.D.,  Falls  City : Otis  Miller, 
M.D.,  Ord ; F.  A.  Mountford,  M.D.,  Davenport ; James  E. 
Rogers,  M.D.,  Ord. 

The  Rural  Medical  Service  Committee  sponsored 
the  15th  annual  Senior  Medical  Day,  October  14, 
1965  at  the  Indian  Hills  Inn  in  Omaha.  The  fol- 
lowing program  was  presented: 

Presiding  — Willis  D.  Wright,  M.D.,  Omaha 
President,  Nebraska  State  Medical  Association 
“You  Will  Soon  Be  a Doctor” 

Fay  Smith,  M.D.,  Omaha 
Professor  of  General  Practice, 

University  of  Nebraska  College  of  Medicine 
“Why  I Chose  a Community  Practice” 

Lyle  Nelson,  M.D.,  Crete 
Member,  Rural  Medical  Service  Committee 
“The  Doctor’s  Obligation  to  His  Community” 
Richard  L.  Tollefson,  M.D.,  Wausa 
Chairman,  Rural  Medical  Service  Committee 
“The  Role  of  General  Practice  in  Modern  Medicine” 
R.  F.  Sievers,  M.D.,  Blair 

Past  President,  Nebraska  State  Medical  Assn. 
“The  Role  of  the  Professional  Service  Represent- 
ative” 

Mr.  C.  E.  Purdy,  Omaha 
Mead  Johnson  and  Company 
Panel:  “The  Socio-Economic  Aspects  of  Your 

Practice” 

Mr.  Charles  J.  Marshall,  Verdigre 

Vice  President  and  Cashier,  Bank  of  Verdigre 
Mr.  Wallace  A.  Richardson,  Lincoln 

Mason,  Knudsen,  Berkheimer  & Endacott 
Law  Firm 

Mr.  M.  K.  Mills,  Waterloo,  Iowa 
General  Manager,  Professional  Management 
Midwest 

“Medical  Ethics  — The  Doctor’s  Golden  Rule” 
George  B.  Salter,  M.D.,  Norfolk 
Member,  Board  of  Trustees 
Nebraska  State  Medical  Association 


Banquet  Speaker  — Edward  R.  A n n i s,  M.D., 
Miami,  Florida 
Past  President 

American  Medical  Association 

Respectfully  submitted, 

R.  L.  TOLLEFSON,  M.D., 
Chairman 

REPORT  OF  POLICY  COMMITTEE 

Willis  D.  Wright,  M.D.,  Omaha,  Chairman  : Dan  A.  Nye, 
M.D.,  Kearney;  R.  F.  Sievers,  M.D.,  Blair;  R.  E.  Garlinghouse, 
M.D.,  Lincoln  ; O.  A.  Kostal,  M.D.,  Hastings 

The  year  1965  proved  to  be  a most  active  and 
busy  year  for  the  Policy  Committee  since  its 
origination  by  the  House  of  Delegates.  This  Com- 
mittee consists  of  the  President,  President-elect,  and 
the  three  immediate  past  presidents  of  the  Nebraska 
State  Medical  Association  and  is  given  the  respon- 
sibility of  making  policy  in  behalf  of  this  organiza- 
tion between  meetings  of  the  House  of  Delegates. 
I wish  to  mention  at  this  time  that  all  decisions 
regarding  policy  made  by  this  Committee  are  given 
thorough  and  careful  study  before  any  decisions 
are  made  as  the  House  also  directed  that  any 
decisions  regarding  policy  which  this  Committee 
made  would  have  to  be  finally  approved  by  the 
House  of  Delegates  itself.  The  follov/ing  is  a 
summary  of  activities  and  recommendations  of  the 
Policy  Committee  for  1965. 

Liaison  with  the  Governor’s  Office:  On  several 

occasions  in  1965,  comments  and  actions  by  the 
Governor  of  the  State  of  Nebraska  regarding  health 
issues,  reflected  the  lack  of  communication  between 
his  office  and  the  State  Medical  Association. 
In  reviewing  this  situation,  the  Policy  Commit- 
tee approved  the  sending  of  a letter  over  the 
signature  of  the  President  to  offer  the  assistance 
of  the  Policy  Committee  as  the  official  body  of  the 
Nebraska  State  Medical  Association  to  discuss  any 
health  matters  with  the  Governor’s  office.  No 
meetings  between  the  Governor  and  this  Committee 
have  been  called;  however,  we  are  on  record  as 
expressing  our  willingness  to  serve  in  this  ca- 
pacity. At  this  time,  we  would  ask  approval  of 
the  House  of  Delegates  for  the  Policy  Committee 
to  continue  in  this  advisory  capacity  until  such 
other  body  has  been  duly  organized  to  take  over 
this  function. 

Committee  on  Aging:  With  the  passage  of  Medi- 
care the  Governor  of  the  State  of  Nebraska  indicat- 
ed his  desire  to  create  a Committee  on  Aging. 
In  response  to  this,  the  Policy  Committee  recom- 
mended that  Doctors  W.  W.  Waddell  of  Beatrice, 
Meyer  Beber  and  F.  F.  Paustian  of  Omaha  be  con- 
sidered to  sit  on  this  Committee  representing  Ne- 
braska State  Medical  Association.  The  recommen- 
dations of  the  Committee,  however,  were  not  fol- 
lowed by  the  Governor  as  none  of  these  three  men 
appeared  on  the  Committee  named  by  the  Gov- 
ernor. At  this  time,  the  physician  on  the  Committee 
is  Doctor  Robert  Osborne  of  the  State  Hospital 
in  Norfolk. 

State  Board  of  Health:  In  September  of  1965, 

Doctor  E.  F.  Leininger  completed  his  second  three- 
year  term  as  a member  of  the  State  Board  of  Health. 
As  Board  members  are  limited  to  two  such  terms, 
the  State  Medical  Association  recommended  Dr. 
Fay  Smith  for  appointment  to  the  Board  by  the 
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Governor,  and  this  appointment  also  took  place  in 
the  month  of  September. 

Establishment  of  a State  Advisory  Health  Com- 
mittee: During  the  past  year,  there  has  been  con- 

siderable interest  expressed  by  the  Association, 
Voluntary  Health  Agencies  and  other  interested 
individuals  in  setting  up  a state-wide  Advisory 
Health  Council.  The  Nebraska  State  Medical  As- 
sociation should  be  the  active  leader  in  this  pro- 
gram and  the  Policy  Committee  in  reviewing  this 
matter  with  the  Committee  on  Health  Education 
in  Schools  has  asked  this  Committee  to  provide  the 
leadership  and  represent  the  Nebraska  State  Medical 
Association  in  this  endeavor.  The  Health  Education 
Committee  will  make  specific  recommendations 
relative  to  this  subject  in  its  own  report.  At  this 
point,  the  Policy  Committee  would  request  approval 
of  the  House  of  Delegates  by  approving  the  Com- 
mittee on  Health  Education  in  Schools  and  Col- 
leges to  represent  Nebraska  State  Medical  Associa- 
tion in  the  establishment  of  a state-wide  Advisoiw 
Health  Council. 

Blue  Shield  Series  90:  In  October,  Doctor  A.  J. 

Offennan  met  with  the  Policy  Committee  and  pre- 
sented details  regarding  the  establishment  of  a new 
Series  90  Blue  Shield  Policy  which  has  been  placed 
on  the  market.  At  this  meeting  the  Policy  Com- 
mittee approved  the  creation  of  the  Series  90  Policy 
and  at  this  point  would  ask  the  House  of  Dele- 
gates to  approve  the  action  by  this  Committee 
of  the  establishment  of  a Blue  Shield  Series  90 
contract. 

Veterans  Administration  Fee  .Schedule:  The  Ne- 

bi’aska  State  Medical  Association  was  contacted  in 
the  fall  of  last  year  by  the  Veterans  Administration 
indicating  an  interest  in  establishing  a fee  schedule 
for  home  health  seiwices  for  veterans  on  an  out- 
patient basis.  In  discussions  with  the  representa- 
tives there  was  indication  that  they  were  not  will- 
ing to  pay  the  going  schedule  for  the  seiwices  as 
indicated  in  our  1961  Relative  Value  Study.  Here- 
tofore there  has  never  been  established  a fee  sched- 
ule for  out-patient  care  for  veterans  home  services 
in  Nebraska  or  any  other  state.  Checking  into  the 
matter,  we  found  that  all  other  states  were  also 
being  contacted,  .\fter  receiving  all  information 
the  Policy  Committee  recommended  that  a schedule 
would  have  to  be  negotiated  for  this  seiwice  with 
the  Relative  Value  Study  Committee.  As  of  this 
date,  the  Veterans  Administration  has  made  no 
further  proposal  or  indicated  no  further  interest 
in  establishing  such  a fee  schedule. 

Governor’s  Advisory  Committee  on  Medicare: 
The  Governor  of  Nebraska  has  established  a Gov- 
ernor’s Advisory  Committee  to  Medicare  in  Ne- 
braska on  which  the  President  of  this  Association 
is  seiwing  at  this  time.  The  purpose  of  the  Com- 
mittee is  to  retain  as  much  as  possible  in  the  State 
of  Nebraska  the  prerogatives  for  setting  up  cri- 
teria for  the  establishment  of  this  program.  It 
was  anticipated  that  the  Committee  would  meet 
on  a regular  basis  and  funds  have  been  set  aside 
by  the  Legislature  for  the  use  of  this  Committee.  In 
view  of  the  potential  time  required  for  a representa- 
tive to  sit  on  the  Committee  from  the  Nebraska 
State  Medical  Association,  the  committee  approved 
the  selection  of  Doctor  R.  E.  Garlinghouse,  who 
lives  in  Lincoln,  the  site  of  all  the  meetings,  to  be 
the  official  representative  from  the  Nebraska  State 


Medical  Association  in  place  of  the  President.  It 
was  the  feeling  of  the  Committee  at  that  time 
that  a permanent  representative  should  be  on  the 
organization  representing  medicine  as  opposed  to 
having  a new  man  each  year  on  the  Committee. 
At  this  time,  the  Policy  Committee  would  ask  ap- 
proval of  the  House  of  Delegates  to  place  Doctor 
Garlinghouse  on  as  a continuing  representative  of 
this  organization. 

Payment  by  Blue  Shield  ■ Blue  Cross  in  Non- 
Federal  Hospitals:  It  was  brought  to  the  attention 

of  the  Policy  Committee  that  the  hospitals  at  the 
College  of  Medicine,  Creighton  University,  and 
Douglas  County  Hospital  cannot  receive  payments 
for  patients  who  have  Blue  Cross  - Blue  Shield  poli- 
cies and  are  receiving  care  in  those  institutions. 
It  was  requested  that  Blue  Cross  - Blue  Shield  in- 
stitute the  payment  of  claims  for  patients  who 
receive  care  in  such  institutions  as  the  College  of 
Medicine,  Creighton  University  and  Douglas  County 
Hospital.  Following  the  discussion  of  the  matter, 
it  was  felt  by  the  Policy  Committee  that  the  Omaha 
Douglas  County  Medical  Society,  if  they'  approve 
such  a move,  should  bring  a resolution  to  the 
House  of  Delegates  at  this  time  requesting  change 
in  the  current  policy  of  the  Blue  Cross  - Blue  Shield. 
At  this  time,  the  Policy  Committee  would  recom- 
mend the  payment  of  claims  at  these  three  institu- 
tions and  recommend  the  House  of  Delegates  to 
support  the  payment  of  such  claims. 

^ledicare  Negotiations  (ODMC) : One  of  the  most 
important  meetings  of  the  Policy  Committee  in  1965 
was  the  re-negotiation  of  the  Medicare  contract  for 
seiwicemen  and  their  dependents  held  on  December 
7th.  Four  representatives  of  the  ODMC  office 
from  Denver,  Colorado,  came  to  Lincoln  to  meet 
with  the  Policy  Committee  and  its  advisors,  the 
President  of  Blue  Shield  and  the  Chairman  of  the 
Relative  Value  Study  Committee.  A day  long 
meeting  was  held  with  these  representatives;  how- 
ever, at  the  end  of  the  day  we  were  not  able  to 
come  to  a satisfactoiy  agreement  to  which  both 
of  us  could  mutually  subscribe.  The  position  of  the 
Nebraska  State  Medical  Association  was  pi-esented 
by  the  Policy  Committee  and  its  advisors  relative 
to  the  fact  that  a new  contract  had  not  been  nego- 
tiated with  this  program  since  its  inception  in  1957, 
and  we  felt  that  we  were  duly  justified  in  asking 
for  a fee  program  as  represented  by  the  1965  Rela- 
tive Value  Study.  The  ODMC  officials  argued 
that  the  average  income  of  their  personnel  was 
$6,000.  They  further  argued  that  the  Blue  Shield 
Series  60  Policy  which  represented  incomes  up  to 
$6,000,  did  not  represent  the  payment  of  fees  as 
listed  in  the  1965  Relative  Value  Study.  Because 
of  this,  they  did  not  feel  obligated  to  pay  the  con- 
version factor  of  5 in  the  1965  Relative  Value  Study. 
This  was  the  critical  point  of  discussion  which 
could  not  be  resolved  and  this  is  where  the  Policy 
Committee  concluded  its  discussions  with  the  ODMC 
officials.  At  the  close  of  the  meeting,  ODMC  offi- 
cials made  a counter  proposal  offer  of  4 25  for 
medicine  and  surgery  and  5 for  radiology  and  path- 
ology in  the  1965  Relative  Value  Study  and  indi- 
cated they  wanted  to  meet  with  the  Policy  Com- 
mittee again  after  the  matter  had  been  brought 
to  the  House  of  Delegates.  In  view  of  the  fact 
that  the  House  has  directed  the  Policy  Commit- 
tee and  Relative  Value  Study  Committee  to  nego- 
tiate a usual  and  customary  fee  based  upon  a 5 con- 
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version  factor  across  the  board  in  the  1965  Rela- 
tive Value  Study  for  all  future  contracts,  the  Policy 
Committee  has  brought  this  matter  back  to  the 
House  of  Delegates  for  further  direction.  At  this 
point  we  would  like  a discussion  by  the  House 
of  Delegates  to  determine  whether  or  not  we  should 
accept  the  proposal  of  ODMC  or  whether  the  House 
still  directs  us  to  follow  the  usual  and  customary 
fee  of  a 5 conversion  factor  across  the  board 
for  this  program.  As  of  this  date,  no  other  pro- 
grams have  been  negotiated  as  the  Policy  Com- 
mittee felt  that  this  matter  should  be  settled  prior 
to  going  into  other  negotiations. 

Heart  Disease,  Cancer  and  Stroke:  On  Decem- 

ber 28th,  the  Policy  Committee  invited  our  two 
medical  schools,  the  Heart  Association,  the  Cancer 
Society,  the  Department  of  Health,  and  two  repre- 
sentatives of  the  public  to  meet  and  discuss  the 
implementation  of  an  Advisory  Council  on  Heart 
Disease,  Cancer  and  Stroke  in  the  State  of  Ne- 
braska. All  representatives  of  the  invited  organ- 
izations and  individuals  appeared  at  this  meeting 
and  a very  fruitful  discussion  was  carried  out  re- 
garding the  future  plans  and  needs  of  Nebraska  in 
this  particular  area.  As  this  was  an  exploratory  and 
oi’ganizational  meeting,  the  following  actions  were 
taken. 

The  President  of  the  Nebraska  State  Medical  As- 
sociation on  a continuing  basis  shall  he  the  perma- 
nent chairman  of  the  Advisory  Committee  on  Heart 
Disease,  Cancer  and  Stroke  in  the  State  of  Ne- 
braska. An  executive  Committee  was  appointed 
consisting  of  Doctor  Egan,  Doctor  Wittson  and  Doc- 
tor Nye,  with  Doctor  Nye  being  named  Chairman. 
This  Committee  will  be  responsible  for  making  the 
content  up  of  the  next  program  and  providing  some 
guidelines  for  the  Committee  to  follow.  Also  other 
surrounding  states  will  be  contacted  to  indicate 
whether  or  not  they  are  interested  in  participating 
as  a region  under  this  new  program.  There  was 
some  feeling  at  the  time  of  the  meeting  that  funds 
would  not  be  forthcoming  from  the  administration 
for  this;  however,  no  definite  knowledge  of  this 
freezing  of  funds  has  yet  been  received.  The  Policy 
Committee  has  accepted  responsibility  for  repre- 
senting our  state  in  this  particular  project  and 
we  would  at  this  time  ask  for  the  approval  for  the 
Policy  Committee  to  continue  to  be  the  official 
committee  of  representatives  for  this  program  in 
the  State  of  Nebraska  as  organized. 

At  the  final  meeting  of  the  Policy  Committee 
held  in  January,  representatives  of  the  Nebraska 
Blue  Shield  were  present  to  discuss  the  matter 
of  the  prevailing  fee  concept  which  has  been  sug- 
gested by  National  Blue  Shield  and  recommended 
by  the  Nebraska  Blue  Shield.  Much  discussion  has 
insued  since  the  announcement  of  the  “prevailing 
fee  concept”  and  the  “usual  and  customary  fee  con- 
cept” which  constituted  considerable  discussion  by 
the  House  of  Delegates  of  the  American  Medical 
Association  at  their  meeting  in  Philadelphia.  At 
the  meeting  of  the  House  of  Delegates  in  Philadel- 
phia, they  reaffirmed  their  adoption  of  the  “usual 
and  customary  fee”  concept  and  recognized  the 
“prevailing  fee”  concept  of  Blue  Shield  in  those 
states  which  approve  such  a program.  In  view 
of  the  immensity  and  far  reaching  effects  of 
these  two  new  concepts,  it  was  felt  by  the  Policy 
Committee  that  this  matter  should  be  brought  to 


the  House  of  Delegates  for  their  action  and  deci- 
sion. Therefore  in  line  with  this,  the  Policy  Com- 
mittee has  prepaied  a program  at  which  the  “usual 
and  customary”  fee  concept  and  the  “prevailing” 
fee  concept  will  be  presented  by  the  respective  indi- 
viduals of  those  two  programs  and  allow  an  open 
discussion  by  the  House  of  Delegates.  It  will  be 
sent  to  reference  committee  for  recommendation 
and  action  by  the  House  of  Delegates  at  its  final 
session.  We  trust  that  everyone  will  express  his 
opinion  and  ask  questions  so  that  he  will  thoroughly 
understand  these  two  concepts  of  which  are  vitally 
important  to  the  medical  profession.  At  this  point 
we  would  ask  for  the  approval  for  the  repoi’t  as  a 
whole  by  the  House  of  Delegates. 

“Medicare”  Cases:  During  the  year,  the  Policy 

Committee  adjudicated  103  “Medicare”  cases. 

Respectfully  submitted, 

WILLIS  D.  WRIGHT,  M.D., 
Chairman 


1966  Roster  of  Deleqates, 
Nebraska  State  Medical  Association 

Sat.  Sun. 
Feb.  12  Feb.  13 


ADAMS— 

Chas.  Landgraf.  Hastings  (D)  P P 

Lloyd  Wagner,  Hastings  (.A)  P 

ANTELOPE— 

Dwaine  Peetz,  Neligh  (D)  P P 

Frank  McClanahan,  Jr.,  Neligh  (A)  

BOONE— 

Roy  J.  Smith.  Albion  (D)  P P 

Gerald  J.  Spethman,  Albion  (A)  

BOX  BUTTE— 

Robert  Morgan.  Alliance  (Dl  P P 

J.  J.  Ruffing.  Hemingford  (A)  

BUFFALO— 

L.  C.  Steffens,  Kearney  (D)  P P 

F.  L.  Richards,  Keai-ney  (A)  

BURT— 

Isaiah  Lukens,  Tekamah  (D)  

L.  Morrow.  Tekamah  (A)  P P 

BUTLER— 

J.  E.  Kaufmann,  David  City  (D)  

Wm.  C.  Neihaus,  David  City  (A)  

CASS ■ 

R.  R.  Andersen.  Nehawka  (D)  P P 

L.  N.  Kunkel,  Weeping  Water  (A) 

CHEYENNE-KIMBALL-DEUEL— 

C.  B.  Dorwart.  Sidney  (D)  P 

Hull  Cook,  Sidney  (A)  P P 


COLFAX— 

H.  D.  Myers,  Schuyler  (D)  

Howard  L.  Fend.  Schuyler  (A)  

CUMING— 

L.  L.  Ericson,  West  Point  (D)  

L.  J.  Chadek,  West  Point  (A)  

CUSTER— 

Theo  Koefoot.  Jr.,  Broken  Bow  (Dl  

Ralph  Blair,  Broken  Bow  (A)  

DAWSON— 

P.  B.  Olsson.  Lexington  (D)  P P 

Victor  Norall,  Lexington  (A)  

DODGE— 

Robert  Sorensen,  Fremont  (D)  P P 

FILLMORE— 

V.  S.  Lynn,  Geneva  (D)  

A.  A.  Ashby,  Geneva  (A)  

FIVE— 

Robert  B.  Benthack,  Wayne  (D) 

Chas.  Muffly.  Pender  (A)  

C.  M.  Coe.  Wakefield  (D)  

Wm.  Reynolds.  So.  Sioux  City  (A) 

C.  J.  Vlach,  Hartington  (D)  

Henry  Billerbeck,  Randolph  (A)  __ 

FOUR— 

Roy  Cram,  Burwell  (D)  

Otis  Miller,  Ord  (A)  P P 


P P 

P 


April,  1966 


179 


FRANKLIN— 

W.  A.  Doering.  . Franklin  (D)  P P 

C.  J.  Thomas,  Franklin  

GAGE— 

H.  F.  Elias,  Beatrice  (D)  P P 

John  Chapp,  Beatrice  (A)  

GARDEN-KEITH-PERKINS— 

E.  E.  Colglazier,  Grant  (D)  P P 

Berl  Spencer.  Ogallala  (A)  

HALI^ 

Warren  Bosley,  Grand  Island  (D)  P 

P.  T.  Sloss,  Grand  Island  (A)  

HAMILTON— 

H.  G.  Steenburg,  Aurora  (D)  P P 


J.  M.  Woodard,  Aurora  (A)  

HARLAN— 

J.  S.  Long,  Alma  (D)  

K.  C.  McGrew,  Orleans  (A)  

HOLT  AND  NORTHWEST— 

James  Ramsey,  Atkinson  (D)  P P 

Floyd  Shiffermiller,  Ainsworth  (A)  

HOWARD— 

M.  D.  Mathews,  St.  Paul  (D)  

R.  W.  Hanisch,  St.  Paul  (A)  

JEFFERSON— 

K.  J.  Kenney,  Fairbury  (D)  

F.  W.  Falloon.  Fairbury  (A)  

JOHNSON— 

Michael  Sorrell,  Tecumseh  (D)  

John  Schutz,  Tecumseh  (A)  

KNOX— 

R.  L.  Tollefson.  Wausa  (D)  


Stanley  Neil,  Niobrara  (A)  P P 

LANCASTER— 

D.  F.  Purvis,  Lincoln  (D)  P P 

R.  F.  Station,  Lincoln  (A)  

B.  F.  Wendt.  Lincoln  (D)  

P.  Goetowski,  Lincoln  (A)  

L.  J.  Gogela,  Lincoln  (D)  P P 

D.  Matthews.  Lincoln  (A)  

A.  L.  Smith,  Lincoln  (D)  

F.  H.  Hathaway,  Lincoln  (A)  P 

F.  H.  Tanner,  Lincoln  (D)  P P 

G.  E.  Lewis,  Jr„  Lincoln  (A)  

LINCOLN— 

Bruce  F.  Claussen,  North  Platte  (D)  P P 


Gordon  Sawyers,  North  Platte  (A) 
MADISON— 

J.  H.  Dunlap.  Norfolk  (D) 

J.  D.  Pollack.  Norfolk  (A) 

MERRICK— 

E.  T.  Zikmund,  Central  City  (Dl  _ 
John  A.  Campbell.  Central  City  (A) 


NEMAHA— 

Paul  M.  Scott.  Auburn  (D)  

J.  J.  Bence,  Auburn  (A)  

N.W'.  NEBRASKA— 

A.  J.  Alderman,  Cbadron  (D)  P P 

H.  V.  Crum,  Rushville  (A)  

NUCKOLLS— 

C.  T.  Mason,  Superior  (D)  P P 

OMAHA-DOUGLAS— 

Geo.  B.  McMurtrey.  Omaha  (D) 

Gilbert  C.  Schreiner.  Omaha  (A)  

W.  J.  McMartin,  Omaha  (D)  P P 

Wm.  C.  Jensen,  Omaha  (A)  

Maurice  Stoner,  Omaha  (D)  

J.  Whitney  Kelley.  Omaha  (A)  P P 

Dwight  Burney,  Omaha  (D)  P P 

Joseph  Pleiss,  Omaha  (A)  

Arnold  Lempka.  Omaha  (D)  P P 

J.  J.  O’Neill,  Omaha  (A)  

Thomas  J.  Gurnett,  Omaha  (D)  P P 

J.  J.  Grier,  Omaha  (A)  

Richard  Egan,  Omaha  (D)  

W.  E.  Kelley.  Omaha  (A)  P P 

John  D.  Coe,  Omaha  (Dl  

Jerry  Tamisiea,  Omaha  (A)  P P 

T.  'T.  Smith.  Omaha  (D)  P 

S.  M.  Truhlsen,  Omaha  (A)  

C.  A.  McWhorter.  Omaha  (D)  

A.  W.  Abts,  Omaha  (A)  P P 

OTOE— 

T.  L.  Weekes,  Nebraska  City  (D)  P P 

C.  J.  Formanack,  Syracuse  (A)  


PAWNEE— 

H.  C.  Stewart.  Pawnee  City  (D)  _ 
A.  B.  Anderson,  Pawnee  City  (A) 


PHELPS— 

H.  A.  McConahay,  Holdrege  (D)  P P 

Walter  Reiner,  Holdrege  (A)  

PIERCE— 

W.  I.  Devers,  Pierce  (D)  P 

A.  E.  Mailliard,  Osmond  (A)  


PLATTE— 

Robert  Bums,  Columbus  (D) 
H.  D.  Kuper,  Columbus  (A) 


POLK— 

C.  L.  Anderson,  Stromsburg  (D)  P 

R.  Bierbower,  Shelby  (A)  P 

RICHARDSON— 

R.  L.  Heins,  Falls  City  (D)  P 

W.  V.  Glenn.  Falls  City  (A)  

SALINE— 

Clarence  Zimmer,  Friend  (D)  

V.  Franklin  Colon,  Friend  (A)  P 

SAUNDERS— 

Ivan  French.  Wahoo  (D)  P P 


E.  J.  Hinrichs,  Wahoo  (A)  

SCOTTS  BLUFF— 

Edwin  J.  Loeffel,  Mitchell  (D)  

Carl  Frank,  Scottsbluff  (A)  

SEWARD— 

W.  Ray  Hill,  Seward  (D)  P P 

Robt.  Herpolsheimer,  Seward  (A)  

S.W.  NEBRASKA— 

F.  M.  Karrer,  McCook  (D)  


THAYER— 

L.  G.  Bunting,  Hebron  (D)  P P 

R.  E.  Penry,  Hebron  (A)  

WASHINGTON— 

R.  F.  Sievers,  Blair  (D)  P P 

C.  D.  Howard,  Blair  (A)  

YORK— 

R.  E.  Harry,  York  (D)  


Harold  Friesen,  Henderson  (A) 


Adrenal  Hemorrhage  During  Anticoagulant 
Therapy:  A Clinical  and  Pathological 

Study  of  Ten  Cases  — E.  Amador  (Peter 
Bent  Brigham  Hosp.,  721  Huntington  Ave., 
Boston).  Ann  Intern  Med  63:559-571 
(Oct.)  1965. 

The  records  of  4,325  autopsies  performed 
on  adults  since  the  adoption  of  anticoagulant 
therapy  in  1949  were  searched  for  cases  of 
adrenal  hemorrhage.  In  nine  cases  (plus  one 
personal  case)  adrenal  hemorrhage  occurred 
during  anticoagulant  therapy  for  thrombo- 
embolism or  myocardial  infarction.  Five  pa- 
tients received  heparin,  and  five  heparin  plus 
bishydroxycoumarin  (Dicumarol).  Adrenal 
hemorrhage  occurred  after  two  to  ten  days 
of  therapy.  Localizing  manifestations  were 
steady  pain  of  sudden  onset,  located  to  the 
upper  abdomen  or  flanks,  accompanied  by 
tenderness  and  guarding.  Anorexia,  nau- 
sea, and  vomiting  also  occurred.  Manifesta- 
tions of  adrenal  crisis  were  listlessness  and 
weakness,  progressing  to  lethargy.  Tachy- 
cardia, hypotension,  fever,  and  cyanosis  were 
late  signs.  Death  occurred  in  two  to  eight 
days.  A direct  eosinophil  count  above  50 
cells/cu  mm  may  be  the  most  helpful  labora- 
tory test  for  detecting  an  adrenal  crisis. 
None  of  the  present  cases  was  diagnosed  clin- 
ically. However,  the  diagnosis  was  made  in 
three  cases  reported  previously,  and  in  all 
three  prompt  and  intensive  corticosteroid 
therapy  was  life-saving. 
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Nebraska  State  Medical  Association 

Ninety-Eighth  Annual  Session 
Hotel  Cornhusker,  Lincoln 
May  2,  3,  4,  5,  1966 


THINGS  YOU  SHOULD  KNOW 


This  program  is  acceptable  for  16  credit 
hours  by  the  American  Academy  of  General 
Practice. 


REGISTRATION  — Mezzanine,  Hotel  Cornhusker, 
8:30  a.m.,  Tuesday,  Wednesday  and  Thursday, 
May  3,  4,  5,  1966. 

GENERAL  SESSIONS  — Ballroom  and  State 
Suites  1,  2 and  3. 

POSTGRADUATE  COURSES  — Two  Courses  will 
be  conducted  each  moiming  at  8:00  a.m.  These 
Courses  are  an  hour  in  length  and  should 
be  very  infonnative.  The  Registration  fee  is 
$1.00  and  a Continental  Breakfast  will  be 
seiwed.  Attendance  is  limited  to  25,  so  if  you 
plan  to  attend  register  at  the  Registration  Desk. 

SEMINARS  — The  Seminars  or  Workshops  have 
been  veiy  popular  in  past  years,  and  are  once 
again  included  in  the  program.  The  guest 
faculty  will  be  in  attendance  at  these  informal 
question  and  answer  periods. 

OF  SPECIAL  INTEREST 

PAST  PRESIDENT’S  BREAKFAST  — Wednesday, 
7:00  a.m..  May  4th,  Room  200. 

SOCIAL  HOUR  — Honoring  the  President  and  the 
President  of  the  Woman’s  Auxiliaiy,  State 
Suites,  Hotel  Cornhusker,  6:00  p.m.,  Wednesday, 
May  4,  1966. 

BANQUET  — Ballroom,  Hotel  Cornhusker,  7:00 
p.m.,  Wednesday,  May  4,  1966.  Presentation 
of  50-year  pins.  Kenneth  McFarland,  Ph.D., 
Topeka,  Kansas;  Guest  Lecturer,  General  Mo- 
tors Corporation. 

MEDICAL-LEGAL  SYMPOSIUM  — The  Nebraska 
State  Medical  Association  and  the  Nebraska 
State  Bar  Association  are  pleased  to  sponsor 
a Symposium  on  Medical-Legal  Problems  and  a 
Trial  Demonstration  on  Thursday,  May  5.  A 
joint  luncheon  will  also  be  held  with  Judge  John 
R.  Brown,  Fifth  Circuit  Court  of  Appeals,  Hous- 
ton, Texas,  as  guest  speaker. 


FUN  NIGHT  — Tuesday,  May  3rd,  beginning  at 
6:30  p.m.  A gala  evening  of  dining,  dancing 
and  entertainment.  Tickets  will  be  available  at 
the  Registration  Desk  all  day  Tuesday,  at  $7.50 
per  person;  J.  W.  Ballew,  M.D.,  and  George 
E.  Lewis,  Jr.,  M.D.,  Chairmen. 

GOLF  TOURNAMENT  — Hillcrest  Country  Club, 
Monday,  May  2nd,  1:00  p.m.;  John  G.  Wiedman, 
M.D.,  and  Francis  Neumayer,  M.D.,  Chairmen. 

TRAP  SHOOT  — Lincoln  Gun  Club,  Monday,  May 
2,  1:00  p.m.;  Hariy  Flansburg,  M.D.,  Chaimian. 

BOWLING  — Parkway  Lanes,  Monday,  May  2nd, 
1:00  p.m.;  L.  Palmer  Johnson,  M.D.,  Chairman. 

SPORTSMAN’S  DINNER  — Hillcrest  Country  Club, 
Monday,  May  2nd,  7:00  p.m.  Dinner,  $5.00  per 
person;  I.  E.  Weston,  M.D.,  Chairman. 


ANCILLARY  MEETINGS 

ANNUAL  BUSINESS  MEETING  — Nebraska 
Chapter,  American  College  of  Surgeons,  Sunday, 
May  1st,  5:00  p.m..  Room  901,  Hotel  Com- 
husker. 

NEBRASKA  CHAPTER,  AMERICAN  MEDICAL 
WRITERS  ASSOCIATION  — Meeting  and 
Workshop,  Monday,  May  2nd,  2:00  p.m..  State 
Suites,  Hotel  Cornhusker. 


AMPAC  BREAKFAST  — 7:30  a.m.,  Tuesday,  May 
3rd,  Lancaster  Room,  Hotel  Cornhusker. 

BREAKFAST  MEETING  — Nebraska  State  Ob- 
stetric and  Gynecological  Society,  Tuesday, 
May  3rd,  7:30  a.m.,  Room  921,  Hotel  Cornhusker. 

ALUMNI  MEETING  AND  SOCIAL  HOUR  — Uni- 
versity of  Nebraska  College  of  Medicine,  Tues- 
day, May  3rd,  5:00-6:30  p.m.,  Lancaster  Room, 
Hotel  Cornhusker. 


UNIVERSITY  OF  NEBRASKA  PRECEPTOR 
BREAKFAST  — Wednesday,  May  4th,  7:30 
a.m.,  State  Suites,  Hotel  Cornhusker. 
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Officers 
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WILLIS  D.  WRIGHT,  M.D. 
President  1965-1966 


Dan  A.  Nye,  M.D. 


President 


Kearney 


Vice  President 


H.  V.  Nuss,  M.D. 


Sutton 


Secretarj'-Treasurer 

Horace  V.  Monger,  M.D. Lincoln 


Executive  Secretary 

Kenneth  Neff Lincoln 


Board  of  Councilors 

District  Term  Expires 

1.  Leroy  W.  Lee,  M.D.,  Omaha 1966 

2.  John  T.  McGreer,  Jr.,  M.D.,  Lincoln 1966 

3.  W.  W.  Waddell,  M.D.,  Beatrice 1966 

4.  J.  T.  Keown,  M.D.,  Pender 1966 

5.  H.  D.  Kuper,  M.D.,  Columbus 1967 

6.  C.  L.  Anderson,  M.D.,  Stromsburg 1967 

7.  C.  F.  Ashbv,  M.D.,  Geneva  1967 

8.  Rex  Wilson^  M.D.,  O’Neill 1967 

9.  H.  V.  Smith,  M.D.,  Kearney 1968 

10.  L.  S.  McNeill,  M.D.,  Hastings 1968 

11.  Max  M.  Raines,  M.D.,  North  Platte 1968 

12.  C.  J.  Cornelius,  M.D.,  Sidney 1968 


DAN  A.  NYE,  M.D. 
President  1966-1967 


Chairman,  Board  of  Councilors 


W.  W.  Waddell,  M.D.,  Beatrice 1966 

Speaker,  House  of  Delegates 
Wm.  E.  Nutzman,  M.D.,  Kearney 1968 


Vice  Speaker,  House  of  Delegates 
Harry  W.  McFadden,  Jr.,  M.D.,  Omaha 1968 

Delegates  to  A.iM.A. 

Earl  F.  Leininger,  M.D.,  McCook  1967 

John  R.  Schenken,  M.D.,  Omaha 1966 

Alternate  Delegates  to  A.M.A. 

W.  C.  Kenner,  M.D.,  Nebraska  City 1967 

Harold  S.  Morgan,  M.D.,  Lincoln 1966 

Board  of  Trustees 

C.  N.  Sorensen,  M.D.,  Scottsbluff,  Chairman  __  1967 

R.  Russell  Best,  M.D.,  Omaha 1969 

H.  V.  Nuss,  M.D.,  Sutton 1968 

George  Salter,  M.D.,  Norfolk 1966 

Horace  V.  Munger,  M.D.,  Lincoln 
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David  R.  Akers,  M.D. 

Denver,  Colorado 

Graduated  from  the  Univer- 
sity of  Colorado  School  of 
Medicine  in  1936.  Following 
some  time  in  general  practice 
and  Militaiy  Service,  he  re- 
ceived his  residency  training  in 
surgery  at  Colorado  General, 
Denver  General  and  Children’s 
Hospitals.  His  private  practice 
is  limited  to  Pediatric  Surgery. 
He  is  currently  serving  as  As- 
sociate Clinical  Professor  of 
Surgery,  Univei*sity  of  Colorado 
Medical  Center:  and  Chief,  Sur- 
gical Service,  Children’s  Hos- 
pital of  Denver. 


Robert  J.  Booher,  M.D. 

New  York,  New  York 

Graduated  from  Creighton 
University  School  of  Medicine  in 
1938.  Since  1945,  he  has  been 
on  the  Staff  of  the  Memorial 
Cancer  Center  where  he  is  As- 
sociate Attending  Surgeon  on 
the  Gastric  and  Mixed  Tumor 
Services  ; Assistant  Professor  of 
Clinical  Surgery,  Cornell  Uni- 
versity Medical  College,  and 
Associate  Clinician.  Sloan-Ket- 
tering  Institute  for  cancer  re- 
search. His  primary  interests 
have  been  the  tumors  of  the 
soft  somatic  parts,  the  manage- 
ment of  neoplasms  of  the  skin, 
especially  melanoma,  and  can- 
cer of  the  stomach,  duodenum 
and  pancreas. 


James  Z.  Appel,  M.D. 

Lancaster,  Pennsylvania 

Graduated  from  the  Univer- 
sity of  Pennsylvania  School  of 
Medicine  in  1932.  Doctor  Ap- 
pel became  a surgeon  and  gen- 
eral practitioner.  He  was  born 
in  Lancaster  in  the  house 
where  he  now  has  his  office. 
He  assumed  the  position  of 
I20th  President  of  the  Ameri- 
can Medical  Association  in 
June,  1965.  He  became  a dele- 
gate to  the  Amertcan  Medical 
Association  in  1945  and  mem- 
ber of  the  Board  of  Trustees  in 
1957.  Doctor  Appel  had  been 
vice  chairman  of  the  Board  of 
Trustees  since  1962,  a position 
he  relinquished  upon  being 
elected  President-elect  of  the 
American  Medical  Association. 
Doctor  Appel  is  a member  of 
the  World  Medical  Association 
and  for  the  last  two  years  has 
been  a United  States  delegate 
to  this  organization. 


No 

Photo 

Available 


Hon.  Reginald  I.  Bander 

Los  Angeles,  California 

Graduated  from  Creighton 
Univei*sity  Law  School  in  1927. 
Served  as  a member  of  the 
Legal  Department,  Pacific  In- 
demnity Company,  Los  Angeles. 
California  and  as  lecturer  for 
the  University  of  California  Ex- 
tension, in  Legal  Medicine.  He 
is  presently  serving  as  Judge 
of  the  Superior  Court  of  Los 
Angeles  County. 


Henry  A.  Buchtel,  M.D. 

Denver,  Colorado 

Graduated  from  Harvard 
Medical  School  in  1931.  His 
Urological  training  consisted  of 
four  years  at  the  Mayo  Clinic 
with  two  years  as  the  first  as- 
sistant in  Urology.  Is  cur- 
rently serving  as  Associate  Pro- 
fessor of  Urology.  Colorado 
University  School  of  Medicine. 
Is  Past  President.  Denver  Medi- 
cal Society.  Rocky  Mountain 
Urological  Society,  South  Cen- 
tral Section  and  is  currently 
serving  on  the  American  Board 
of  Urology.  Has  numerous  pub- 
lications on  Urology. 


Hon.  John  R.  Brown 

Houston,  Texas 

Graduated  from  the  Univer- 
sity of  Michigan  School  of  Law 
in  1932.  Was  appointed  by 
President  Eisenhower  to  serve 
as  Circuit  Judge  of  the  United 
States  Court  of  Appeals  for  the 
Fifth  Circuit  in  April  of  1955. 
He  has  served  as  Moderator  of 
the  University  of  Texas  Law 
School  Tax  Institute  for  the 
past  nine  years. 
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Philip  H.  Corboy,  Esq. 

Chicagro,  Illinois 

Graduated  cum  laude,  Loyola 
University  Law  School,  in  1948. 
Received  his  preparatory  edu- 
cation, St.  Ambrose  College  and 
Notre  Dame  University.  Mem- 
ber of  the  Illinois  Supreme 
Court  Committee  on  Jury  In- 
structions and  is  a Fellow  of 
the  American  College  of  Trial 
Lawyers.  He  is  a Past  Presi- 
dent of  t he  Association  of 
Plaintiffs’  Lawyers  of  Illinois. 
Has  served  as  past  member  of 
the  Board  of  Governoi’s,  former 
state  committeeman,  and  Asso- 
ciate Editor  of  the  NACCA 
Law  Journal  of  the  American 
Trial  Law'>’ers  Association.  He 
has  appeared  on  American  Bar 
Association  Convention  pro- 
grams in  1963,  1964  and  1965, 
and  on  State  Bar  Association 
programs  of  20  different  states  : 
he  has  also  lectured  in  excess 
of  50  cities  throughout  the 

counti*y- 


William  T.  Dobbins,  M.D. 

Denver.  Colorado 

Graduated  from  the  Univer- 
sity of  Tennessee  College  of 
M^icine  in  1956.  Has  served 
as  Instructor.  Department  of 
Pediatrics,  University  of  Ten- 
nessee : Director.  Research  Lab- 
oratory and  Endocrine-Metabolic 
Unit.  Denver  Children’s  Hos- 
pital : and  Chairman,  Advisory 
Committee  for  the  Medical  As- 
pects of  Project  Head  Start  for 
the  State  of  Colorado.  He  is 
currently  serving  as  Associate 
Professor  of  Pediatrics.  Univer- 
sity of  Colorado  Medical  Center 
and  Coordinator  of  Graduate 
Education.  The  Children’s  Hos- 
pital. Doctor  Dobbins  has  au- 
thored numerous  articles  relat- 
ing to  Pediatnc  Medicine. 


Hon.  Carl  T.  Curti.s 

w ashington.  D.C. 

Senator  Carl  T.  Curtis  of 
Minden.  Nebraska,  entered  the 
United  States  Senate  on  Janu- 
ary 1,  1955.  His  present  term 
will  expire  on  January  3.  1967. 
Prior  to  his  service  in  the 
Senate,  he  was  elected  to  the 
United  States  House  of  Repre- 
sentatives for  eight  consecutive 
terms.  He  was  born  near  Min- 
den, Nebraska,  on  March  15, 
1905,  and  he  and  his  fam  ly  al- 
ways have  lived  there.  He  at- 
tended Nebraska  Wesleyan  Uni- 
versity : he  is  Dean  of  the  Ne- 
braska Delegation,  having 
served  in  Congress  continuous- 
ly since  January  3,  1939.  He 
is  a member  of  Masonic  bodies, 
the  Shrine,  the  Nebraska  Bar 
Association,  Rotary,  Elks,  and 
Odd  Fellows. 


Robert  W.  Goltz,  M.D. 

Denver.  Colorado 

Graduated  from  the  Univer- 
sity of  Minnesota  Medical 
School  in  1945.  Former  Clini- 
cal Associate  Professor,  Derma- 
tology. University  of  Minnesota  : 
and  is  presently  Professor  and 
Director  of  the  Division  of 
Dermatology,  Univei'sity  of  Colo- 
rado Medical  School  and  Center. 
His  professional  interests  cen- 
ter in  the  histopathology  and 
hi.stochemistr>’  of  the  skin. 


John  R.  Dixon,  Esq. 

St.  Louis,  Missouri 

Graduated  from  Missouri  State 
College  and  Vanderbilt  Univer- 
sity, receiving  L.L.B.  degree  in 
1937.  Has  practiced  law  in 
Missouri  since  1937,  with  most 
( f his  practice  being  devoted 
to  damage  suits  and  those  in- 
volving medical-legal  work.  Cur- 
rently serving  as  General  Chair- 
man. Section  of  Insurance. 
Negligence  and  Compensation, 
of  the  American  Bar  Associa- 
tion. 


Fred  H.  Hartshorn,  M.D. 

Denver.  Colorado 

Graduated  from  the  Univer- 
sity of  Colorado  School  of  Medi- 
cine in  1927.  Is  currently  serv- 
ing as  Clinical  Professor  of 
Orthopedic  Surgei-y.  University 
of  Colorado  Department  of 
Medicine : is  a Fellow  of  the 
American  College  of  Surgeons : 
a Fellow  of  the  American 
Academy  of  Orthopedic  Sur- 
geons ; Past-President  of  WeU- 
ern  Orthopedic  Association  : and 
a former  member  of  the  Colo- 
rado State  Board  of  Health. 
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George  M.  Horner,  M.D. 

Denver,  Colorado 

Graduated  from  the  Univer- 
sity of  Nebraska  College  of 
Medicine  in  1946.  Has  served 
as  Consultant  in  Obstetrics  and 
Gynecology,  Veterans  Adminis- 
tration Hospital.  Albuquerque, 
New  Mexico;  Chief,  Depart- 
ment of  Obstetrics  and  Gyne- 
cology, St.  Luke's  Hospital, 
Denver ; and  is  presently  serv- 
ing as  Clinical  Assistant  Pro- 
fessor, Obstetrics  and  Gyne- 
cology, University  of  Colorado 
School  of  Medicine.  Has  been 
named  Clinical  Associate  Pro- 
fessor, Obstetrics  and  Gyne- 
cology, University  of  Colorado 
School  of  Medicine  becoming  ef- 
fective in  July. 


M.  Eugene  Lahey,  M.D. 

Salt  Lake  City,  Utah 

Graduated  from  the  St.  Louis 
University  School  of  Medicine 
in  1943.  Served  as  Assi.stant 
Professor  of  Pediatrics.  Univer- 
sity of  Utah  ; Assistant  and  As- 
sociate Professor  of  Pediatries, 
University  of  Cincinnati  : Pro- 
fessor and  Head,  Department  of 
Pediatrics,  University  of  Utah : 
Research  Director,  Children's 
Hospital  of  the  East  Ray,  Oak- 
land, California,  and  is  current- 
ly serving  as  Professor  and 
Head,  Department  of  Pediatrics, 
University  of  Utah,  Salt  Lake 
City,  Also  currently  serving  on 
the  Editorial  Board,  The  Journal 
of  Pediatrics : and  the  Resi- 

dency Review  Committee  for 
Pediatrics,  American  Medical 
Association.  Doctor  Lahey  has 
authored  numerous  publications 
concerning  Pediatric  problems. 


Arthur  P.  Klotz,  M.D. 

Kansas  City,  Kansas 

Graduated  from  the  Univer- 
sity of  Chicago  School  of  Medi- 
cine in  1938.  Has  served  as 
Assistant  Professor  of  Medicine 
and  Associate  Professor  of 
Medicine  at  the  University  of 
Kansas  Medical  Center.  Is 
presently  seiwing  as  Professor 
of  Medicine  and  Chief.  Section 
of  Gastroenterology  at  the  Uni- 
versity of  Kansas  Medical  Cen- 
ter, and  Director  of  Gastro- 
intestinal Laboratories.  He  also 
serves  on  the  Editorial  Board, 
American  Journal  of  Digestive 
Diseases ; and  as  a consultant 
in  Gastroenterology,  Question 
and  Answer  Section,  of  Journal 
to  the  American  Medical  Asso- 
ciation. Doctor  Klotz  has  au- 
thored over  50  articles. 


Kenneth  McFarland,  Ph.D. 

Topeka,  Kansas 

Doctor  McFarland  is  a grad- 
uate of  Pittsburg  State  College 
in  Kansas ; he  earned  graduate 
degrees  from  Columbia  Univer- 
sity and  Stanford  University. 
For  nearly  a quarter  of  a cen- 
tury Doctor  McFarland  was  an 
outstanding  school  leader  in 
America.  The  modern  McFar- 
land Trade  School,  which  he 
designe<i  and  built  at  Coffey- 
ville,  Kansas,  was  named  in  his 
honor.  His  work  in  selling 
America  to  Americans  caused 
the  National  Sales  Executives 
Clubs,  in  1957,  to  name  Doctor 
McFarland  as  America’s  Out- 
standing Salesman  for  the 
year.  When  the  nation’s  trade 
associations  were  requested  by 
the  United  States  Chamber  of 
Commerce  to  name  the  speak- 
ers who  had  addressed  their  an- 
nual meetings  or  conventions. 
Doctor  McFarland’s  name  head- 
ed the  list  of  the  ten  most 
fre<iuently  mentioned. 


Robert  M.  Kretzschmar, 
M.D. 

Iowa  City,  Iowa 

Graduated  from  the  Univer- 
sity of  Michigan  Medical  School 
in  1957.  Has  served  as  Instruc- 
tor. University  of  Michigan 
Medical  School,  Department  of 
Obstetrics  and  Gynecology ; and 
is  presently  serving  on  the 
Medical  School  Postgraduate 
Piducation  Committee  and  the 
Formulai-y  and  Therapeutics 
Committee.  He  is  currently  As- 
sociate Professor  in  Obstetrics 
and  Gynecology  at  the  Univer- 
sity of  Iowa  College  of  Medicine. 


Frank  E.  Meelhuysen, 

M.D. 

Minneapolis,  Minnesota 

Graduated  from  the  Medical 
School  Utrecht,  State  Univer- 
sity of  Utrecht,  The  Nether- 
lands in  1957.  Has  served  as 
Medical  Staff  member  of  the 
Pediatric  Unit,  St.  Joseph  Hos- 
pital. Heerlen  and  Medical  Su- 
pervisor Respiratory  Center. 
Municipal  Hospital.  The  Hague, 
both  in  the  Netherlands : and 

Instructor  in  Physical  Medi- 
cine and  Rehabilitation.  Loma 
Linda  University.  Loma  Linda, 
California.  He  is  presently 
serving  as  Assistant  Professor 
in  Physical  Medicine  and  Re- 
habilitation. University  of  Min- 
nesota School  of  Medicine. 
Areas  of  major  interests  are  in 
the  fields  of  Pilectroneuromy- 
ography.  Neuromuscular  Disease 
and  Biomechanics  for  which  ad- 
ditional training  has  been  re- 
ceived at  noted  University  cen- 
ters in  London.  Kopenhagen. 
Birmingham  and  Pavia. 
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Harry  Meyer,  M.D. 

New  Orleans,  Louisiana 

Graduated  from  Tulane  Uni- 
versity School  of  Medicine  in 
1932.  Has  served  as  Chief, 
Department  of  Obstetrics,  Touro 
Infirmary' : Senior.  Department 

of  Obstetncs  and  Gynecology, 
Touro  Infirmary,  and  Charity 
Hospital  : on  the  Grievance 

Committee  of  Orleans  Parish 
Medical  Society ; and  was  a 
member  of  the  Founders  Group 
of  the  New  Orleans  Graduate 
Medical  Assembly.  Is  presently 
serving  at  Tulane  • University 
School  of  Medicine  as  Assistant 
Professor,  Clinical  Obstetrics 
and  Gynecology.  Doctor  Meyer 
has  authored  22  articles  on  Ob- 
stetrics and  Gynecology*. 


I.  S.  Ravdin,  M.D. 

Philadelphia,  Pennsylvania 

Doctor  Ravdin  has  been  iden- 
tified with  the  University  of 
Pennsylvania  School  of  Medicine 
since  receiving  his  medical  de- 
gree there  in  1918.  From  1945 
until  1959,  he  was  John  Rhea 
Barton  Professor  of  Surgery 
and  Director  of  Harrison  De- 
partment of  Surgical  Research 
of  School  of  Medicine  and  Sur- 
geon-in-Chief  of  Hospital  of 
University  of  Pennsylvania.  In 
1959,  he  was  appointed  Vice 
President  for  Medical  Affairs  of 
University  of  Pennsylvania. 
Currently  ser\*ing  as  Emeritus 
Professor  of  Surgery,  School 
of  Medicine,  University  of 
Pennsylvania.  Also  serving 
as  Executive  Vice  Chairman, 
Medical  Campaign  Executive 
Committee.  University*  of  Penn- 
sylvania. Holds  numerous  aca- 
demic degrees  and  has  been 
named  an  Honorary  Fellow  in 
Royal  College  of  Surgeons  of 
England.  Royal  College  of 
Physicians  and  Surgeons  of 
Canada.  Royal  College  of  Sur- 
geons of  Edinburgh  and  Royal 
College  of  Ireland. 


Alan  K.  Moritz,  M.D. 

Cleveland,  Ohio 

Graduated  from  University  of 
Nebraska  College  of  Medicine 
in  1923.  Currently  serving  as 
Professor  of  Pathology  and 
Provost  of  Western  Reserve  Uni- 
versity. Has  served  as  Director 
of  the  Institute  of  Pathology, 
Western  Reserve  University* ; 
Director  of  Pathology.  Univeisity 
Hospital  of  Cleveland  ; and  Vice 
President  of  W'estern  Reserve 
University.  Received  prelimin- 
ary education  in  Hastings  Pub- 
lic School  system  and  Univer- 
sity* of  Nebraska.  Has  served  as 
a lecturer  in  legal  medicine  at 
Boston  University,  Tufts  Col- 
lege Medical  School  and  Univer- 
sity* of  Southern  California.  Has 
served  as  consultant  and  official 
investigator.  National  Defense 
Research  Committee.  Office  of 
Scientific  Research  and  Develop- 
ment, National  Research  Coun- 
cil. Has  been  named  Honorary* 
Consultant.  Army  Medical  Li- 
brary, and  has  written  numerous 
books  and  publications. 


Wayne  B.  Slaughter,  M.D. 

Chicagro,  Illinois 

Graduated  from  the  Univer- 
sity of  Nebraska  College  of 
Medicine  in  1935.  Currently 
serving  as  Professor  of  Sur- 
geiT  (Clinical)  Loyola  Univer- 
sity. Stritch  School  of  Medicine 
and  Chairman  of  the  Depart- 
ment of  Plastic  Surgery.  He  is 
Chief  of  Service,  Mercy  Hos- 
pital. Chicago : and  Chief,  De- 
partment of  Plastic  Surgery,  St. 
Francis  Hospital.  Evanston,  The 
Cradle,  Evanston  and  St.  Vin- 
cent's Hospital,  Chicago. 


Richmond  S.  I’aine,  M.D. 

Washington,  D.C. 

Graduated  from  Harvard  Med- 
ical School  in  1944.  Has  served 
as  Clinical  Assistant,  National 
Hospital  of  Nervous  Diseases, 
London  ; and  Instructor  in  Pedi- 
atrics, and  Associate  Instructor 
at  Harvard  Medical  School. 
Presently  serving  as  Professor 
of  Pediatric  Neurology.  George 
Washington  University  School 
of  Medicine  and  Consultant 
Neurologist,  Children’s  Conval- 
escent Hospital  of  the  District 
of  Columbia. 


E.  Thurston  Thieme,  M.D. 

Ann  Arbor,  Michigan 

Graduated  from  Harvard  Med- 
ical College  in  1933.  He  served 
as  Instructor  in  Surgei*y  until 
1963  at  the  University*  of  Michi- 
gan and  is  currently  serving  as 
Clinical  Associate  Professor  of 
Surgery*  at  that  Medical  School. 
He  also  served  as  Chief.  De- 
partment of  General  Surgery* 
from  1940  until  1965.  He  has 
written  22  articles  on  medical 
and  surgical  subjects  and  served 
as  Founder  and  Secretary- 
Treasurer  of  the  Frederick  A. 
Coller  Surgical  Society. 
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Austin  L.  Vickery,  Jr., 
M.D. 

Boston,  Massachusetts 

Graduated  from  the  Univer- 
sity of  Nebraska  College  of 
Medicine  in  1943.  Is  currently 
serving  as  Associate  Clinical 
Professor  of  Pathology,  Har- 
vard Medical  School ; Patholo- 
gist, Massachusetts  General  Hos- 
pital ; Consulting  Pathologist, 
Massachusetts  Eye  and  Ear  In- 
firmary ; and  member  of  the 
Thyroid  and  Tumor  Clinics  of 
the  Massachusetts  General  Hos- 
pital. He  is  currently  engaged 
in  experimental  and  clinical  re- 
search projects,  with  his  major 
hospital  interest  being  surgical 
pathology.  He  served  in  the 
Far  East  Theater  General  Lab- 
oratory from  1952  to  1954. 


Abbott  Laboratories,  North  Chicago,  Illinois 

Blue  Cross  - Blue  Shield,  Omaha,  Nebraska 

Ciba  Phai’maceutical  Products,  Inc.,  Summit,  New 
Jersey 

Coca-Cola  Company,  Atlanta,  Georgia 
Daily  Council  of  Lincoln,  Lincoln,  Nebraska 
Des  Moines  Flying  Service,  Des  Moines,  Iowa 
Dictaphone  Corporation,  Omaha,  Nebraska 
Donley  Medical  Supply  Company,  Lincoln,  Nebraska 


Laurens  Williams,  Esq. 

Washington,  D.C. 

Graduated  from  Cornell  Law 
School  in  1931.  Is  a partner 
in  Washington,  D.C.,  Law  Firm 
of  Sutherland,  Asbill  and  Bren- 
nan. Has  served  as  Assistant 
to  the  Secretary  of  the  Treas- 
ury and  Head,  Legal  Advisory 
Staff,  for  which  he  earned  the 
Alexander  Hamilton  Award  for 
distinguished  leadership.  Mr. 
Williams  has  also  served  as 
President  of  the  Nebraska  Bar 
Association  and  as  Chairman 
of  various  Section  Committees 
of  the  American  Bar  Associa- 
tion. He  has  also  authored  va- 
rious legal  articles  on  taxation 
and  served  as  a member  on 
various  Advisory  Groups  to  the 
Committee  on  Ways  and  Means. 


Dorsey  Laboratories,  Lincoln,  Nebraska 

Encyclopaedia  Britannica,  Chicago,  Illinois 

International  Business  Machines,  Lincoln,  Nebraska 

Mead  Johnson  Laboratories,  Evansville,  Indiana 

Medco  Products  Company,  Inc.,  Waterloo,  Iowa 

Medical  Protective  Company,  Fort  Wayne,  Indiana 

Merck,  Sharp  & Dohme,  West  Point,  Pennsylvania 

Monarch  Life  Insurance  Company,  Omaha,  Nebraska 

Physicians  & Hospitals  Supply  Company,  Minne- 
apolis, Minnesota 

Professional  Credit  Control,  Inc.,  Lincoln,  Nebraska 
A.  H.  Robins  Company,  Inc.,  Richmond,  Virginia 


Roche  Laboratories,  Nutley,  New  Jersey 
Sandoz  Pharmaceuticals,  Hanover,  New  Jersey 


W.  B.  Saunders  Company,  Philadelphia,  Pennsylvania 
Schering  Corporation,  Union,  New  Jersey 
G.  D.  Searle  & Company,  Chicago,  Illinois 
E.  R.  Squibb  & Sons,  New  York,  New  York 
Ulmer  Pharmacal  Company,  Minneapolis,  Minnesota 


Upjohn  Company,  Kalamazoo,  Michigan 
Warren-Teed  Pharmaceuticals,  Inc.,  Columbus,  Ohio 


Woodmen  Accident  and  Life  Company,  Lincoln,  Ne- 
braska 
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appreciation  for  the  grants  received  from  the  follow- 
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Nebraska  Division,  American  Cancer  Society 
Eli  Lilly  and  Company 

Merck,  Sharp  & Dohme  Postgraduate  Program 
Smith  Kline  & French  Laboratories 


Scientific  Sessions  Committee 


R.  0.  Garlinghouse,  M.D.,  Chairman Lincoln 

C.  R.  Brott,  M.D. Beatrice 

Bruce  F.  Claussen,  M.D. North  Platte 

Russell  L.  Gorthey,  M.D. Lincoln 

M.  M.  Musselman,  M.D. Omaha 

Harold  N.  Neu,  M.D. Omaha 

H.  V.  Munger,  M.D. Lincoln 


Announcements 

House  of  Delegates 

1st  Session:  Monday,  May  2,  1966,  9:00  a.m.,  Lan- 

caster Room 

2nd  Session:  Wednesday,  May  4,  1966,  8:00  a.m., 
Lancaster  Room 

3rd  Session:  Thursday,  May  5,  1966,  8:00  a.m.,  Lan- 
caster Room 

Board  of  Councilors 

1st  Session:  Tuesday,  May  3,  1966,  4:00  p.m..  Room 
933 

2nd  Session:  Wednesday,  May  4,  1966,  9:00  a.m., 

Lancaster  Room 

3rd  Session:  Thursday,  May  5,  1966,  9:00  a.m., 

Lancaster  Room 

Board  of  Trustees 

Wednesday,  May  4,  1966,  3:45  p.m.,  Lancaster 
Room 


Nebraska  State  Medical  Association 
98th  Annual  Session 

TUESDAY,  MAY  3,  1966 
8:30  Exhibits  Open 
9:30  Film 

“The  Different  Drum” 


OPENING  CEREMONIES  — Ballroom 

R.  E.  Garlinghouse,  M.D.,  Lincoln, 
Presiding 

10:00  Welcome 

- — Willis  D.  Wright,  M.D.,  President,  Omaha 
10:05  Invocation 

— Reverend  Lawrence  L.  Stanton,  Lincoln 

10:10  Presidential  Address 

— Willis  D.  Wright,  M.D.,  Omaha 

10:20  Installation  of  Incoming  President 
- — Dan  A.  Nye,  M.D.,  Kearney 

10:30  Necrology 

— George  B.  Salter,  M.D.,  Norfolk 
10:40  VISIT  THE  EXHIBITS 

11:00  Keynote  Address 

“Federal  Health  Care  Laws:  A Major 
Challenge” 

— James  Z.  Appel,  M.D.,  Lancaster,  Pennsyl- 
vania 

President,  American  Medical  Association 

12:00  Noon  Luncheon,  Ballroom 

— Dan  A.  Nye,  M.D.,  President,  Presiding 

Guest  Speaker: 

— The  Honorable  Carl  T.  Curtis,  United 
States  Senate 

VISIT  THE  EXHIBITS 
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TUESDAY  AFTERNOON,  MAY  3,  1966 
LECTURES  — SECTION  A 
Ballroom 

SURGERY  LECTURES 

— John  P.  Heinke,  M.D.,  Scottsbluff,  Mod- 
erator 

2:30  “Chronic  Thyroiditis” 

— Austin  L.  Vickery,  Jr.,  M.D.,  Boston,  Mas- 
sachusetts 

2:50  “The  Plastic  Repair  of  Accidental  Wounds” 

— Wayne  B.  Slaughter,  M.D.,  Chicago,  Illinois 

3:10  “Melanoma” 

— Robert  J.  Booher,  M.D.,  New  York,  New 
York 

3:30  VISIT  THE  EXHIBITS 

OBSTETRICS  and  GYNECOLOGY  LECTURES 

— Rex  Fischer,  M.D.,  Columbus,  Moderator 

4:00  “The  Maturation  Index  and  Cyclic  Hor- 
mone Therapy  (Limitation  of  the  Aging 
Process)” 

— Harry  Meyer,  M.D.,  New  Orleans,  Louis- 
iana 

4:20  “Endometriosis” 

— George  M.  Horner,  M.D.,  Denver,  Colorado 

4:40  “The  Pre-Marital  Examination:  A Doctor’s 
Responsibility” 

— Robert  M.  Kretzschmar,  M.D.,  Iowa  City, 
Iowa 

VISIT  THE  EXHIBITS 

5:00  SExMINARS  FOR  ABOVE  LECTURES 

Surgery,  Room  921 

— John  P.  Heinke,  M.D.,  Scottsbluff,  Mod- 
erator 

Drs.  Vickery,  Slaughter  and  Booher 

Obstetrics  and  Gynecology,  Room  901 

— Rex  Fischer,  M.D.,  Columbus,  Moderator 
Drs.  Meyer,  Horner,  and  Kretzschmar 

— FUN  NIGHT  — 


TUESDAY  AFTERNOON,  MAY  3,  1966 
LECTURES  — SECTION  B 
State  Suites 

PEDIATRICS  LECTURES 

— Robert  Sorensen,  M.D.,  Fremont,  Moder- 
ator 

2:30  “Obesity  in  Childhood” 

— William  T.  Dobbins,  M.D.,  Denver,  Colo- 
rado 

2:50  “Management  of  Convulsive  Disorders  in 
Children” 

— Richmond  S.  Paine,  M.D.,  Washington, 
D.C. 

3:10  “Changing  Concepts  of  the  Ediology  of  Iron 
Deficiency  Anemia  in  Infants” 

— M.  Eugene  Lahey,  M.D.,  Salt  Lake  City, 
Utah 

3:30  VISIT  THE  EXHIBITS 

MEDICINE  LECTURES 

— John  D.  Hartigan,  M.D.,  Omaha,  Moderator 

4:00  “Rehabilitation  of  the  Stroke  Patient” 

— Frank  Meelhuysen,  M.D.,  Minneapolis,  Min- 
nesota 

4:20  “Ulcerative  Colitis” 

— Arthur  P.  Klotz,  M.D.,  Kansas  City,  Kansas 

4:40  “Cutaneous  Signs  of  Internal  Disease” 

— Robert  W.  Goltz,  M.D.,  Denver,  Colorado 

VISIT  THE  EXHIBITS 

5:00  SEMINARS  FOR  ABOVE  LECTURES 

Pediatrics,  State  Suite  1 

— Robert  Sorensen,  M.D.,  Fremont,  Moderator 
Drs.  Dobbins,  Paine,  and  Lahey 

Medicine,  State  Suites  2 and  3 

— John  D.  Hartigan,  M.D.,  Omaha,  Moderator 
Drs.  Meelhuysen,  Klotz,  and  Goltz 

FUN  NIGHT  — 
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WEDNESDAY  MORNING,  MAY  4,  1966 

8:00  Course  in  Medicine,  Room  901 

— O.  A.  Kostal,  M.D.,  Hastings,  Moderator 
(Continental  Breakfast  — $1.00  per  par- 
ticipant, limit  of  25) 

“The  Diagnosis  and  Management  of  Pan- 
creatic Disease” 

— Arthur  P.  Klotz,  M.D.,  Kansas  City,  Kan- 
sas 

GENERAL  SESSION 
Ballroom 

9:30  SYMPOSIUM  ON  CONGENITAL  ANO- 
MALIES* 

— Horace  Munger,  M.D.,  Lincoln,  Moderator 

“Imperforate  Anus” 

— David  R.  Akers,  M.D.,  Denver,  Colorado 

“Cryptorchidisih  and  Hypospadias” 

— Heniy  A.  Buchtel,  M.D.,  Denver,  Colo- 
rado 

“Congenital  Dislocation  of  the  Hip” 

— Fred  H.  Hartshorn,  M.D.,  Denver,  Colo- 
rado 

“Sex  Differentiation” 

— William  T.  Dobbins,  M.D.,  Denver,  Colo- 
rado 

10:30  VISIT  THE  EXHIBITS 

11:00  ANNUAL  DISTINGUISHED  NEBRASKA 
LECTURE,  Ballroom 

— Dan  A.  Nye,  M.D.,  Kearney,  Presiding 

Guest  Lecturer 

— Isidor  S.  Ravdin,  M.D.,  Philadelphia,  Penn- 
sylvania 

12:00  VISIT  THE  EXHIBITS 

12:30  Noon  Luncheon,  Ballroom 

“Your  Association  Reports” 

— Willis  D.  Wright,  M.D.,  Omaha,  Presiding 

♦Supported  in  part  by  a grant  from  Merck,  Sharp 

& Dohme 


WEDNESDAY  MORNING,  MAY  4,  1966 

8:00  Course  in  Obstetrics  and  Gynecology,  Room 
921 

— Russell  L.  Gorthey,  M.D.,  Lincoln,  Mod- 
erator 

(Continental  Breakfast  — $1.00  per  par- 
ticipant, limit  of  25) 

“Contraceptives” 

— George  M.  Horner,  M.D.,  Denver,  Colorado 

— Robert  Kretzschmar,  M.D.,  Iowa  City, 
Iowa 


SYMPOSIUM  ON  CONGENITAL 
ANOMALIES 

(See  Opposite  Page) 


10:30  VISIT  THE  EXHIBITS 

11:00  ANNUAL  DISTINGUISHED  NEBRASKA 
LECTURE,  Ballroom 

— Dan  A.  Nye,  M.D.,  Kearney,  Presiding 

Guest  Lecturer 

— Isidor  S.  Ravdin,  M.D.,  Philadelphia, 
Pennsylvania 

12:00  VISIT  THE  EXHIBITS 

12:30  Noon  Luncheon,  Ballroom 

‘Your  Association  Reports” 

-Willis  D.  Wright,  M.D.,  Omaha,  Presiding 
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WEDNESDAY  AFTERNOON,  MAY  4,  1966 
LECTURES  — SECTION  A 
Ballroom 

SURGERY  LECTURES 

— William  Glenn,  M.D.,  Falls  City,  Moderator 

2:00  “The  Solitary  Nodule  and  Thyroid  Cancer” 

— Austin  L.  Vickei-y,  Jr.,  M.D.,  Boston,  Mas- 
sachusetts 

2:20  “The  Treatment  of  Hemang-iomas” 

— Wayne  B.  Slaughter,  M.D.,  Chicago,  Illinois 

2 :40  “Gastric  Cancer” 

— Robert  J.  Booher,  M.D.,  New  York,  New 
York 

3:00  VISIT  THE  EXHIBITS 

OBSTETRICS  and  GYNECOLOGY  LECTURES 

— Howard  Yost,  M.D.,  Fremont,  Moderator 

3:30  “Oxytocic  Infusion  for  Induction  or  Aug- 
mentation of  Labor” 

— Harry  Meyer,  M.D.,  New  Orleans,  Louis- 
iana 

3:50  “Causes  and  Means  of  Preventing  Maternal 
Deaths” 

— George  M.  Homer,  M.D.,  Denver,  Colorado 

4:10  “Third  Trimester  Bleeding:  Pitfalls  of  Man- 
agement” 

— Robert  M.  Kretzschmar,  M.D.,  Iowa  City, 
Iowa 

VISIT  THE  EXHIBITS 

4:30  SEMINARS  FOR  ABOVE  LECTURES 

Surgery,  Room  921 

— William  Glenn,  M.D.,  Falls  City,  Moderator 
Drs.  Vickery,  Slaughter,  and  Booher 

Obstetrics  and  Gynecology,  Room  901 

— Howard  Yost,  M.D.,  Fremont,  Moderator 
Drs.  Meyer,  Horner,  and  Kretzschmar 

6:00  Social  Hour,  State  Suites 

7 :00  Annual  Banquet,  Ballroom 

— L.  J.  Gogela,  M.D.,  President,  Lancaster 
County  Medical  Society,  Presiding 

Presentation  of  50- Year  Pins 

Banquet  Speaker,  Kenneth  McFarland,  Ph.D., 
Guest  Lecturer,  General  Motors  Corpora- 
tion 


WEDNESDAY  AFTERNOON,  MAY  4,  1966 
LECTURES  — SECTION  B 
State  Suites 

PEDIATRICS  LECTURES 

— ^\Varren  Bosley,  M.D.,  Grand  Island,  Mod- 
erator 

2:00  “Short  Boys  and  Tall  Girls:  Is  There  a 
Need  for  Endocrine  Therapy?” 

— William  T.  Dobbins,  M.D.,  Denver,  Colo- 
I’ado 

2:20  “Evaluation  of  Neurologic  Abnormalities  in 
the  Newborn  Period” 

— Richmond  S.  Paine,  M.D.,  Washington, 
D.C. 

2:40  “The  Choice  of  Iron  Compounds  for  the 
Treatment  of  Iron  Deficiency  Anemia” 

■ — M.  Eugene  Lahev,  M.D.,  Salt  Lake  City, 
Utah 

3:00  VISIT  THE  EXHIBITS 

MEDICINE  LECTURES 

— W.  W.  Waddell,  M.D.,  Beatrice,  Moderator 

3:30  “Hiatus  Hernia  and  Esophagitis” 

— Arthur  P.  Klotz,  M.D.,  Kansas  City,  Kansas 

3:50  “General  Management  of  Spasticity” 

— Frank  Meelhuysen,  M.D.,  Minneapolis,  Min- 
nesota 

4:10  “W’hat’s  New  in  Dennatologic  Therapy?” 

— Robert  W.  Goltz,  M.D.,  Denver,  Colorado 

VISIT  THE  EXHIBITS 

4:30  SEMINARS  FOR  ABOVE  LECTURES 
Pediatrics,  State  Suites  2 and  3 

— Warren  Bosley,  M.D.,  Grand  Island,  Mod- 
erator 

Drs.  Dobbins,  Paine  and  Lahey 
Medicine,  State  Suite  1 

— W.  W.  Waddell,  M.D.,  Beatrice,  Moderator 
Drs.  Klotz,  Meelhuysen,  and  Goltz 

6:00  Social  Hour,  State  Suites 

7 :00  Annual  Banquet,  Ballroom 

— L.  J.  Gogela,  M.D.,  President,  Lancaster 
County  Medical  Society,  Presiding 

Presentation  of  50- Year  Pins 

Banquet  Speaker,  Kenneth  McFarland,  Ph.D., 
Guest  Lecturer,  General  Motors  Corpora- 
tion 
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THURSDAY  MORNING,  MAY  5,  1966 

8:00  Course  in  Pediatrics,  Room  901 

- — Paul  Bancroft,  M.D.,  Lincoln,  Moderator 
(Continental  Breakfast  — $1.00  per  par- 
ticipant, limit  of  25) 

“The  Diagnostic  Evaluation  of  Mental  Re- 
tardation” 

— Richmond  S.  Paine,  M.D.,  Washington, 
D.C. 

8:00  Course  in  Surgery,  Room  921 

— M.  M.  Musselman,  M.D.,  Omaha,  Moderator 
(Continental  Breakfast  — $1.00  per  par- 
ticipant, limit  of  25) 

“When,  Why  and  How  I Biopsy  the  Breast” 
— E.  Thurston  Thieme,  M.D.,  Ann  Arbor, 
Michigan 

9:00  VISIT  THE  EXHIBITS 

9:30  SYMPOSIUM  ON  TRAUMA  IN  CHIL- 
DREN, Ballroom 

— R.  W.  Gillespie,  M.D.,  Lincoln,  Moderator 
“Blunt  Abdominal  Trauma  in  Children” 
—David  R.  Akers,  M.D.,  Denver,  Colorado 
“Fractures  of  the  Spine  and  Pelvis” 

— Fred  H.  Hartshorn,  M.D.,  Denver,  Colorado 
“Urinary  Tract  Trauma” 

— Henry  A.  Buchtel,  M.D.,  Denver,  Colorado 

10:30  SYMPOSIUM  ON  MEDICAL-LEGAL  PROB- 
LEMS, Ballroom 

— R.  E.  Garlinghouse,  M.D.,  Lincoln,  Mod- 
erator 

“Tax  Problems  of  the  Professional  Man” 

— Laurens  Williams,  Esq.,  Washington,  D.C. 
“Unexpected  Death  from  Unsuspected 
Trauma” 

— Alan  R.  Moritz,  M.D.,  Cleveland,  Ohio 
“Professionalism  in  the  Courtroom” 

— Honorable  Reginald  I.  Bauder,  Judge,  Su- 
perior Court,  Los  Angeles,  California 

12:30  Noon  Luncheon 

— R.  E.  Garlinghouse,  M.D.,  Lincoln,  Moder- 
ator 

“The  Rat  Race,  The  Human  Race,  The  Court 
House  Race  — Medico-Legal  Variations  on 
An  Explosive  Theme” 

— Honorable  John  R.  Brown,  Judge,  Fifth 
Circuit  Court  of  Appeals,  Houston,  Texas 

2:00  TRIAL  DEMONSTRATION,  Ballroom 

— Flavel  A.  Wright,  Esq.,  Lincoln,  Moderator 

VIGNETTE  — “Trauma  and  Heart  Disease” 
A graphic  demonstration  of  some  problems 
in  this  important  area. 

Judge — Hon.  Reginald  I.  Bauder,  Los  An- 
geles, California 

Witness — Alan  R.  Moritz,  M.D.,  Cleveland, 
Ohio 

Attorney — Philip  H.  Corboy,  Esq.,  Chica- 
go, Illinois 

Attorney — John  R.  Dixon,  Esq.,  St.  Louis, 
Missouri 

4:00  Meeting  Adjourned 


Scientific  Film  Program 

C.  R.  Brott,  M.D.,  Coordinator 
Room  901 

TUESDAY,  MAY  3,  1966 
Morning  Program 

9:00  “Modei-n  Concepts  of  Epilepsy” 

9:30  “An  Otological  Seminar” 

10:00  “Clinical  Application  Tonometry” 

10:30  “A  Clinic  on  Chronic  Otitic  Purulencies” 

Afternoon  Program 

1:00  “Peutz-Jeghers  Syndrome” 

1:30  “Frontiers  on  Allergy” 

2:00  “Hemostasis:  The  Effect  of  Estrogens” 
2:30  “Atherosclerosis:  The  Role  of  Estrogens” 
3:00  “Nose  and  Paianasal  Sinuses” 

3:30  “Cinegastroscopy  with  the  Fiberscope  and 
Aid  to  Diagnosis  of  Gastric  Lesions” 

4:00  “Anorectal  Applied  Anatomy” 

WEDNESDAY,  MAY  4,  1966 
Morning  Program 

9:00  “Basic  Principles  in  Management  of  the 
Local  Burn  Wound” 

9:30  “Functional  Anatomy  of  the  Hand” 

10:00  “Major  Amputations  for  Arteriosclerosis, 
Technic  and  Rehabilitation” 

10:30  “Transmetatai’sal  Amputation” 

11:00  “Thrombectomy  for  Ileofemoral  and  Ax- 
illary Vein  Thrombosis” 

11:30  “Adrenolectomy” 

Afternoon  Program 

1:00  “Cholelithiasis  and  Choledocholithiasis” 

1:30  “Pitfalls  in  Biliary  Surgery” 

2:00  “Subphrenic  Abscess” 

2:30  “Complications  of  Acute  Appendicitis” 

3:00  “Management  of  Advanced  and  Neglected 
Surgical  Lesions” 

3:30  “Acute  Head  Injury” 

4:00  “Thyroidectomy:  A Half  Centui-y  of  Ex- 

perience” 

THURSDAY,  MAY  5,  1966 
Morning  Program 
9:00  “Pyloric  Stenosis” 

9:30  “Pathophysiology  and  Surgical  Management 
of  Achalasia  of  the  Esophagus” 

10:00  “Gastrectomy:  The  Place  of  Conservative 

Resection  in  the  Management  of  Duodenal 
Ulcer” 

10:30  “Vagotomy  and  Pyloroplasty  for  Bleeding  and 
Perforated  Duodenal  Ulcer” 

11:00  “Treatment  of  Carcinoma  of  the  Stomach 
in  Elderly  Patients” 

11:30  “Achalasia  and  Hiatal  Insufficiency” 
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Woman's  Auxiliary 


MRS.  J.  MHITNEY 
KELLEY 

Omaha,  Nebraska 

President,  1965-1966 


MRS.  FAY  SMITH 

Omaha.  Nebraska 

President,  1966-1967 


MRS.  ASHER 
YAGUDA 

Newark.  New  Jersey 

Honored  Guest  Speaker 
M'oman’s  Auxiliary 

President  - Elect 
\Yoman’s  Auxiliary 
to  the 

American  Medical 
Association 


MRS.  RICHARD  A. 
SUTTER 

St.  Louis.  Missouri 

President 

IVoman’s  Auxiliary 
to  the 

American  Medical 
Association 


Woman's  Auxiliary 

41st  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  on  the  Mezzanine 
of  the  Hotel  Comhusker  on  Tuesday,  May  3 and  on 
Wednesday,  May  4,  until  12  p.m. 


CONVENTION  COMMITTEES 

General  Chairman — 

Mrs.  Jon  T.  Williams 

Social  Chairmen — 

Mrs.  George  Lewis,  Jr. 

Mrs.  Keith  Sehnert 

Program  Chairmen  (Style  Show)  — 

Mrs.  E.  S.  Maness 
Mrs.  E.  D.  Zeman 

Registration — - 

Mrs.  Frank  Cole 

Tickets  and  Finance — 

Mrs.  C.  D.  Bell 

Hospitality — 

Mrs.  R.  A.  Hillyer 

Flowers — 

Mrs.  W.  Q.  Bradley 

Transportation — 

Mrs.  M.  P.  Brolsma 

Reservations — 

Mrs.  Robert  Jones 

Publicity — 

Mrs.  H.  L.  Papenfuss 

Hostess  Auxiliary — 

Lancaster  County  Medical  Auxiliary 

A cordial  invitation  is  extended  to  all  doctors’ 
wives  of  Nebraska  whether  or  not  you  are  an  aux- 
iliaiy  member. 

AUXILIARY  PLEDGE 

I pledge  my  loyalty  and  devotion  to  the  Wom- 
an’s Auxiliary  to  the  American  Medical  Association. 
I will  support  its  activities,  protect  its  reputation, 
and  ever  sustain  its  high  ideals. 

WHO  IS  EXPECTED  TO  ATTEND 
Officers 

Chairmen  of  Committees 
Presidents  of  County  Auxiliaries 
District  Councilors 

New  officers  and  chairmen,  either  on  the  state 
or  local  levels,  will  benefit  from  attending  the  ses- 
sions. 
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Woman's  Auxiliary 
PROGRAM 

A registration  desk  will  be  open  on  the  Mez- 
zanine of  the  Hotel  Comhusker  on  Tuesday,  May 

3 and  on  Wednesday,  May  4,  until  12  p.m. 

MONDAY,  MAY  2,  1966 

12:30-3:00  Registration,  Mezzanine,  Hotel  Corn- 
husker 

TUESDAY,  MAY  3,  1966 

8:00  Registration,  Mezzanine,  Hotel  Comhusker 

8:15  Pre-Convention  Executive  Board  Meeting, 
State  Suites 
No-Host  Breakfast 
Mrs.  J.  Whitney  Kelley,  Presiding 
Reports  of  Officers  and  State  Chairmen 

11:00  Keynote  Address,  Ballroom 

James  Z.  Appel,  M.D.,  President,  American 
Medical  Association 

12:00  Combined  Auxiliary  and  Association  Lunch- 
eon, Ballroom 

Guest  Speaker:  The  Honorable  Carl  T.  Curtis 
Presentation  of  AMA-ERF  Checks 
(Tickets  available  at  Ballroom) 

2:30  Annual  Business  Meeting,  Lancaster  Room 
Mrs.  J.  Whitney  Kelley,  Presiding 
Reports  of  County  Presidents 
Memorial  Sei-vice 
Election  of  Officers 
Installation  of  New  Officers 

6:30  FUN  NIGHT  (Lancaster  County  Medical 
Society) 

WEDNESDAY,  MAY  4,  1966 

12:30  Luncheon,  Lincoln  Country  Club 

Tickets  and  transportation  infonnation  to 
the  Country  Club  available  at  the  Regis- 
tration Desk,  Hotel  Comhusker 
Mrs.  Asher  Yaguda,  President-elect,  Wom- 
an’s Auxiliary  to  the  American  Medical 
Association 
Fashion  Show 

6:00  Social  Hour,  State  Suites 

(To  honor  the  Presidents  of  the  Nebraska 
State  Medical  Association  and  the  Wom- 
an’s Auxiliary) 

7--0  Annual  Banquet,  Ballroom 

Presentation  of  Fifty  Year  Pins 
Guest  Speaker:  Dr.  Kenneth  McFarland,  To- 
peka, Kansas 

THURSDAY,  MAY  5,  1966 

9:00  Post-Convention  Executive  Board  Meeting, 
State  Suites 

Mrs.  Fay  Smith,  Presiding 
No-Host  Breakfast 


All  About  Us 

Doctor  John  A.  Aita,  Omaha,  has  written 
a book  entitled,  “Neurocutaneous  Disease.” 

Doctor  L.  Thomas  Hood,  Omaha,  is  presi- 
dent of  the  Immanuel  Hospital  medical  staff 
for  the  year  1966. 

Doctor  Albert  S.  Black,  Jr.,  Omaha,  has 
been  elected  president  of  the  Clarkson  Hos- 
pital medical  staff. 

Doctor  Robert  Gillespie,  Lincoln,  has  been 
named  to  the  American  College  of  Surgeons 
Trauma  Committe. 

Doctor  Theodore  Pfundt,  Houston,  has 
been  appointed  Medical  Director  of  Chil- 
drens Hospital  in  Omaha. 

Doctor  John  D.  Coe,  Omaha,  has  been 
named  president  of  the  Nebraska  Metho- 
dist Hospital  medical  staff. 

Doctor  R.  E.  Garlinghouse,  Lincoln,  ad- 
dressed the  Executive  Club  of  Lincoln  on  the 
subject  of  Medicare  in  January. 

Doctor  John  H.  Krickbaum,  Auburn,  has 
been  elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  C.  L.  Anderson  was  recently  hon- 
ored by  the  Stromsburg  Sertoma  Club,  be- 
ing given  a “Service  to  Mankind”  award. 

Doctor  Lawrence  Morrow  was  recently  hon- 
ored by  the  Tekamah  Chamber  of  Commerce 
for  the  50  years  of  medical  service  he  has 
provided  that  community. 

Doctor  L.  W.  Forney,  Crete,  has  been 
named  the  nominee  of  the  Southern  Nebraska 
Sertoma  Clubs  for  their  Service  to  Mankind 
Award.  He  is  one  of  two  Nebraskans  to  re- 
ceive this  honor  this  year. 


Deaths 

SMITH  — Eldon  J.  Smith,  M.D.,  died  De- 
cember 21,  1965,  at  the  age  of  88.  Bom  in 
Iowa,  Dr.  Smith  graduated  from  the  Univer- 
sity of  Nebraska  College  of  Medicine,  and 
then  located  in  Burwell,  Nebraska  where  he 
was  in  practice  for  sixty  years.  During  the 
1950’s  Doctor  Smith  served  as  mayor  of  Bur- 
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well.  His  election  to  the  office  of  mayor 
was  sjTnbolic  of  the  high  esteem  in  which 
he  was  held  by  his  patients  and  friends  in 
Bunvell. 


Announcements 

Nebraskan  Named  Top  Winner  in  1966 
SAM  A Scientific  Forum — 

Chicago  — A sophomore  medical  student 
from  the  University  of  Nebraska  College  of 
Medicine,  Dennis  F.  Landers,  has  been  named 
as  the  Grand  Award  winner  in  the  1966  ver- 
sion of  the  SAMA-Mead  Johnson  Scientific 
Forum  of  the  Student  American  Medical  As- 
sociation. 

Mr.  Landers  won  a check  for  $500  and 
expense-paid  trips  to  deliver  his  paper  at  the 
SAMA  meeting  in  Los  Angeles  in  May  and 
the  June  meeting  of  the  American  Medical 
Association  in  Chicago.  His  winning  paper 
is  entitled:  “Observations  on  Location  and 
Ultrastructure  of  Duodenal  Liunphocytes ; a 
Light  and  Electron  Microscopic  Study.” 

Annual  Meeting  of  the  Nebraska 
Rheumatism  Association — 

THURSDAY,  MAY  12,  1966 
Creighton  University  Auditorium, 

Eugene  C.  Eppley 
College  of  Business  Administration 
26th  and  California,  Omaha,  Nebraska 

PROGRAM 

VERNON  G.  WARD,  M.D.,  Presiding 

Fb'esident,  Nebraska  Rheumatism  Association; 
Assistant  Professor,  Department  of 
Internal  Medicine, 

College  of  Medicine,  University  of  Nebraska 

1:00  Registration 

1:30  Rheumatoid  Spondylitis  — Case  Pre- 
sentation 

Walt  Weaver,  iMD,  Instructor,  De- 
partment of  Internal  i\Iedicine, 
College  of  Medicine,  University  of 
Nebraska 

2:00  Assessment  of  Periarticular  Osteo- 
porosis in  Rheumatoid  Arthritis 
J.  James  Walch,  i\ID,  Trainee  in  Hard 
Tissue  Metabolism,  Metabolic  Re- 
search Unit,  School  of  Medicine, 
Creighton  University 


2:30  The  Immunopathogenesis  of  Rheu- 
matoid Arthritis 

*Joseph  L.  Hollander,  MD,  Professor 
of  iMedicine,  School  of  Medicine, 
University  of  Pennsylvania;  Edi- 
tor-in-Chief  of  the  Textbook,  “Ar- 
thritis and  Allied  Conditions Past 
President,  American  Rheumatism 
Association 

3:30  Break 

3:45  Arthritic  Manifestations  of  Systemic 
Diseases 

William  D.  Robinson,  MD,  Professor 
and  Chairman,  Department  of  In- 
ternal iMedicine,  University  of 
^Michigan  iMedical  School ; Past 
President,  American  Rheumatism 
Association 

4:45  Discussion 

5:00  Business  Meeting  and  Election  of  Of- 
ficers 

♦ — Supported  by  a grant  from  the  Merck,  Sharp  and  Dohme 
Postgraduate  Program. 

Emergency  Care  and  Transportation — 

The  first  3^  o day  advanced  practical  course 
for  ambulance  attendants,  firemen,  police- 
men, emergency  squads,  safety  engineers, 
public  health  and  civil  defense  personnel,  on 
Initial  Emergency  Care  and  Transportation 
of  the  Sick  and  Injured,  will  be  held  March 
28  through  31,  1966,  at  the  Jung  Hotel,  New 
Orleans,  Louisiana.  It  is  sponsored  by  the 
Committee  on  Injuries  of  t h e American 
Academy  of  Orthopaedic  Surgeons,  in  cooper- 
ation with  Tulane  University  School  of  Medi- 
cine and  the  New  Orleans  health,  police,  and 
fire  departments,  under  the  direction  of  Dr. 
Jack  Wickstrom.  Tlie  registration  fee  is  $25 ; 
write  to  Dr.  Paul  R.  Mej'er,  Jr.,  Department 
of  Orthopaedic  Surgery,  Tulane  University 
Medical  School,  1430  Tulane  Avenue,  New 
Orleans,  Louisiana  70112. 

Evaluation  of  Permanent  Impairment — 

“Guides  to  the  evaluation  of  permanent 
impairment  — the  respiratory  system,”  the 
eighth  guide  in  a permanent  impairment 
evaluation  series,  and  developed  by  the  AiMA 
Committee  on  Rating  of  Mental  and  Physi- 
cal Impairment,”  is  available.  Previously 
published  guides  were  concerned  with  the 
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extremities  and  back ; the  visual  system ; the 
cardiovascular  system ; ear,  nose,  and  throat, 
and  related  structures;  the  central  nervous 
system ; the  digestive  system ; and  the  per- 
ipheral spinal  nerves.  A limited  number  of 
copies  of  this  guide  may  be  obtained,  without 
charge,  by  writing  to  the  above  committee  at 
535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 


News  and  Views 

-Massive  Screening  for  Breast  Cancer — 

One  half  of  60,000  women  between  40  and 
64  years  old  will  receive  regular  medical  care 
and  will  constitute  the  control  group,  while 
the  other  30,000  are  to  have  medical  check- 
ups and  breast  X rays  three  times  a year. 
In  the  first  10,000  women  examined,  23 
breast  cancers  were  found ; 16  of  these  can- 
cers were  detected  before  they  had  spread 
to  nearby  lymph  nodes. 


Nobel  Laureate  to  Biomedical  Institute — 

Sir  John  C.  Eccles,  PhD,  whose  research  of 
nerve  function  won  for  him  the  Nobel  Prize 
in  Physiology  and  Medicine,  has  been  ap- 
pointed to  the  Institute  for  Biomedical  Re- 
search of  the  AMA  Education  and  Research 
Foundation. 


Know  Your 
Blue  Shield  Plan 

Progress  Report:  98%  Paid-in-Full  in  Louisville — 
Some  98  per  cent  of  claims  filed  during  the 
first  six  months  of  Kentucky  Blue  Shield’s 
Prevailing  Fees  Program  has  been  paid-in- 
full, according  to  Avil  McKinney,  director  of 
hospital,  physician,  and  public  relations  for 
the  Plan. 

Speaking  at  the  Prevailing  Fees  Work- 
shop January  19  and  20  at  the  Sheraton  Hotel 
in  Chicago,  McKinney  said,  “Utilization  and 
cost  of  the  program  have  both  been  below' 
our  estimates.  We  are  quite  pleased  with 
the  results  and  are  planning  to  expand  the 
program  to  other  accounts.” 


Minnesota  and  Kansas — 

It  was  also  brought  out  at  the  workshop 
that  Minnesota  Blue  Shield  has  implemented 
a Prevailing  Fees-type  program  and  the  Kan- 
sas Medical  Society  has  given  virtually 
unanimous  approval  to  a Prevailing  Fees  Pro- 
gram in  that  state. 

The  day  and  a half  meeting  was  devoted  to 
a review  of  the  Blue  Shield  Prevailing  Fees 
Program  Handbook  and  a discussion  of  va- 
rious aspects  of  the  program  by  representa- 
tives of  the  four  Plans  with  prevailing  fees 
contracts  in  effect. 

Prevailing  Fees  Plans — 

In  addition  to  McKinney,  Leonard  Davis  of 
Delaware,  William  Love  of  Rockford,  111.,  and 
Dr.  Sydney  E.  Sinclair  of  Pennsylvania  were 
on  hand  to  answer  questions  of  the  delegates 
concerning  the  Prevailing  Fees  Programs  im- 
plemented in  their  areas. 


The  Military  Dependents' 
Medical  Care 

Anesthesia  Fees  Fnder  the  Military  Dependents 
Medical  Care  Program 

Amounts  payable  for  anesthesia  services 
on  a procedure,  time,  or  percentage  of  sur- 
gical fee  basis  or  any  basis,  provide  com- 
pensation for  the  customary  preoperative  and 
postoperative  visits,  the  administration  of 
the  anesthetic  and  the  administration  of 
fluids,  including  blood,  incident  to  the  anes- 
thesia or  surgery. 

Anesthesia  fees  may  be  negotiated  under 
any  one  of  the  methods  outlined  below,  but 
only  one  method  may  be  negotiated  for  each 
contract. 

Those  anesthesia  fees  based  on  time  are 
calculated  from  the  beginning  of  the  actual 
anesthetic  until  the  anesthesiologist  or  anes- 
thetist is  no  longer  in  professional  attend- 
ance (when  the  patient  may  be  safely  placed 
under  customary  postoperative  supervision). 

Listed  anesthesia  fees  are  payable  only  to 
physicians  or  surgeons  (holding  unlimited  li- 
censes) who  personally  administer  the  anes- 
thesia and  who  remain  in  constant  attend- 
ance during  the  procedure  for  the  sole  pur- 
pose of  rendering  the  anesthesia  service. 
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No  additional  amount  is  allowable  to  the 
physician  or  surgeon  w'ho  furnishes  his  own 
anesthetic  equipment  or  materials. 

When  the  anesthesia  is  administered  by 
the  operating  surgeon,  or  his  surgical  assist- 
ant, only  50%  of  the  listed  anesthesia  fee 
may  be  allowed.  For  this  payment  the  as- 
sistant must  be  a licensed  physician  and  one 
who  is  not  in  a training  status. 

Fifty  per  cent  of  obstetrical  anesthesia  fee 
is  allowable  to  the  attending  physician  or 
surgeon  who  administers  the  anesthetic  to  a 
patient  upon  whom  he  performs  delivery. 
The  administration  of  intermittent  analgesia 
will  not  be  construed  to  constitute  anesthesia. 

No  anesthesia  fee  is  allowable  to  an  at- 
tending physician  or  surgeon  who  admin- 
isters a local  anesthetic  to  a patient  upon 
whom  he  performs  a surgical  procedure. 

Physicians  who  have  agreements,  contrac- 
tual arrangements,  or  who  othei’wise  receive 
remuneration  from  the  hospital  for  anes- 
thesia service,  are  not  eligible  to  submit 
charges  for  services  rendered  under  this  sec- 
tion. Hospitals  include  an  amount  for  this 
service  from  these  individuals  in  their  nor- 
mal hospital  charges. 

Nurses,  dentists,  or  Doctors  of  Osteopathy 
(with  limited  licenses)  who  render  anes- 
thesia service  on  a “free  lance”  basis  are 
entitled  to  direct  remuneration  from  the  fis- 
cal administrator  paying  hospitals  in  an 
amount  equal  to  no  more  than  their  usual 
public  charges  to  patients  with  an  income  of 
$4500  per  year. 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

April  2 — Alliance,  Central  High  School 
Building 

April  23  — IMcCook,  St.  Catherine’s  Hos- 
pital 

j\lay  7 — Kearney,  Good  Samaritan  Hos- 
pital 

IMay  21  — Falls  City,  Elks  Club 

THIRD  AMA  CONGRESS  ON  ENVIRON- 
MENTAL HEALTH  PROBLEMS  — 
Drake  Hotel,  Chicago,  April  4-5,  1966. 


Write  to  AMA,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610;  Depart- 
ment of  Environmental  Health. 

Future  Meetings  of  the  American 

College  of  Surgeons — 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 

Secretary,  American  College  of  Surgeons,  55 

East  Erie  Street,  Chicago,  Illinois  60611. 

SOUTHWEST  SURGICAL  CONGRESS  — 
18th  Annual  Meeting,  Flamingo  Hotel,  Las 
Vegas,  Nevada,  April  18,  19,  20,  and  21, 
1966. 

ENVIRONklENTAL  HEALTH  — The  Third 
Congress  on  Environmental  Health  Prob- 
lems of  the  AMA  will  be  held  April  4-5 
at  the  Drake  Hotel  in  Chicago.  Write  to 
EHC,  Department  of  Environmental 
Health,  AMA,  535  N.  Dearborn  St.,  Chi- 
cago, Illinois  60610. 

TERATOLOGY  WORKSHOP  — The  Third 
Teratology  Workshop  will  be  held  April 
4-8,  1966  at  Boulder,  Colorado;  it  is  spon- 
sored jointly  by  the  AMA,  the  Teratology 
Society,  and  the  University  of  Colorado, 
with  the  support  of  the  National  Academy 
of  Sciences  - National  Research  Council. 
Write  to  William  Kitto,  MD,  Associate  Di- 
rector, Department  of  Drugs,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

ANNUAL  SCIENTIFIC  SEMINAR  — Of  the 
Adams  County  Medical  Society.  The  an- 
nual Scientific  Seminar  this  year  devoted 
to  gastrointestinal  disorders  will  be  held 
in  Hastings,  Nebraska,  on  Wednesday, 
April  13,  1966.  The  Seminar  will  be  held 
in  the  Conference  Room  of  the  Hastings 
Public  Library,  starting  at  9:00  a.m. 

COURSE  IN  TRAUMA  — April  20  through 
23,  1966;  Tenth  postgraduate  course  in 
trauma,  announced  by  the  Chicago  Com- 
mittee on  Trauma  of  the  American  College 
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of  Surgeons.  Write  to  James  P.  Ahstrom, 
Jr.,  M.D.,  Chairman,  Tenth  Postgraduate 
Course,  American  College  of  Surgeons,  55 
East  Erie  Street,  Chicago,  Illinois  60611. 

AMERICAN  ACADEMY  OF  PEDIATRICS 
— The  annual  spring  session  of  the  AAP 
(1801  Hinman  Avenue,  Evanston,  Illinois) 
will  be  held  April  25-27,  1966  in  Montreal, 
in  the  Queen  Elizabeth  Hotel,  and  will 
include  closed  circuit  television  clinical  pre- 
sentations from  Montreal  Children’s  Hos- 
pital, a diversified  scientific  program,  and 
more  than  90  scientific  and  technical  ex- 
hibits. 

INDUSTRIAL  HEALTH— April  25-28,  1966; 
American  Industrial  Health  Conference, 
Sheraton-Cadillac  Hotel  and  Cobo  Hall,  De- 
troit, Michigan.  Address:  55  E.  Washing- 
ton Street,  Chicago,  Illinois  60602. 

ANESTHESIOLOGY  — Third  Annual  Mid- 
west Conference  on  Anesthesiology.  Con- 
tinental Plaza  Hotel,  Chicago,  Illinois, 
April  28-30,  1966.  Write  to  T.  L.  Ash- 
craft, M.D.,  33  East  Cedar  Street,  Chi- 
cago, Illinois  60611. 

CONTINUING  EDUCATION  COURSES  — 
For  physicians  sponsored  by  the  University 
of  Nebraska  College  of  Medicine’s  Office 
of  Continuing  Education: 

April  20-21  — “Disorders  of  Growth”  (Pe- 
diatrics), (Omaha  Campus) 

May  5 — “Infectious  Disease”  (Omaha 
Campus) 

May  6 — “Current  Concepts  of  Diabetes” 
(Omaha  Campus) 

May  19-20  — “Surgery  and  Trauma” 
(Omaha  Campus) 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
the  following  Postgraduate  Education 
Courses  during  1965  and  1966: 

— April  20-23,  1966:  16th  Hahneman 

Symposium,  Arterial  Occlusive  Disease; 
Dr.  Albert  N.  Brest;  Marriott  Motor 
Hotel. 

— December,  1966:  17th  Hahneman  Sym- 


posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 98th  Annual  Session,  May  2-5, 
inclusive.  Hotel  Cornhusker,  Lincoln. 

AMERICAN  COLLEGE  OF  OBSTETRI- 
CIANS AND  GYNECOLOGISTS  — The 
ACOG  (79  West  Monroe  Street,  Chicago, 
Illinois  60603)  will  hold  its  14th  Annual 
Clinical  Meeting  May  2-5,  1966,  at  the 
Palmer  House  in  Chicago. 

MID-CENTRAL  STATES  ORTHOPAEDIC 
SOCIETY  — The  13th  Annual  Meeting  of 
this  group  will  be  held  May  5-7,  1966,  at 
the  Hotel  Cornhusker,  Lincoln.  Contact 
Dr.  Fred  Webster  for  further  details. 

RHEUMATIC  DISEASE  SEMINAR  — May 
6 and  7 ; Postgraduate  seminar  on  rheu- 
matic diseases,  at  the  Sheraton-Blackstone 
Hotel  in  Chicago,  under  the  sponsorship  of 
the  Illinois  Chapter  of  the  Arthritis  Foun- 
dation; registration  $25;  write  to  the  Illi- 
nois Arthritis  Foundation,  159  North 
Dearborn  Street,  Chicago,  Illinois. 

FIRST  INTERNATIONAL  CONGRESS  ON 
SMOKING  AND  HEALTH  — June  5 to 
8,  1966,  at  the  New  York  Hilton  Hotel  in 
New  York  City.  Write  to  the  Congress 
office:  Overseas  Press  Club,  54  West 

40th  Street,  New  York,  N.Y. 

NEBRASKA  RHEUMATISM  ASSOCIA- 
TION TO  MEET  — Creighton  University 
School  of  Medicine  in  Omaha,  Auditorium 
of  the  Eppley  School  of  Business,  May  12, 
1966,  at  1 p.m. 

FIRST  ANNUAL  BIOMEDICAL  LASER 
CONFERENCE  — June  17-18,  Sheraton- 
Boston  Hotel,  Boston,  Massachusetts. 

AMA  ANNUAL  CONVENTION  — 115th 
Annual  Convention,  Chicago,  June  26-30, 
1966;  Scientific  Program  in  McCormick 
Place,  House  of  Delegates  in  the  Palmer 
House. 
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TENTH  WORLD  CONGRESS  OF  THE  IN- 
TERNATIONAL SOCIETY  FOR  RE- 
HABILITATION OF  THE  DISABLED 
— September  11-17,  1966,  Rhein-Main- 

Hall,  Wiesbaden,  Gennany. 

NEBRASKA  CHAPTER  OF  THE  AMERI- 
CAN ACADEMY  OF  GENERAL  PRAC- 
TICE — Scientific  Meeting;  September  15 
and  16,  1966,  Hotel  Cornhusker,  Lincoln, 
Nebraska. 

ENDOCRINE  SOCIETY  — October  3rd 
through  7th,  1966;  Eighteenth  Postgradu- 
ate Assembly  of  the  Endocrine  Society,  in 
Oklahoma  City,  Oklahoma ; co-sponsored 
by  the  University  of  Oklahoma  Medical 
Center  at  the  Skirvin  Hotel.  Registration 
fee:  $100;  write  to  Dr.  Henry  H.  Turner, 
1200  North  Walker,  Oklahoma  City. 

INTERNATIONAL  CANCER  CONGRESS 
— The  IX  International  Cancer  Congress 
will  be  held  in  Tokyo,  Japan,  from  October 
23-29,  1966.  Write  to  Hirsch  Marks,  MD, 
435  East  57th  St.,  New  York  22,  N.Y. 

Effects  of  Acetylsalicylic  Acid,  Phenacetin, 
Paracetamol,  and  Caffeine  on  Renal  Tu- 
bular Epithelium  — L.  F.  Prescott  (Uni- 
versity of  Aberdeen  iMedical  Bldg,  Forest- 
erhill,  Aberdeen,  Scotland).  Lancet  2:91- 
95  (July  17)  1965. 

The  excretion  of  renal  tubular  cells,  ery- 
throcytes, and  leukocytes  was  measured  in 
70  healthy  volunteers  before  and  during  the 
administration  of  aspirin,  the  combination 
of  aspirin,  phenacetin,  and  caffeine  (APC), 
phenacetin,  n-acetyl-p-aminophenol  (Para- 
cetamol), caffeine,  or  placebo.  Ten  volun- 
teers receiving  3.6  gm  of  aspirin  daily,  all 
showed  a striking  increase  in  the  output  of 
renal  tubular  cells  and  erythrocytes.  Similar 
but  less  notable  changes  were  seen  in  five 
of  ten  volunteers  given  APC  (1.8  gm  aspirin, 
1.8  gm  phenacetin,  and  1.2  gm  caffeine). 
For  the  first  time,  the  nephrotoxic  effects  of 
phenacetin  and  caffeine  were  demonstrated 
in  healthy  volunteers.  Two  of  ten  volunteers 
taking  3.6  gm  phenacetin  daily  showed  a 
great  increase  in  renal-tubular  cell  excretion, 
while  the  administration  of  2.4  gm  caffeine 


citrate  daily  resulted  in  a moderate  increase 
in  mean  renal  tubular  cells  and  erythrocytes 
in  another  10.  There  was  only  a slight  in- 
crease in  mean  renal-tubular  cell  excretion 
in  21  volunteers  given  3.6  gm  n-acetyl-p- 
aminophenol  daily.  No  significant  change 
occurred  in  10  given  placebo  tablets.  None 
of  the  drugs  tested  seemed  to  influence  the 
output  of  leukocytes  or  urinary  protein.  It 
is  suggested  that  nephritis  following  the  use 
of  analgesics  is  caused  by  the  abuse  of  several 
different  drugs  and  not  by  phenacetin  alone. 

New  Screening  Test  for  Cystic  Fibrosis  — 
R.  H.  Gregg  (5224  St.  Antoine  St,  Detroit) 
and  R.  E.  Boucher,  Pediatrics  36:700 
(Nov)  1965. 

An  inexpensive,  disposable  indicator  of 
chloride  ion  concentration  has  been  used  in 
an  attempt  to  develop  an  office  test  for 
cystic  fibrosis.  The  indicator  consists  of  a 
paper-like  wick  impregnated  wdth  silver 
chromate  and  encapsulated  in  plastic.  Sweat- 
ing was  locally  induced  by  subcutaneous  in- 
jection of  methacholine  chloride.  Analyses 
of  tests  done  simultaneous^’  on  85  subjects 
by  two  methods  demonstrate  clinical  useful- 
ness of  the  new  method. 

Sudden  Illness  as  a Cause  of  Motor  Vehicle 
Accidents  — B.  Herner,  B.  Smedby,  and 
L.  Ysander  (Lasarettet,  Varberg,  Sweden). 
Brit  J Industr  Med  23:37  (Jan)  1966. 

Forty-one  of  the  44,255  road  accidents  re- 
ported to  the  police  in  one  region  of  Sweden 
from  1959  to  1963  were,  or  probably  were, 
caused  by  sudden  illness  in  the  driver  of  a 
motor  vehicle.  All  41  were  males,  and  the 
illness  was  most  often  due  to  epilepsy  or  myo- 
cardial infarction.  Eight  drivers  died  at  the 
wheel  from  their  disease,  but  no  other  per- 
sons were  killed  in  the  41  accidents.  Only 
in  19  out  of  the  41  cases  was  there  any  pos- 
sibility of  a previous  medical  examination 
having  indicated  that  the  man  was  unfit  to 
drive.  In  view  of  this,  and  the  extremely 
small  proportion  (about  1 in  1,000)  of  acci- 
dents caused  by  sudden  illness  at  the  wheel, 
there  is  little  point  in  providing  for  general 
measures  such  as  periodic  medical  examin- 
ation to  prevent  these  accidents. 


200 


Nebraska  S.  M.  J. 


Books 


Medical  Pharmacology  — Principles  and  Concepts 
(3rd  edition)  by  Andres  Goth,  MD.  Published 
Jan.  25,  1966  by  the  C.  V.  Mosby  Company  of 
St.  Louis,  Missouri.  668  pages  (7"  by  10")  with 
66  figures  and  23  tables.  Price  $12.50. 

The  author  of  this  popular  book  is  Chairman  of 
the  Department  of  Pharmacology  at  the  University 
of  Texas  Southwestern  Medical  School  in  Dallas, 
Texas.  This  current  edition,  although  somewhat 
larger  than  the  previous  editions  in  1961  and  1964, 
provides  a concise,  selective,  and  usable  textbook 
for  medical  students  and  practicing  physicians.  In- 
formation of  interest  to  the  pharmacologist  only  has 
been  eliminated. 

Emphasis  has  been  placed  particularly  on  the 
mode  of  action  of  drugs  in  terms  of  interactions  with 
physiologic  and  biochemical  mechanisms.  Documen- 
tation is  more  complete  than  in  previous  editions. 
A new  feature  has  been  added  to  the  bibliography, 
namely,  a separate  grouping  of  recent  reviews  at 
the  end  of  chapters.  This  feature  should  make  it 
possible  for  the  reader  to  get  much  additional  in- 
formation and  many  more  references  whenever 
they  are  needed. 


Respiratory  Care  by  H.  H.  Bendixen,  MD;  L.  D. 

Egbert,  MD;  J.  Hedley  - Whyte,  MD;  M.  B. 

Laver,  MD,  and  H.  Pontoppidan,  MD.  Published 

November  26,  1965  by  the  C.  V.  Mosby  Company 

of  St.  Louis.  252  pages  (7"  by  10")  with  numer- 
ous illustrations.  Price  $15.00. 

This  book  has  been  written  by  staff  members  of 
the  Respiratory  Unit  and  the  Anesthesia  Labora- 
tory of  the  Harvard  Medical  School  at  the  Massa- 
chusetts General  Hospital  in  Boston,  Massachusetts. 
It  represents  an  excellent  example  of  the  ways  in 
which  basic  knowledge  developed  through  science 
and  technology  can  be  applied  to  the  real  prob- 
lems of  disease.  The  remarkable  alteration  of  mor- 
tality and  morbidity  rates  in  diseases  affecting  the 
respiratory  function  is  testimony  to  the  success 
of  such  work  at  the  Massachusetts  General  Hos- 
pital, as  well  as  numerous  other  centers  in  this 
countiy  and  abroad. 

Chapter  headings  include  the  following: 

a.  Physiological  disturbances  in  respiratory  in- 
sufficiency 

b.  Manifestations  of  acute  respiratory  insuffi- 
ciency 

c.  Blood-gas  measurements  and  acid-base  balance 

d.  Prevention  of  respiiatory  complications 

e.  Chest  physical  therapy  and  humidificatioii 

f.  Problems  in  oxygen  therapy 

g.  Management  of  patients  undergoing  prolonged 
artificial  ventilation 

h.  Respiratory  management  in  special  cases 


1.  Chest  injuries 

2.  Intracranial  lesions 

3.  Myasthenia  gravis 

i.  Respiratory  management  of  acute  poisoning 

j.  Respiratory  management  in  thoracic  and  car- 
diac surgery 

k.  Respiratory  management  of  obstructive  pul- 
monary disease. 


Diagnosis  and  Therapy  of  the  Glaucomas  (2nd  edi- 
tion) by  Bernard  Becker,  MD,  and  Robert  N.  Shaf- 
fer, MD.  Published  November  29,  1965  by  the 
C.  V.  Mosby  Company  of  St.  Louis.  443  pages 
(7"  by  10")  with  233  illustrations  including  5 
color  plates.  Price  $18.50. 

Doctor  Becker  is  Head  of  the  Department  of 
Ophthalmology  at  the  Washington  University  School 
of  Medicine  in  St.  Louis,  Missouri.  Doctor  Shaffer 
is  a Clinical  Professor  of  Ophthalmology  at  the  Uni- 
versity of  California  School  of  Medicine  in  San 
Francisco,  California. 

The  purpose  of  this  book  is  to  make  available  in 
one  brief  volume  much  of  the  current  thinking  on  the 
pathogenesis,  diagnosis,  and  management  of  the 
glaucomas.  The  authors  have  expressed  conclusions 
based  on  a review  of  the  literature  but  interpreted 
in  the  light  of  their  own  personal  experiences. 

Section  headings  include  the  following: 

1.  Classification  of  the  glaucomas 

2.  Gonioscopy  — methods  and  inteipretation 

3.  Tonometry  and  tonography 

4.  Ophthalmology  and  perimetry 

5.  Diagnosis  and  therapy 

6.  Medical  techniques 

7.  Surgical  techniques. 

Vitreoretinal  Pathology  and  Surgery  in  Retinal  De- 
tachment by  Paul  A.  Cibis,  MD.  Published  No- 
vember 8’,  1965  by  the  C.  V.  Mosby  Company  of 
St.  Louis.  292  pages  (7"  by  10")  with  227  figures. 
Price  $20.00. 

The  author  of  this  book  was  a staff  member  of  the 
Department  of  Ophthalmology  and  the  Oscar  John- 
son Institute  of  the  Washington  University  School 
of  Medicine  in  St.  Louis.  He  devoted  the  last  five 
years  of  his  remarkably  productive  life  to  new  ap- 
proaches to  the  therapy  of  those  retainal  detach- 
ments not  amenable  to  cure  by  currently  accepted 
methods.  For  such  studies  he  had  available  not 
only  an  enormous  wealth  of  clinical  material  but 
also  his  own  remarkable  ingenuity  and  unique  tech- 
nical skill.  His  amazing  results  with  the  referred 
“hopeless”  case  were  known  to  many. 

The  present  monograph  provides  the  fundamental 
pathophysiological  background,  elementary  instru- 
mentation, and  early  primitive  techniques  for  sur- 
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gery  within  the  vitreous  cavity.  These  were  the  foun- 
dations upon  which  Cibis  planned  to  build  and  de- 
velop this  bold  new  approach  to  retinal  detach- 
ments. His  untimely  death  so  soon  after  com- 
pleting the  manuscript  left  little  time  for  this  de- 
velopment, but  already  he  was  in  the  process  of 
setting  up  a new  operating  room  with  special  in- 
strumentation for  intravitreal  surgery.  This  book 
will  introduce  the  concepts  of  intravitreal  surgery 
to  its  readers,  and  hopefully  it  may  stimulate  some 
of  them  to  experiment  with  and  further  develop 
this  exciting  field. 


Cardiac  Resuscitation:  A One- Year  Study  of 
Survival  of  Patients  Resuscitated  Within 
a University  Hospital  — E.  J.  Stemmier 
(Hosp.  of  the  University  of  Pennsylvania, 
3400  Spruce  St.,  Philadelphia).  Ann  Intern 
Med  63:613-618  (Oct.)  1965. 

Excluding  patients  whose  cardiac  arrest  oc- 
curred in  the  operating  room  or  cardiac 
catheterization  laboratory,  103  patients  re- 
ceived external  cardiac  massage  in  the  hos- 
pital from  July  1,  1963,  to  June  30,  1964. 
Since  the  chief  attribute  of  external  cardiac 
massage  is  its  potential  success  under  disad- 
vantageous circumstances,  this  study  is  con- 
cerned with  the  factors  which  diminish  the 
chances  of  success.  Thirty-six  patients  were 
successfully  resuscitated  for  longer  than  one 
hour,  13  of  these  survived  24  hours,  and  5 
were  discharged  from  the  hospital  alive.  The 
chance  of  surviving  a cardiac  arrest  is  dis- 
tinctly less  for  a patient  with  serious  under- 
lying illness  than  for  patients  with  unexpect- 
ed cadiac  arrest  who  were  well  and  in  no  ap- 
parent jeopardy  from  a mortal  illness.  The 
immediate  application  of  external  cardiac 
massage  and  effective  ventilation  had  the 
most  important  influence  on  survival  rate. 
Survival  may  be  improved  by  closer  observa- 
tion. Nursing  personnel  should  probably  be 
taught  the  techniques  of  external  cardiac 
massage,  but  the  decision  to  initiate  therapy 
should  be  made  by  a physician,  and  he  should 
supervise  the  procedui  e if  possible. 

What  Constitutes  An  Adequate  Operation  for 
Carcinoma  of  the  Thyroid?  — R.  L.  Clark 
(6723  Bertner  Ave.,  Houston).  Arch  Surg 
92:23  (Jan)  1966. 

Total  thyroidectomy,  with  oi'  without  neck 
dissection  as  indicated  by  pathology,  con- 


stitutes the  adequate  operation  for  thyroid 
carcinoma.  “Compartmental”  dissection  is 
performed  when  the  positive  nodes  occur 
only  high  along  the  recurrent  nerve;  radical 
neck  dissection  is  done  when  other  meta- 
static nodes  are  present.  Enlarged  contra- 
lateral nodes  should  be  removed.  If  the 
larynx  and  the  trachea  are  invaded,  they 
should  then  be  removed.  Extensive  radio- 
active iodine  therapy  is  used  in  superficial 
laryngeal  or  tracheal  infiltration ; external 
irradiation  is  utilized  in  poor  metastatic 
radioactive  iodine  uptake.  In  distant  meta- 
stases,  total  thyroidectomy  reduces  seed- 
ing and  prevents  terminal  tracheal  or  vas- 
cular obstruction.  Carefully  planned  and 
executed  surgical  procedures  by  surgeons 
specifically  trained  in  this  procedure  will 
reduce  the  postoperative  morbidity. 

New  Device  (Diagnostotube)  for  the  Local- 
ization of  Upper  Gastrointestinal  Bleed- 
ing — G.  Nissenbaum  et  al  (V.  W.  Grois- 
ser.  New  Jersey  College  of  Medicine,  Jer- 
sey City),  Gastroenterology  49:662  (Dec) 
1965. 

A new  device  (Diagnostotube)  for  local- 
ization of  upper  gastrointestinal  bleeding  is 
described.  The  device  consists  of  a flex- 
ible plastic  polyvinyl  tube  with  50  intra- 
luminal numbers  one  inch  apart  and  an  outer 
absorbent  disposable  cotton  sheath.  It  is 
introduced  orally  and  is  used  in  conjunc- 
tion with  intravenous  fluorescein.  Ninety- 
two  patients  were  studied,  of  whom  71  pre- 
sented with  evidence  of  gastrointestinal 
bleeding.  Forty-two  patients  were  actively 
bleeding  at  the  time  of  the  test  and  their 
bleeding  sites  were  accurately  localized  with 
the  device. 

Abdominal  Surgery  Without  Gastrointestinal 
Suction  — I.  F.  Stein,  Jr.  and  H.  S.  Lans 
(625  Roger  Williams  Ave.,  Highland  Park, 
111.).  Arch  Surg  92:35  (Jan)  1966. 

A series  of  539  consecutive  cases  of  major 
abdominal  surgery  in  whom  gastric  suction 
was  not  used  revealed  that  these  patients 
had  a smoother  convalescence,  fewer  respir- 
atory comi)lications,  easier  nursing  care,  and 
easiei-  management  of  fluid  and  electrolytes 
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than  patients  in  whom  gastric  suction  was 
used.  Since  the  use  of  gastrostomy  or  naso- 
gastric intubation  is  conducive  to  such  com- 
plications, the  use  of  suction  should  not  be 
a routine  measure  but  should  only  be  used 
in  cases  with  indications  for  suction.  In 
properly  selected  cases  the  use  of  suction  is 
valuable,  namely,  in  patients  with  gastro- 
intestinal bleeding  or  abdominal  trauma  to 
determine  the  presence  of  bleeding  in  those 
with  perforated  peptic  ulcers,  in  patients 
who  ingested  food  or  fluids  shortly  prior  to 
requiring  emergency  surgery,  in  surgical 
procedures  necessitating  manipulation  of  the 
possibly  full  stomach,  and  in  those  patients 
who  are  “air  swallowers.”  The  majority  of 
patients  do  not  require  suction  and  do  better 
without  it,  either  pre-  or  postoperatively. 

Early  and  Late  Course  of  Patients  With  Ul- 
cerative Colitis  After  Ileostomy  and  Colec- 
tomy — J.  B.  Rhodes  and  J.  B.  Kirsner 
(University  of  Chicago  Department  of 
Medicine,  Chicago).  Surg  Gynec  Obstet 
121:1303-1314  (Dec)  1965. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


Among  patients  with  ulcerative  colitis  re- 
quiring surgery,  one  fourth  present  a serious 
complication  such  as  toxic  megacolon,  mas- 
sive hemorrhage,  or  perforation  of  intestine ; 
and  three  fourths  will  have  failed  to  respond 
to  intensive  medical  management.  The  inci- 
dence of  perforation  of  colon  has  not  increased 
despite  the  administration  of  adrenal  corticos- 
teroids. Adrenal  corticosteroids  do  not  im- 
pede the  surgical  management  of  ulcerative 
colitis,  but  necesitate  meticulous  preoperative 
stabilization  of  blood  volume,  plasma  pro- 
teins, electrolyte  and  fluid  balance,  and  post- 
operatively, a delay  in  the  removal  of  sutures. 
Except  in  patients  with  localized  segmental 
disease  and  in  poor  risk  patients,  ileostomy 
with  proctocolectomy  is  the  operation  of 
choice  for  ulcerative  colitis.  Ileostomy  prob- 
lems occur  in  about  two  thirds  of  the  pa- 
tients; and  additional  surgery  for  ileostomy 
dysfunction,  intestinal  obstruction,  and  per- 
ineal repair  may  be  required  in  approximate- 
ly 50%  of  the  patients.  These  problems 
should  not  interfere  with  the  choice  of  thera- 
peutic method,  if  surgery  seems  unavoidable. 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 
National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  Multiple  Sclerosis  Society 

257  Park  Avenue  South,  New  York  10,  N.Y. 
V^ocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 


April,  1966 
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ORGANIZATIONS.  STATE = 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbuiy,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
State  House  Station 

Post  Office  Box  4813,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  IMD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 

Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 

Miss  Betty  Seibert,  510  South  42nd  St.,  Omaha 
Lancaster  County  Chapter 

Mr.  and  Mrs.  Gayle  Voller,  530  North  75th  St., 
Lincoln 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 
Nebraska  Diabetes  A.ssociation 

Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 
Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 
Nebraska  Heart  Association 
Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretaiy 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Andei'son  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  President 
5 West  31st  Street,  Kearney,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 

Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 

Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers, M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “O”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  0 St.,  Lincoln  68508 
University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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Nebraska  S.  M.  J. 


a billion  dollar  baby^ 


Could  be.  This  may  have  been  the 
maternity  claim  that  placed  Blue  Shield 
annual  payments  to  U.  S.  physicians  over 
the  billion  dollar  (1.4  billion  to  be  exact) 
mark  again  last  year. 

Blue  Shield  members  nationally  received 
over  91  cents  in  medical  care  for  every 


dollar  paid  in.  This  remarkable  benefits 
to  dollar  ratio  is  possible  because  of  the 
foresight  of  doctors  who  originated  this 
unique  health-care  program.  Your  con- 
tinued cooperation  assures  your  patients 
that  Blue  Shield  remains  the  best  basic 
value  in  health-care  protection. 


NEBRASKA  BLUE  CROSS-BLUE  SHIELD 


Over  95 fo  of  Nebraska's  doctors  are  now  Blue 


Shield  Participating  Physicians 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  432- 1 246  Phone  432-8851 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

j 

Esfabllsbed  1927 


“Good  luck.  And  give  them  my  regards  at  Westside  Maternity  Hospital.’ 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
WALLACE  LABORATORIES 
\£r,Cranbury,  N.J.  cM-s^ei 
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Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 
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It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 


118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Q Envelopes  • Office  Forms 

X Quality  Printing  at  the  Right  Price 

0 o 

OOOOOOOOOOOOOOOOOOOOOQOOOOQOOOOOOOOO 


o 
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Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Donley  medic^i 

SUPPLY  COMPANY 

2415  *'0*'  St..  Linceliil,  Nebraska 
AUTHOIIZED  CONTRACT  AGENT 


Physicians  Assured  of  Hearing — 

(Continued  from  page  10- A) 

Doctor  Nye,  who  succeeds  Doctor  Wright 
as  President  of  the  Nebraska  State  Medical 
Association  this  spring,  said  that  insecurity 
among  state-employed  doctors  working  under 
a Department  of  Institutions  headed  by  a 
nonmedical  director  makes  it  difficult  for  Ne- 
braska to  attract  and  to  keep  qualified  doc- 
tors. He  looks  for  the  further  action  on  the 
part  of  the  Nebraska  State  Medical  Associa- 
tion to  encourage  the  Governor  to  place 
mental  hospitals  in  a separate  state  division 
under  a full-time  qualified  medical  director. 


New  Help  for  Alcoholic.s?  — 

DPN,  short  for  diphosphoryridine  nucleo- 
tide, an  enzyme  treatment  developed  by  Doc- 
tor Paul  O’Hollaren  at  the  Shadel  Hospital 
in  Seattle,  Washington,  is  being  tested  on 
ten  volunteers  from  the  Open  Door  Mission 
in  Omaha.  According  to  Doctor  Maurice 
Stoner,  an  Omaha  physician  who  is  super- 
vising the  experiments  in  Omaha,  the  results 
of  tests  performed  locally  will  be  compared 
with  results  of  similar  experiments  being 
conducted  in  New  Orleans,  "S'ancouver,  Se- 
attle, and  Paris. 
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she  can  say  "No  thank  you" 
to  the  crepe  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  (Warning,  may  be  habit  forming].  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  iVj  gr.  of  amobarbital  (Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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The  T^am  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning— May  be  habit  forming),  Phenacetin  gr.  2Vi, 
Aspirin  gr.  3Vi,  Caffeine  gr.  Vi. 


Keeps  the  Promise  oi  Pain  Relief 

U BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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Doctor...two  important 
Lederle  products  for 

routine  office  procedures 




A 

single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORiMUNE 


POLIOVIRUS  VACCINE.LIVE, ORAL 

TRIVALENT 

SABIN  STRAINS,  TYPES  1,2  and  3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  {Packaged 
5 to  a box  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 


Effectiveness— may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 
directions. 


simplifies  routine  screening 

TURERCUUN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab*  Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
‘Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

^MERCKSHARP& DOHME  D'viS'On  ol  Meet*  & Co  . Kc  . Wcs*  Pomt.  Pa 

where  today’s  theory  is  tomorrow's  therapy 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin  — once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  - the  Priceless  Ingredient 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respiratory 
and  cerebral  stimulation  for  the 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness  or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours.  | 

The  gradual  release  of  nicotinic  acid  in  Geroniazol  | 
TT  will  provide  the  well-known  peripheral  vasodilata-  ji 
tion  needed  in  patients  with  deficient  circulation  and  J 
with  a minimum  amount  (if  any)  of  “flushing.”  Also,  3 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


aged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  5(5:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids" 

PHILIPS  ROXANE  UBORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazoin 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Technical  Exhibitors 

TECHNICAL  EXHIBITORS  FOR  THE 
1966  ANNUAL  SESSION 

BLUE  CROSS -BLUE  SHIELD,  518  Kilpatrick 
Building,  Omaha,  Nebraska  — Blue  Cross  - Blue 
Shield  will  portray  the  Nebraska  Prepayment  Health 
Team.  Nebraska  Physicians,  Nebraska  Hospitals 
and  Nebraska  Blue  Cross  - Blue  Shield. 

CIBA  PHARMACEUTICAL  PRODUCTS,  INC., 
556  Morris  Avenue,  Summit,  New  Jersey  — CIBA 
Professional  Service  Representatives  would  be 
pleased  to  discuss  the  product  Ser-Ap-Es. 

COCA-COLA  COMPANY,  P.  0.  Drawer  1734, 
Atlanta  1,  Georgia  — “Ice-cold  Coca-Cola  seiwed 
through  the  courtesy  and  cooperation  of  the  Coca- 
Cola  Bottling  Company  of  Lincoln,  and  the  Coca- 
Cola  Company.” 

DAIRY  COUNCIL  OF  LINCOLN,  4215  “O” 
Street,  Lincoln,  Nebraska  — A health  orientated 
exhibit  emphasizing  weight  control  through  ade- 
quate food.  Weight  reduction  can  be  achieved 
through  calorie  restricted  meals  without  sacrificing 
variety,  enjoyment,  and  nutritional  safety. 

DES  MOINES  FLYING  SERVICE,  Municipal  Air- 
port, Des  Moines,  Iowa  — Our  exhibit  will  feature 
lighted  color  photographs  of  the  various  Piper  mod- 
els together  with  material  specifically  slanted  to  the 
flying  physician  and  the  doctor  who  is  interested 
in  learning  to  fly. 

DORSEY  LABORATORIES,  Lincoln,  Nebraska  — 
We  appreciate  the  opportunity  of  contributing  to 
the  success  of  the  Nebraska  State  Medical  Associa- 
tion. You  are  cordially  invited  to  visit  with  us. 
Representatives  are  on  hand  to  discuss  Dorsey’s 
latest  introductions  to  the  medical  field. 

ENCYCLOPAEDIA  BRITANNICA,  Chicago,  Illi- 
nois — Encyclopaedia  Britannica  welcomes  delegates 
to  the  1966  Annual  Session  of  the  Nebraska  State 
Medical  Association  and  invites  them  to  examine  the 
great  new  edition  of  Britannica.  Official  delegates 
may  now  purchase  this  magnificent  set  at  an 
offer  only  available  at  our  convention  exhibits. 

MEAD  JOHNSON  LABORATORIES,  Evansville, 
Indiana  47721  — The  Mead  Johnson  Laboratories’ 
exhibit  has  been  arranged  to  give  you  the  optimum 
in  quick  seiwice  and  product  information.  To  make 
your  visit  productive,  specially  trained  representa- 
tives will  be  on  duty  to  tell  you  about  their  products. 

MEDCO  PRODUCTS  COMPANY,  INC.,  916  Ver- 
mont Street,  Waterloo,  Iowa  — Presenting  the 
MEDCO-SONLATOR.  This  insti'ument  is  the 
standard  of  comparison  in  the  therapeutic  field. 
Also,  the  SIEMENS  Cardiomat  and  Ultratherm  will 
be  shown.  The  Cardiomat  is  the  latest  in  auto- 
matic electrocardiography.  The  UltratheiTn  is  the 
ultimate  in  short-wave  therapy.  A few  minutes 


spent  in  our  booth  should  prove  of  value  to  your 
practice. 

THE  MEDICAL  PROTECTIVE  COMPANY,  5814 
Reed  Road,  Fort  Wayne,  Indiana  — With  excep- 
tional proficiency  in  defense,  so  essential  to  the 
Doctor’s  protection  today.  The  Medical  Protective 
Company  offers  unexcelled  coverage  in  any  claim 
or  suit  for  damages  based  on  professional  seiwices 
rendered  or  which  should  have  been  rendered.  Its 
experience  from  the  successful  handling  of  90,000 
claims  and  suits  during  67  years  of  Professional 
Protection  Exclusively  is  unparalleled  in  the  pro- 
fessional liability  field. 

MERCK,  SHARP  & DOHME,  West  Point,  Penn- 
sylvania — We  are  pleased  to  exhibit  at  the  An- 
nual Session  of  the  Nebraska  State  Medical  Associa- 
tion. All  physicians  are  cordially  invited  to  stop 
at  our  booth  and  meet  our  representatives  who 
will  be  pleased  to  discuss  our  products  with  you. 
Where  Today’s  Theory  Is  Tomorrow’s  Therapy. 

MONARCH  LIFE  INSURANCE  COMPANY,  601 
Farnam  Building,  Omaha,  Nebraska  — Monarch 
Life  Insurance  Company  has  been  a leader  in  the 
disability  income  field  for  65  years,  specializing 
in  the  “Total  Programming”  of  disability  income 
with  the  highest  quality  of  non-cancellable,  guaran- 
teed renewable,  guaranteed  premium  type  seiwice, 
as  well  as  complete  programming  of  life  insurance. 
We  will  be  more  than  happy  to  be  of  service  on  a 
personal  basis  with  no  obligation  whatsoever. 

PHYSICIANS  & HOSPITALS  SUPPLY  COM- 
PANY, 1400  Harmon  Place,  Minneapolis  3,  Minne- 
sota — We  feature  a large  selection  of  surgical 
instruments,  cardiological  equipment  and  many  other 
articles  of  interest. 

PROFESSIONAL  CREDIT  CONTROL,  INC.,  700 
Lincoln  Building,  Lincoln,  Nebraska  — We  offer  a 
new  innovation  in  the  handling  of  your  delinquent 
accounts  — fast  courteous  and  effective  — and  at 
less  expense  to  you.  Our  service  is  unique  — per- 
sonalized correspondence  combined  with  a regular 
schedule  of  contacts  — to  bring  the  desired  results 
in  the  shortest  possible  time. 

A.  H.  ROBINS  COMPANY,  INC.,  1407  Cummings 
Drive,  Richmond  20,  Virginia  — You  are  cordially 
invited  to  visit  the  Robins  display  and  meet  our 
representatives  who  will  be  happy  for  the  oppor- 
tunity to  discuss  products  of  interest  to  you. 

ROCHE  LABORATORIES,  Nutley  10,  New  Jer- 
sey — Continuing  Roche  research  has  produced  out- 
standing contributions  to  medicine  since  1909.  The 
personnel  at  the  exhibit  welcome  your  comments, 
questions  or  suggestions  about  our  products  and 
seiwices. 

SANDOZ  PHARMACEUTICALS,  Route  No.  10, 
Hanover,  New  Jersey  — Sandoz  PhaiTnaceuticals 
cordially  invites  you  to  visit  our  display,  where  we 
are  featuring  Mellaril,  Sansert,  Cafergot  P-B,  Fi- 
orinal  and  Fiorinal  with  codeine.  Any  of  our  rep- 
resentatives in  attendance,  will  gladly  answer  ques- 
tions about  these  and  other  Sandoz  products. 
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W.  B.  SAUNDERS  COMPANY,  West  Washing- 
ton Square,  Philadelphia  5,  Pennsylvania  — New 
Saunders  books  of  clinical  interest  include:  Ingel- 
finger  et  al:  Controversy  in  Internal  Medicine; 
Guyton:  Medical  Physiology;  Conn:  1966  Current 
Therapy;  Leavell  and  Thorup:  Hematology;  Neal- 
on:  The  Patient  With  Cancer;  and  Cornblath  and 
Schwartz:  Disorders  of  Carbohydrate  Metabolism  in 
Infancy. 

SCHERING  CORPORATION,  1011  Morris  Ave- 
nue, Union,  New  Jersey  — Sobering  Corporation 
invites  you  to  visit  their  exhibit,  where  their 
representatives  will  be  available  to  discuss  with 
you  any  questions  you  may  have  on  ETRAFON®, 
AFRIN®,  CELESTONE®,  SOLUSPAN(tm,,  TINAC- 
TIN®  or  any  other  Sobering  product. 

G.  D.  SEARLE  AND  COMPANY,  P.  O.  Box  5110, 
Chicago,  Illinois  — You  are  cordially  invited  to 
visit  the  Searle  booth  where  our  representatives 
will  be  happy  to  answer  any  questions  regarding 
Searle  Products  of  Research.  Featured  will  be  Eno- 
vid  for  ovulation  control  and  pregnancy  and  men- 
stmal  disturbances  and  Flagyl,  a potent,  new  tri- 
chomonacidal  agent  for  trichomonal  vaginitis,  cer- 
vicitis, urethritis  and  prostatitis. 

ULMER  PHARMACAL  COMPANY,  1400  Har- 
mon Place,  Minneapolis  3,  Minnesota  — Please  visit 
our  booth  and  discuss  the  P-B-Sal-C  family  of 
products  and  other  items  of  interest. 

UPJOHN  COMPANY,  Kalamazoo,  Michigan  — 
Professional  representatives  of  the  Upjohn  Company 
are  eager  to  contribute  to  the  success  of  your  meet- 
ing. We  are  here  to  discuss  with  you  products  of 
Upjohn  research  that  are  designed  to  assist  you 
in  the  practice  of  your  profession.  We  solicit  your 
inquiries  and  comments. 

WARREN  - TEED  PHARMACEUTICALS,  INC., 
582  West  Goodale  Street,  Columbus,  Ohio  43215  — 
You  are  cordially  invited  to  visit  the  Warren-Teed 
exhibit.  Featured  products  will  be  MODANE®,  a 
nutritional  deconstipant  for  rehabilitation  and  re- 
lief of  the  atonic  bowel,  and  KAON®,  potassium 
therapy  well  tolerated  and  rapidly  absorbed  in  GI 
tract  (Potassium  gluconate  in  tablets  and  palata- 
ble elixir).  Our  representatives  will  welcome  the 
opportunity  to  discuss  these  and  other  Warren-Teed 
specialty  items  with  you. 

WOODMEN  ACCIDENT  AND  LIFE  COMPANY, 
Lincoln,  Nebraska  — Representatives  of  Wood- 
men Accident  and  Life  Company  will  be  on  hand 
to  answer  questions  regai’ding  the  Nebraska  State 
Medical  Association’s  Group  Insurance  Plan  which 
provides  life  insurance  and  accidental  death  and 
dismemberment  benefits  for  Association  members. 
The  Plan  has  been  in  effect  since  July  1,  1959. 

Other  Exhibitors  at  the  Annual  Session 

Abbott  Laboratories,  North  Chicago,  Illinois 
Dictaphone  Corporation,  Omaha,  Nebraska 
Donley  Medical  Supply  Company,  Lincoln,  Nebraska 
E.  R.  Squibb  & Sons,  New  York,  New  York 


Current  Comment 

SALT,  Inc.— 

Articles  of  incorporation  are  being  pre- 
pared for  SALT,  Inc.  — initials  which  stand 
for  “Save  A Life  Tomorrow.”  That  is  the 
aim  of  the  non-profit  corporation  originator, 
Mr.  Don  Tilman,  a Lincoln  insurance  agent 
and  formerly  a student  minister  during  his 
Nebraska  Wesleyan  days.  Tilman  is  con- 
vinced lives  can  be  saved  if  Nebraskans  have 
an  organization  to  which  their  total  bodies 
can  be  bequeathed  after  death,  much  as  to- 
day’s accepted  eye  banks  operate.  Tilman 
said  he  was  spurred  into  action  after  read- 
ing an  article  in  the  Parade  magazine  section 
of  his  Sunday  newspaper  describing  how  a 
serum  made  from  the  pituitary  gland  can 
give  normal  growth  to  a dwarf. 

Doctor  Richard  E.  Garlinghouse,  former 
President  of  the  Nebraska  State  Medical  As- 
sociation, has  commented,  “This  proposal 
has  a lot  of  virtue  and  should  be  encouraged. 
There  are  precedents  for  this  ambitious  pro- 
gram, such  as  our  blood  banks,  which  are,  in 
fact,  a body  tissue  contribution  too.” 


“That’s  correct.  Madam,  I’m  known  as  the 
‘Great  Society’  doctor!” 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding: date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements. replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln,  Nebraska. 

YOUNG  GENERAL  PRACTITIONER  — In  west- 
ern Nebraska  needs  associate  with  partnership  in 
mind.  Write  Joe  Saults,  M.D  , Mullen,  Nebraska. 

WILL  DO  LOCUM  TENENS  — General  Practice. 
April  through  July.  Write:  D.  E.  Short,  M.D., 
8402  Blondo,  Omaha,  Nebraska. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

USED  MEDICAL  AND  SURGICAL  EQUIPMENT 
— 100  milliamp  X-ray,  BMR  machine,  photrometer 
and  numerous  items  of  equipment  for  sale.  Contact 
R.  T.  Satterfield,  M.D.,  724  East  Jefferson  St.,  Mil- 
lard, Nebraska. 

IMMEDIATELY  — Excellent  opportunity  for 
board  qualifying  or  qualified  Ob-Gyn  man,  in  North- 
east Nebraska  City  with  specializing  group.  Reply 
Box  65,  Nebraska  State  Medical  Journal,  Lincoln, 
Nebraska. 

FOR  LEASE  — • Excellent  medical  and  dental 
space.  Will  accommodate  one  Physician  or  Dentist 
or  a large  group  practice.  Located  on  first  floor 
of  near  new  professional  building.  Will  remodel. 
Write  or  call:  Chambers-Dobson  Agency,  3410  “0” 
Street,  Lincoln,  Nebraska.  Phone  432-8815. 

GENERAL  PRACTITIONER  — Excellent  oppor- 
tunity for  association  with  General  Practitioner. 
Partnei-ship  opportunities.  Western  Nebraska. 
Trade  area  45,000.  Excellent  hospital  facilities. 
Write:  Douglas  Campbell,  M.D.,  3639  Avenue  B, 
Scottsbluff,  Nebraska  69361. 

INTERNAL  MEDICINE  — Internist  or  Generalist 
interested  in  Internal  Medicine  to  fill  a vacancy 
soon  to  develop  on  the  staff  of  the  VA  Hospital, 
Grand  Island,  Nebr.,  an  equal  opportunity  employ- 
er. Contact:  Hospital  Director,  VA  Hospital,  Grand 
Island,  Nebraska  68801. 

INTERNIST  — For  5-man  department  in  busy 
and  steadily  growing  north  central  Kansas  13- 
member  multispecialty  group.  Partnership  after 
salarj-  for  two  years.  Board  eligible  or  certified. 
Write  Gelvin-Haughey  Clinic,  Concordia,  Kansas. 

PSYCHIATRIC  RESIDENCIES  — July  1,  1966  — 
600-bed  psychiatric  hospital  with  active  out-patient 
department  for  adults  and  children.  Intensive  train- 
ing program  directed  toward  Board  Certification. 
NIMH  grant  of  $12,000  annually  to  General  Prac- 
titioner or  physicians  with  4 or  more  years  ex- 
perience in  other  than  psychiatry.  Write:  Dr.  W. 
C.  Brinegar,  Superintendent,  Mental  Health  Insti- 
tute, Cherokee,  Iowa. 


1701  "K"  Street 
500  South  17th  Street 


Some  of  the  best  medical-dental  office 
space  in  Lincoln  will  soon  be  available 
for  lease  on  exceptionally  attractive  rental 
figures.  Approximately  900  square  feet 
with  a private  entrance  and  exit  located 
on  the  first  floor  in  the  South  portion  of 
this  lovely  building  designed  specifically 
for  Physicians  and  Dentists.  Excellent 
accessibility  and  ample  parking  facilities. 
Walking  proximity  to  State  Capitol,  office 
buildings,  apartments  and  downtown  re- 
tail area.  We  invite  your  inquiry.  Con- 
tact 64,  Nebraska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln,  Nebraska. 


“Well,  shall  we  give  it  the  old  college  try?” 
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INDICATIONS:  Grand  mal  epilepsy  and 
certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examination 
of  the  blood  is  advisable.  Nystagmus  in 
combination  with  diplopia  and  ataxia 
indicates  dosage  should  be  reduced. 
SIDE  EFFECTS:  Allergic  phenomena 
such  as  polyarthropathy,  fever,  skin 
eruptions,  and  acute  generalized  mor- 
billiform eruptions  with  or  without  fever. 
Upon  discontinuation  of  therapy  erup- 
tions usually  subside.  Rarely,  dermatitis 
goes  on  to  exfoliation  with  hepatitis, 


and  further  dosage  is  contraindicated. 
Though  mild  and  rarely  an  indication 
for  stopping  dosage,  gingival  hypertro- 
phy, hirsutism,  and  excessive  motor 
activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient 
nervousness,  sleeplessness,  and  a feel- 
ing of  unsteadiness.  All  usually  subside 
with  continued  use.  Hematologic  dis- 
orders, including  megaloblastic  anemia, 


leukopenia,  granulocytopenia,  pancyto- 
penia, and  aplastic  anemia  have  been 
reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  in- 
cluding KapsealscontainingO.1  Gm.and 

0.03  Gm.  di-  

phenylhydan-  PARKE-DAVIS 

toin  sodium.  PAfiXe.  OAVIS  <t  COMPANY.  DtUo't.  Michigtn  46233 


I 

The  color  combinations  of  the  banded 
capsules  are  Parke-Davis  trademarks. 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 

Kapseals® 

Dilantin* 

(diphenylhydantoin 

sodium) 


PARKE-DAVIS 


HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


VND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


( LTR22 ) 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 
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when  pain  is  beyond  the  reach 
of  simple  analgesics 


In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception— 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief.^ 

Side  eltects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone,  97,7%  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily. 
1.  Collective  studies,  Department  of  Medical  Research, 
Winthrop  Laboratories. 
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WINTHROP  LABORATORIES,  NEW  YORK,  N.  Y.  10016 
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Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vttamin  Bi  (asThiamineMononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  Bfi  (Pyridoxine  HCI)  2 mg. 

Vitamin  B13  Crystalline  4 mcgm.  | 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Current  Comment 

DMSO  Development  “Backwards” — 

Doctor  Edward  E.  Rosenbaum,  a 1938 
graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine,  presently  an  Associate 
Clinical  Professor  of  Internal  Medicine  at 
the  University  of  Oregon,  and  one  of  the 
original  developers  of  the  drug  dimethyl  sul- 
foxide (DMSO)  recently  visited  his  parents 
in  Omaha.  While  there  he  spoke  at  a spe- 
cial seminar  and  discussed  the  developments 
concerning  DMSO.  He  said,  in  part,  “The 
problem  with  this  drug  is  that  the  develop- 
ment was  backwards.  Amazing  results  were 
reported  in  so  many  fields  that  people  started 
calling  it  a wonder  drug  — which  it  isn’t. 
The  U.S.  Food  and  Drug  Administration  has 
halted  testing  of  the  drug  in  patients  — with 
certain  limited  exceptions  — and  work  on 
this  drug  will  now  return  to  the  laboratories. 
Perhaps  after  two  years  of  research  we  can 
make  some  statement  about  the  drug’s  safe- 
ty and  usefulness.” 

Widespread  interest  in  the  drug  continues, 
(Continued  on  page  10-A) 


“Now  don’t  you  worry  about  a power  fjulure 
during  your  opeiation  . . . we  have  auxiliary 
lighting!” 


Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a 
button  popper 
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Second  aid  for  a 
button  popper 


Bamadex*  Sequels* 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorcxigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


I.EDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRA0£-UARK  (S> 


things  go 

better,! 
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D^ISO  Development  “Backwards” — 

(Continued  from  page  8- A) 

hotvever,  as  shown  by  the  interest  in  a three- 
day  conference  on  DMSO  sponsored  by  the 
New  York  Academy  of  Sciences.  At  this 
conference  79  papers  were  presented.  Par- 
ticipants included  doctors  from  the  United 
States,  Japan,  Germany,  England,  Canada, 
Peru  and  France. 

Need  for  Additional  Health  Education — 

Ted  Dappen,  Director  of  Public  Health 
Education  for  the  Nebraska  State  Health 
Department,  in  a recent  interview,  cited  the 
need  for  more  and  better  health  education 
courses  in  the  public  school  system  in  this 
state.  The  growing  concern  for  health  edu- 
cation results  from  a study  conducted  jointly 
by  the  Nebraska  State  Medical  Association, 
the  Nebraska  State  Educational  Department, 
and  the  Nebraska  State  Health  Department. 
These  groups  surveyed  172  Nebraska  high 
schools  in  districts  with  1,000  to  50,000  popu- 
lation. They  received  115  questionnaires 
back.  The  general  conclusion  was:  “Health 
education  in  Nebraska  schools  is  not  getting 


the  attention  and  support  that  it  deserves. 
There  is  a need  for  better  planning,  better 
coordination,  broader  participation,  and  in- 
creased investment.” 

Mr.  Lawrence  H.  Parrish  and  Mr.  Bernard 
F.  Weygint,  members  of  the  Communicable 
Disease  Control  Department  of  the  State 
Health  Department,  will  provide,  upon  re- 
quest, lectures  on  venereal  disease  control. 
They  will  talk  to  community  hygiene  classes, 
and  to  students  in  colleges  and  high  schools. 

Research  Papers  by  Creighton  Student.s — 

Dr.  Fletcher  Miller,  Chairman  of  the  De- 
partment of  Surgery  at  the  Creighton  Uni- 
versity School  of  Medicine,  cited  two  of 
Creighton’s  medical  students  for  outstanding 
work. 

Thomas  Russell,  a native  of  San  Francisco, 
California,  reported  on  a new  method  for 
detection  of  leaky  surgical  gloves.  Graham 
Fallon,  whose  home  is  in  Cleveland,  Ohio, 
presented  a paper  on  “Umbilical  Portog- 
raphy.” 
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NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNATAL 


There’s  nothing  quite  like  a vacation  to  ease  the  pressures  of 
the  modern,  “workingday”  world.  And  for  the  patient  who  can’t 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimally  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  “the  greatest  efficacy  with 
the  smallest  possible  dose.’’’  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  alone. ^ 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice.”  In  Donnatal,  pheno- 
barbital potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gl  disorders. 

more  than  24  indications  in  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  ('A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 


IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital  {^U  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 


REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed.,  Balti- 
more (1954),  552. 


*This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730's  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 
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Anatomy  of 
Low  Back  Pain  #1 


he  sedentary  life  ■ '* 
■s  often  the  seat  of 
low  back  pain 


V 

The  human  spine  is  not  engineered  for  * 
prolonged  sitting  at  desks,  pianos,  type-  i 
writers  and  drafting  boards.  The  stresses  > 
set  up  by  the  heavy,  forward-tilted  head  r 
and  trunk,  balanced  precariously  on  an  j, 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the  ^ 
low  lumbar  level.  1 

The  unusual  muscle-relaxant  and  anal-  j 
gesic  properties  of  ‘Soma’  make  it  espe-  |: 
cially  useful  in  the  treatment  of  low  back  i 
sprains  and  strains.  ‘Soma’  is  widely  I, 
prescribed  □ to  relieve  pain  □ to  relax  1 
muscles  □ to  restore  mobility.  | 

Indications:  ‘Soma’  is  useful  for  management  of  1 
muscle  spasm,  pain,  and  stiffness  in  a variety  of  [ 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize  j 
motor  activity  in  certain  neurologic  disturbances,  t! 
Contraindications:  Allergic  or  idiosyncratic  reac-  f 
tions  to  carisoprodol.  f 

Precautions:  ‘Soma’,  like  other  central  nervous  ] 
system  depressants,  should  be  used  with  caution  ;i 
in  patients  with  known  propensity  for  taking  ex-  ! 
cessive  quantities  of  drugs  and  in  patients  with  ' 
known  sensitivity  to  compounds  of  similar  chemi-  ' 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than  ' 
recommended  doses.  An  occasional  patient  may  ; 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other  ■ 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 

In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strains 


SOMA 

(CARISOPRODOL) 

i^>  Wallace  Laboratories,  Cranbury,  N.J. 
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before  intestinal  overgrowth  takes  root 


in  cystitis added  assurance  when  monilial 
overgrowth  is  likely  to  occur  during  intensive  anti- 
biotic treatment,  specify  ACHROSTATIN  V. 

Combines  ACHROMYCIN®  V (tetracycline  HCI)...the 
proven  broad -spectrum  antibiotic... and  Nystatin... 
the  antifungal  specific. 

Contraindication— Hypersensitivity  to  tetracycline  or  nystatin. 
Warning— If  renal  impairment  exists  usual  doses  may  lead 
to  liver  toxicity.  Under  such  conditions,  lower  doses  are 
indicated  and,  if  therapy  is  pro'onged,  serum  level  deter- 
minations may  be  advisable.  Hypersensitive  individuals 
may  develop  a photodynamic  reaction  to  natural  or  arti- 
ficial sunlight.  Individuals  with  a history  of  photosensi- 
tivity reactions  should  avoid  direct  exposure  to  sunlight 
while  under  treatment,  which  should  be  discontinued  at 
first  evidence  of  skin  discomfort. 


Precautions— Use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  Use  during  tooth  development 
(last  trimester  of  pregnancy,  neonatal  period  and  early 
childhood)  may  cause  discoloration  of  teeth  (yellow-grey- 
brownish).  This  effect  has  been  observed  in  short  treat- 
ment courses.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  Reactions 
which  might  be  encountered  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis. 
Average  Adult  Daily  Dcsage:  1 capsule  (250  mg)  four  times 
a day,  given  at  least  1 hour  before  or  2 hours  after  meals. 


Tetracycline  HCI  250  mg  and  Nystatin  250,000  units  Capsules 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

606-6  3391  ^ 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respiratory 
and  cerebral  stimulation  for  the 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II ) The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


iged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  55:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


"First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 
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Geroniazol  1 1 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the 
gamut  of  home  remedies  without  success, 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 


CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 


yourl^for 
Cremomycin 
can  provide  relief 


Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin; 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin 

A XTT^TT^T  A r>T>TTTr<  A T 


ANTIDIARRHEAL 


Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3,0 
Gm.,  pectin  0.27  Gm. 

® MERCK  SHARP  & DOHME  Division  of  Merck  i Co  . Inc.,  West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 


Low 

host  resistance? 

Consider  the 
“extra  ” antibacterial 
activity 
of  Ilosone* 


Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Ai- 
though  allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 


Ilosone 


Erythromycin  Estolate 


Additional  information  available  to  physicians 
upon  request.  Eli  Lilly  and  Company, 
Indianapolis,  Indiana.  soizso 
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THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


CHICAGO  IN  JUNE 

Medicine  changes,  and  we  keep  up  with 
its  advances  by  a continuous  process  of  be- 
ing informed.  We  read  medical  journals, 
we  talk  with  colleagues,  we  attend  continu- 
ing education  courses,  we  read  medical  news 
publications,  we  see  drug  detail  men,  and 
we  go  to  medical  meetings  and  conventions. 
The  convention  is  a particularly  good  device ; 
we  meet  our  colleagues  and  we  attend  lec- 
tures, exhibits,  and  seminars.  The  115th 
Annual  Convention  of  the  AMA  will  be  held 
in  Chicago,  June  26-30,  this  year.  The  Scien- 
tific Program  will  be  in  McCormick  Place 
on  the  Lake  Michigan  shoreline,  while  the 
House  of  Delegates  will  meet  in  the  Palmer 
House.  More  than  600  scientific  papers 
were  presented  at  the  1965  Annual  Conven- 
tion, and  there  were  more  than  350  scientific 
exhibits  in  addition  to  hundreds  of  industrial 
exhibits. 

There  will  be  a general  session  on  popula- 
tion explosion;  and  scientific  meetings  dis- 
cussing emphysema,  burns,  mysterious  fe- 
vers, community  hospital  coronary  care 
units,  and  headache.  Medical  motion  pic- 
tures and  color  television  will  be  shown  daily. 
There  will  be  a guided  tour  of  AMA  head- 
quarters and  the  new  Institute  for  Biomedical 
Research  for  all  physicians,  wives,  and  other 
convention  guests.  Sessions  on  both  clinical 
psychopharmacology  and  recent  develop- 
ments in  psychotherapy  will  be  presented  as 
part  of  the  scientific  program  of  the  Sec- 
tion on  Nervous  and  Mental  Diseases. 

And  the  Woman’s  Auxiliary  to  the  AMA 
will  hold  its  43rd  annual  convention;  more 
than  2000  physicians’  wives  are  expected  to 
meet  at  the  Drake  Hotel.  There  will  be 
sponsored  activities  for  physicians’  children ; 
and  tours  of  Chicago  landmarks,  a baseball 
game,  and  a barbecue  are  scheduled. 

See  you  in  Chicago. 

— F.C. 

POP  FOR  KIDS 

So  much  advice  is  given  these  days  by  peo- 
ple who  know  no  more  than  those  whom  they 


presume  to  counsel.  As  Mark  Twain  said, 
it  isn  t so  much  the  things  we  don’t  know, 
it’s  the  many  things  we  do  know  that  aren’t 
true.  And  so  many  pearls  of  wisdom  that 
never  were  handed  down  solemnly  by  one 
person  to  another  and  unfortunately  by  one 
generation  to  another,  that  it  is  good  to 
stop  now  and  then,  and  to  think,  and  to 
rebel.  We  have  heard  a great  deal  about 
not  giving  soft  drinks  to  children ; sugai’, 
the  theory  runs,  is  bad  for  their  teeth.  Now, 
we  see  advertisements  everywhere,  saying 
that  your  child  has  walked  far  (not  as  far 
as  we  did)  and  has  played  hard,  and  what- 
ever is  being  advertised  is  good  for  him;  it 
contains  sugar,  and  sugar  is  a good  source 
of  energJ^  Further,  the  child  who  is  denied 
one  soft  drink  turns  to  another,  and  follows 
that  with  a candy  bar  that  contains  a gi’eat 
deal  more  sugar  than  we  were  arguing  about. 
Our  children  put  sugar  on  everything,  even 
fresh  fruit  (we  never  sweeten  strawberries, 
which  shocks  them),  they  put  it  on  cold 
and  hot  cereal,  they  may  even  put  sugar  on 
sugar,  and  they  have  better  teeth  than  we 
ever  had.  Perhaps  there  is  evidence  to  sup- 
port the  no-soft-drinks-for-children  philoso- 
phy, but  we  have  asked,  and  we  haven’t 
heard  any.  But  does  it  not  stand  to  reason 
that  if  sugar  won’t  hurt  a child  on  corn 
flakes,  neither  will  it  hurt  him  in  “pop?” 

Now  sugar  does  not  appear  to  be  harm- 
ful in  itself ; it  supports  bacterial  growth, 
that  forms  acid,  and  that  causes  decalcifica- 
tion. Soft  drinks  contain  citric  acid,  too, 
but  we  were  talking  about  sugar,  since  that 
is  what  is  always  mentioned.  But  the  effect 
of  sugar,  whatever  it  is,  is  local.  Cario- 
genic  salivary  sugar  levels  are  of  local,  not 
systemic,  origin.  Freshly  secreted  saliva 
contains  practically  no  sugar,  regardless  of 
the  blood  level.  We  are  informed  that  in- 
jecting sugar  intravenously  will  not  result  in 
the  formation  of  dental  caries.  In  this  con- 
nection, then,  sugared  cereal  is  worse  than 
soft  drinks,  and  candy  bars  are  still  more 
harmful.  Sugars  ingested  as  liquids  are  far 
less  cariogenic  than  those  consumed  as  solids. 
The  cariogenicity  of  rapidly  cleared  carbo- 
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hydrates  is  low.  If  a soft  drink  is  gulped 
do^^^l,  it  is  probably  harmless;  so  is  almost 
anything  sweet  that  is  eaten  and  then  washed 
doMTi  or  away.  But  what  is  even  more  im- 
portant than  that  is  thinking,  and  what  is 
unfortunately  called  common  sense,  and  that 
is,  that  the  “pop”  criticism  may  be  unwar- 
ranted. 

It  is  not  too  unlikel}’  that  denying  soft 
drinks  is  only  a form  of  discipline,  on  the 
theories  that  removing  a pleasure  is  a kind 
of  punishment,  and  that  anything  that  tastes 
good  must  be  bad.  Sugar  is  either  good  for 
us,  or  it  is  bad,  or  it  is  simply  all  right.  We 
have  seen  no  evidence,  and  we  have  our 
own.  We  see  the  virtues  of  sugar  extolled 
everywhere,  we  see  youngsters  eat  candy 
and  put  sugar  on  everything,  we  see  our  own 
children’s  pearly  teeth,  and  while  soft 
drinks  and  milk  may  have  different  for- 
mulas, we  think  they’re  both  all  right. 

— F.C. 


DO  WE  NEED  NURSES’  NOTES? 

To  overobserve  the  patient  while  he  suc- 
cumbs to  his  illness  is,  it  may  have  been 
said,  to  study  him  to  death ; and  while  treat- 
ing patients  without  books  is  like  going 
to  sea  without  a map,  doing  nothing  but 
reading  is  like  never  going  to  sea  at  all.  So 
it  is  with  records;  they  are  necessary,  they 
are  admirable,  and  they  are  good;  but  too 
much  of  a good  thing  becomes,  like  an  ex- 
cess of  affection,  a bore,  and  a deadly  sub- 
situte  for  something  much  better.  The  nurse 
in  the  operating  room  keeps,  we  think,  too 
many  records  (which  no  one  reads),  and  is 
required  to  watch  everything  but  patient 
and  procedure.  Meanwhile,  the  floor  nurse 
fills  page  after  page  with  remarks  that  can 
hardly  be  of  any  value  to  anyone.  To  learn 
that  the  patient  w’atched  television  five 
nights  in  a row,  visited  with  friends,  had 
a good  bowel  movement,  felt  lonesome,  and 
slept  well,  is  hardly  worth  all  the  time  it 
takes  a nurse  to  record  such  trivia,  and  all 
the  space  required  for  such  reporting  on 
the  already  thick  chart.  If  it  is  necessary 
to  know  if  the  patient  had  pain  during  the 
night,  it  is  surely  easier  and  more  accurate 


to  ask  the  nurse  and  the  patient  than  to  try 
to  find  out  by  leafing  through  nearly  endless 
nurses’  notes.  Nurses’  notes  were  once  the 
place  to  record  everything,  but  many  of  these 
things  have  been  transferred  to  specialized 
pages.  Blood  pressure,  pulse,  respiratoiy 
rate,  medication,  postcraniotomy  informa- 
tion, all  these  have  been  removed  from  the 
nurses’  notes  to  the  point  where  there  is 
little  or  nothing  left  to  note. 

As  more  of  these  special  forms  and  spaces 
to  record  medication,  blood  pressure,  output 
of  urine,  and  so  on,  appear,  has  not  the  time 
come  to  do  away  with  nurses’  notes,  and  have 
not  these  notes  had  everji:hing  that  was 
ever  of  any  value  taken  away  from  them? 
And  would  not  the  chart  become  thinner  and 
look  better,  would  not  the  nurse  have  time 
for  more  important  things,  would  we  not 
benefit  by  having  her  available  to  a greater 
extent,  and  finally,  would  not  the  patient, 
and  let  us  never  forget  that  hospitals  are 
built  for  patients,  and  for  no  one  else,  be 
better  off,  if  we  put  a merciful  end  to  nurses’ 
notes  ? 

—F.C. 


REMEMBER  WHO  YOU  ARE! 

Few  there  are  in  any  community  who  do 
not  have  a service  which  is  the  essence  of 
any  business  or  profession.  The  type  of 
service  and  the  manner  in  which  it  is  given 
determines  the  success  of  an  individual  or 
the  business  with  which  he  is  connected.  This 
is  certainly  true  of  the  medical  profession. 

Just  who  are  we?  What  should  the  image 
of  the  physician  and  his  profession  be?  Al- 
most without  exception  each  and  every  physi- 
cian is  given  an  exalted  and  honored  posi- 
tion in  the  community  without  his  having 
actually  earned  it.  Will  he  maintain  this 
worthy  image  or  mar  it  by  deeds  of  indis- 
cretion. First  of  all,  we  have  a service  to 
render  and,  ^^^thin  certain  limits,  that 
service  should  be  available  to  any  and 
all  who  need  it.  Secondly,  that  service 
should  be  performed  with  honesty,  integrity 
and  the  dignity  worthy  of  our  ancient  and 
honored  profession. 

Not  only  in  our  professional  work  but  in 
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other  ways  we  need  to  remember  who  we 
are.  It  is  rare  indeed  that  a given  commun- 
ity has  not  been  good  to  the  physician.  We 
feel  it  is  important  for  each  and  every 
patient  to  pay  in  some  manner  for  services 
he  has  received.  In  like  manner  it  is  equal- 
ly important  that  we  as  citizens  assume  some 
portion  of  responsibility  in  making  the  com- 
munity a better  place  in  which  to  live.  Lack 
of  time  and  other  factors  may  prevent  a 
physician  taking  an  active  part  but  this  can 
be  made  up  in  some  other  manner.  Are  we 
parasites  unwilling  to  assume  our  fair  share 
of  community  responsibility?  Do  we  give 
financial  and  moral  support  to  every  good 
and  worthy  community  project  and  give  it 
willingly  and  gladly?  Let  us  remember  who 
we  are. 

— W.  Max  Gentry,  M.D. 


Suppression  of  Motion  Sickness  by  Thiethyl- 
perazine  (Torecan)  — W.  H.  Johnson  and 
P.  E.  Ireland  (Department  of  Otolaryn- 
gology, Banting  Institute,  University  of 
Toronto,  Toronto).  Aerospace  Med  37 :181- 
183  (Feb)  1966. 

The  primary  cause  of  motion  sickness  is 
motion,  although  many  stimuli  may  con- 
tribute to  its  incidence.  Because  of  the  im- 
portance of  the  nonauditory  labyrinth  in 
the  etiology  of  motion  sickness,  it  is  reason- 
able to  assume  that  any  chemical  compound 
which  suppresses  vestibular  response  is  like- 
ly also  to  be  of  value  in  the  prevention  of  mo- 
tion sickness.  Since  it  has  already  been 
established  that  thiethylperazine  does  sup- 
press the  nystagmus  and  vertigo  resulting 
from  strong  semicircular  stimulation,  it  was 
considered  an  appropriate  compound  to  test 
for  its  possible  effectiveness  in  the  preven- 
tion of  motion  sickness.  The  drug  was  found 
to  be  an  effective  antinauseant  for  the  pre- 
vention of  motion  sickness. 

Role  of  Airborne  Transmission  in  Staphylo- 
coccal Infections  — E.  A.  Mortimer,  Jr., 
Metropolitan  General  Hosp,  Cleveland). 
Brit  Med  J 1:319  (Feb  5)  1966. 

This  study  was  devised  to  evaluate  the 


role  of  airborne  organisms  in  the  transmis- 
sion of  staphylococci  between  infants.  Two 
groups  of  newborn  infants  and  two  infant 
carriers  of  staphylococci  were  housed  in  a 
small  special  nursery.  Transmission  from 
the  caiTiers  to  the  first  group  of  infants 
could  have  occurred  only  via  the  air.  Trans- 
mission to  the  other  gi'oup  could  readily  have 
been  achieved  by  organisms  on  the  hands 
of  nurses.  Only  6%  to  10%  of  158  infants 
exposed  to  airborne  organisms  acquired  the 
carrier  strains,  although  these  strains  were 
frequently  recovered  from  settling  plates 
exposed  throughout  the  special  nursery.  In 
contrast,  43%  of  126  babies  acquired  the 
carrier  strains  after  being  tended  by  nurses 
who  also  tended  the  carrier  babies.  Careful 
washing  with  hexachlorophene  reduced  this 
rate  to  14%.  It  was  concluded  that  under 
usual  circumstances  transmission  of  organ- 
isms by  hands  of  personnel  is  more  important 
than  the  airborne  route  in  the  spread  of  sta- 
phylococci in  nurseries,  and  that  careful 
handwashing  effectively  reduces  spread  by 
the  hands  of  personnel. 

Gastric  Retention  Without  Mechanical  Ob- 
struction — D.  G.  Rimmer  (University  of 

California  Medical  School,  Los  Angeles). 

Arch  Intern  Med  117:287  (Feb)  1966. 

Consideration  of  the  causes  of  gastric  re- 
tention shows  a wide  variety  of  etiological 
factors,  which  may  be  categorized  as  fol- 
lows: (1)  immobilization  in  the  supine  posi- 
tion, (2)  pain  anywhere,  but  especially  in  the 
peritoneal  region,  (3)  trauma  anywhere,  but 
particularly  in  or  near  the  stomach,  (4)  non- 
obstructing lesions  of  the  stomach  or  adja- 
cent structures  such  as  gastric  ulcer,  mesen- 
teric hematoma,  or  pancreatitis,  (5)  system- 
ic or  localized  infections  such  as  septicemia 
or  pneumonia,  (6)  neurological  diseases  such 
as  brain  tumor  or  diabetic  neuropathy,  (7) 
metabolic  and  electrolytic  disorders,  includ- 
ing both  hyper-  and  hypocalcemia,  hypo- 
kalemia, and  uremia,  (8)  emotional  stress, 
and  (9)  a number  of  miscellaneous  conditions 
including  strenuous  exercise,  radiation  sick- 
ness, and  iron  deficiency.  The  importance  of 
distinguishing  these  “medical”  causes  of  gas- 
tric atony  and  avoiding  unnecessary  or  ag- 
gravating surgery  is  stressed. 
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Comments  from  Your  President 

This  year,  as  President-Elect  of  the  Ne- 
braska State  Medical  Association,  has  been 
a very  enlightening  year  in  learning  about 
organized  medicine.  Our  President  this  past 
year,  Dr.  \V.  D.  (Bill)  Wright,  has  been 
under  many  different  pressures  b}^  various 
groups,  both  before  and  after  the  passage 
of  Medicare,  with  all  of  its  ramifications 
which  called  upon  him  to  make  difficult  deci- 
sions. He  has  handled  these  matters  in  an 
outstanding  manner  and  should  be  given  a 
standing  applause.  Since  most  of  us  have 
felt  that  many  of  these  issues  that  confront- 
ed Dr.  Wright  were  not  necessarily  in  the 
best  interest  of  medicine  or  for  medicine 
in  this  country,  the  difficulties  in  making 
proper  decisions  were  compounded.  Under- 
standably, all  of  the  doctors  in  Nebraska  will 
not  agree  that  the  resolution  of  some  of 
these  clouded  and  sometimes  smelly  issues 
were  correct,  and  surely  Dr.  Wright  will  be 
among  the  first  to  acknowledge  this. 

It  has  been  very  rewarding  to  learn  how 
well  the  doctors  throughout  the  state  have 
responded  to  the  needs  of  the  Nebraska 
State  Medical  Association.  Many  doctors 
have  put  in  hours  of  time  and  effort  help- 
ing the  officers  and  staff  of  the  State  Asso- 
ciation. These  doctors  have  traveled  long 
distances,  leaving  busy  practices,  to  perform 
their  duties,  and  their  rewards  are  small. 

Ken  Neff  and  Bill  Schellpeper  and  the 
small  office  staff  of  the  Nebraska  State  Med- 
ical Association  have  organized  the  work  to 
be  done  most  efficiently  and  most  econom- 
ically for  our  Medical  Society.  The  amount 
of  paper  work  going  through  the  Headquar- 
ters office  this  year  from  AMA  Headquar- 
ters, down  through  the  state  organization, 
to  the  county  component  societies,  and  to 
each  individual  physician,  has  been  prodig- 
ious. They  have  done  a fine  job  under  ad- 
vei’se  conditions  and  small  facilities. 

This  year,  too,  will  be  one  of  many  deci- 
sions, and  I will  call  upon  the  help  of  all  of 
the  doctors  in  the  state.  Most  of  the  doc- 
tors are  very  willing  to  help  for  they  are 
aware  that  we  must  “work  together  or  hang 
separately.”  If  any  member  of  the  Ne- 


braska State  Medical  Association  has  spe- 
cific suggestions  or  constructive  criticism^  in 
the  policy  making  of  our  Medical  Society,  he 
should  express  himself  to  the  officers  or 
Headquarters  staff,  and  he  will  certainly  be 
heaid,  and  probably  put  to  work.  There  is 
criticism  of  organized  medicine  by  a few 
isolated  doctors.  Their  criticism  may  be 
justified  at  times,  but  usually  this  is  a re- 
sult of  a lack  of  understanding  and  a failure 
in  communications.  Too  often  these  doc- 
tors are  too  busy  to  learn  the  whole  picture. 
The  doctors  working  in  a part-time  capacity 
for  the  State  Association,  as  well  as  the 
physicians  working  part-time  in  the  Ameri- 
can Medical  Association,  are  battling  full- 
time, highly  paid  men  in  labor  and  govern- 
ment, whose  whole  effort  is  being  expended 
to  force  complete  socialization  of  medicine,  so 
we  need  our  whole  forces  behind  us.  So 
when  doctors  say  to  you,  “Organized  medi- 
cine has  done  nothing  to  help  me,  look  where 
we  are  today,”  let’s  answer  by  saying,  “What 
are  you  doing  for  Organized  Medicine?”  We 
need  these  men,  more  than  ever,  to  prevent 
further  interference  and  further  expansion 
of  socialized  medicine.  Let  us  hear  from  you. 

It  is  going  to  be  difficult  to  follow  in  Dr. 
Wright’s  footsteps,  as  well  as  Dr.  Richard 
Garlinghouse,  Dr.  Rudy  Sievers,  Dr.  Otto 
Kostal,  and  other  previous  presidents  of  the 
Nebraska  State  Medical  Association.  It  is 
great  they  are  still  available  to  help  in  future 
decisions,  and  you  can  be  assured  they  will 
be  called  on  frequently. 
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ARTICLES 


A Note  On  "Cancer-Susceptible"  And 
" Cancer-Resistant"  Genotypes; 

Implications  for  Cancer  Detection  and  Research 


Research  into  the  possible 
hereditary  etiology  of  malig- 
nant neoplasms  has  been  in 
progress  at  the  University  of  Nebraska  Col- 
lege of  Medicine  during  the  past  several 
years.  To  date,  approximately  ten  “cancer 
families”  have  been  studied  with  relatively 
complete  pedigree  data  on  five  of  these 
families.  These  so-called  “cancer  families” 
are  characterized  by  a wide  spectrum  of 
carcinomas  involving  different  organ  sites 
with  transmission  through  several  genera- 
tions. Many  members  show  multiple  pri- 
mary malignancies.  Several  large  sibships 
show  intense  concentrations  of  malignancies 
including  multiple  primary  tumors  with  seg- 
regation ratios  approaching  100  per  cent 
affected.  Histologic  confirmation  has  been 
a major  emphasis  in  every  possible  case. 
For  example,  in  one  sibship  of  eleven,  nine 
members  have  had  malignancies,  with  four 
of  these  showing  multiple  primary  tumors. 
Histologic  confirmation  has  been  made  in 
every  case  in  this  sibship.  While  autosomal 
dominant  inheritance  has  been  proposed  as 
a likely  possibility,  the  nonmendelian  charac- 
ter of  the  segregation  ratios  in  some  of  the 
sibships  has  suggested  other  possibilities, 
i.e.,  cytoplasmic  inheritance,  virus  factors, 
or  both.^ 

As  a corollary  to  these  studies,  our  group 
has  become  interested  in  families  showing 
a paucity  of  carcinoma.  In  conjunction  with 
this,  we  have  searched  for  hereditary  dis- 
orders which  might  possibly  afford  “pro- 
tection” against  malignant  neoplasms.  Such 
“protection”  could  be  due  to  an  underlying 
biochemical  deficit  produced  by  the  dele- 
terious genes.  The  implication  is  that  such 
a biochemical  deficit  could  represent  an  es- 
sential metabolite  for  tumor  growth.  Hence, 
with  the  absence  of  this  metabolite  in  an 
individual  with  a specific  hereditary  dis- 
order, the  development  of  malignancy  may 
be  retarded  or  completely  inhibited. 


HENRY  T.  LYNCH,  MD 
Instructor,  Department  of  Internal  Medicine, 
Senior  Cancer  Clinical  Trainee,  USPHS, 
Eppley  Institute  for  Research  in  Cancer 
and  Allied  Diseases,  University  of 
Nebraska  College  of  Medicine 
Omaha,  Nebraska 

and 

HENRY  M.  LEMON,  MD 

Professor  of  Internal  Medicine;  Director,  Eppley 
Institute  for  Research  in  Cancer  and  Allied 
Diseases,  University  of  Nebraska 
College  of  Medicine 
Omaha,  Nebraska 

and 

ANNE  I.  KRUSH,  MS 

Eppley  Institute  for  Research  in  Cancer  and 
Allied  Diseases,  University  of  Nebraska 
College  of  Medicine 
Omaha,  Nebraska 


At  least  two  hereditary  disorders,  name- 
ly diabetes  mellitus  and  osteogenesis  im- 
perfecta seem  to  show  a negative  correlation 
with  carcinoma.  In  the  case  of  diabetes  mel- 
litus, a large  autopsy  series  showed  a sig- 
nificant decrease  in  intracranial  neoplasms, 
and  moreover,  “a  nearly  unanimous  opinion 
that  cancer  is  less  frequent  in  diabetes  has 
been  offered  by  many  pathologists  after  a 
review  of  their  individual  autopsy  data.”^ 
However,  endometrial  carcinoma  poses  a 
striking  exception  to  these  observations.  In 
this  malignancy  for  some  unknown  reason, 
diabetes  'mellitus,  obesity,  and  hypertension 
show  a high  association.^-  ^ A somewhat 
earlier  age  at  death,  resulting  from  com- 
plications of  the  metabolic  disorders  in  dia- 
betes, must  be  ruled  out  as  a possible  cause 
of  the  decreased  autopsy  frequency  of  cancer 
in  general. 

In  the  case  of  osteogenesis  imperfecta 
(01),  table  1 shows  a paucity  of  reports 
of  malignancy  associated  with  this  dis- 
order in  world  literature  reviews  as  well  as 
in  family  studies.  These  reports  concern 
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Table  1 


TABLE  OF  REPORTED  MALIGNANCIES  FOUND  IN 


WORLD  LITERATURE 
OSTEOGENESIS 

Date 

Re^^ewed 


BELL5  to  1928 

Greenish® 

SEEDORFF^  to  1948 

Jewell  and 
Lofstromio 
Werner® 

Blatti® 

CANIGGIA  et  aU"  to  1958 


LYNCH  and  LEMONio  __to  1965 

Roschlauii 

* — Unconfirmed 
** — Biopsy  normal 

osteogenesis  imperfecta  tarda  in  most  in- 
stances which  does  not  impair  normal  expec- 
tations of  longevitj\  Furthermore,  the  val- 
idity of  the  reports  of  malignancy  in  sev- 
eral of  these  reports  is  in  question.  The  one 
instance  reported  by  Bell®  was  based  on 
a vague  statement  by  Greenish®  . . he 
is  said  to  have  died  from  cancer.”  The 
ttvo  cases  suspected  to  be  sarcoma  found  in 
familes  studied  by  Seedorff"  proved  to  be 
normal  on  biopsy.  The  study  by  Wernei*® 
showing  three  cases  of  sarcoma  associated 
with  01  in  members  of  a family  did  not 
contain  histologic  verifications.  This  point 
is  exceedingly  important  in  that  the  hyper- 
plastic callous  formation  during  healing  at 
the  fracture  site  in  01  may  simulate  sarcoma 
in  every  detail  only  to  be  proven  normal 
when  a biopsy  is  obtained.®  Finally,  review 
of  the  subject  through  1965^®  has  shown 
only  one  additional  malignancy,  namely  that 
of  Roschlau^i  showing  sarcoma  (histological- 
ly proven)  in  a patient  with  01.  However, 
this  case  must  be  evaluated  from  the  stand- 
point of  another  disease  which  this  patient 
had,  namely  the  Rothmund  sjmdrome,  in  ad- 
dition to  01. 

In  appraising  the  data  showing  a nega- 
tive association  of  malignancy  in  diabetes 
mellitus  and  01,  it  must  be  kept  in  mind 
that  the  material  reported  is  entirely  retro- 
spective and  cancer  was  not  specifically 
sought  for  in  any  prior  investigations.  It 
vdll  now  be  important  to  use  a prospective 
approach  in  order  to  ascertain  more  clearly 
the  significance  of  these  trends. 


ASSOCIATED  WITH 
IMPERFECTA 


Number  of 
Families 
Studied 

Total 
Number 
Afflicted 
With  01 

Number 

With 

Malignancy 

102 

605 

55 

180 

2** 

1 

3* 

1 

4 

20 

0 

1 


The  purpose  of  this  brief  note  is  to  call 
attention  to  possible  selective  forces  which 
may  be  operative  in  the  distribution  of 
malignant  neoplasms  in  the  populations. 
Specifically,  it  must  be  emphasized  that 
worldwide  biostatistical  data  on  carcinoma^^ 
is  limited  to  the  total  population  at  risk  and 
in  no  way  reflects  possible  concentrations 
of  malignancies  in  some  families,  or  the 
possible  absence  of  malignancies  in  other 
families. 

All  cases  of  carcinoma  merit  a veiy  care- 
ful medical  genetic  history.  Possible  re- 
wards of  such  a search  might  be  early  cancer 
detection  in  other  family  members.  When 
so-called  “clusters”  of  carcinoma  are  found 
in  families,  an  opportunity  is  provided  for 
education  concerning  early  recognition  of 
symptoms  of  carcinoma  in  all  members  of  the 
kindred.^® 

Research  into  the  problem  of  carcinoma 
from  the  standpoint  of  attitudes  in  members 
of  cancer  families^^  has  clearly  shown  that 
the  physician  cannot  be  complacent  and  as- 
sume that  the  presence  of  cancer  in  the  fam- 
ily will  necessarily  cause  members  of  the 
kindred  to  seek  cancer  detection.  In  a study 
of  a large  “cancer  family,”i^  the  findings 
were  quite  to  the  contrary.  All  too  often 
individuals  for  one  reason  or  another  ig- 
nored signs  and  symptoms  and  frequently 
took  a fatalistic  outlook.  Some  were  apa- 
thetic while  others  exercised  strong  mecha- 
nisms of  denial,  behaving  like  the  proverbial 
ostrich  with  his  head  in  the  sand. 

One  of  the  important  fields  in  cancer  re- 
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search  which,  unfortunately,  has  been  given 
little  attention,  has  been  that  of  the  investi- 
gation of  possible  cancer  resistant  genomes. 
Every  infant  from  its  first  breath  will  be 
exposed  to  both  living  and  nonliving  car- 
cinogens but  the  differential  effect  which 
heredity  might  play  upon  such  carcinogens 
active  during  the  human  life-span  has  been 
completely  neglected.  If  “cancer-resistance” 
may  be  positively  associated  with  an  heredi- 
tary disorder  such  as  osteogenesis  imper- 
fecta, those  unfortunate  individuals  with  this 
disorder  may  receive  new  hope  for  a life 
spared  from  one  of  medicine’s  most  savage 
killers.  These  families  will  also  be  of  far 
greater  investigative  interest,  to  determine 
whether  defects  in  hydroxyproline  metab- 
olism which  have  been  described,^®  or  more 
subtle  metabolic  changes,  may  provide  a 
clue  to  the  infrequency  of  carcinoma  of  all 
types  in  this  disorder. 

We  would  greatly  appreciate  medical  in- 
formation from  physicians  concerning  fam- 
ilies under  their  care  where  the  incidence 
of  carcinoma  appears  to  be  increased.  We 
would  also  appreciate  information  on  fam- 
ilies in  whom  the  concentration  of  carcinoma 
appears  to  be  exceedingly  low,  including 
families  with  01.  In  turn,  we  would  like 
to  study  these  kindreds  in  depth  in  order 
to  gain  further  insight  into  the  pathogenesis 
of  malginant  neoplasms.  Data  from  this  re- 
search will  be  held  in  strict  medical  confi- 
dence and  shared  only  with  the  referring 
physician. 
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The  time  spent  on  developing  just  one  new,  efficient  drug 
product  — if  only  one  person  were  involved  in  all  the  study  and 
research  — would  require  19  working  years  — or  58,000  hours  — 
of  a research  chemist’s  life. 
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An  Epidemiological  Approach  To  Infant 
Mortality  In  Omaha  And  Douglas  County 

1960-1964* 


Introduction 

During  the  past  is  years  in- 
fant mortality  rates  have  de- 
clined at  a disappointingly 
slow  pace  in  the  United  States.  Omaha- 
Douglas  County  until  recent  years  has  had 
an  infant  mortality  rate  higher  than  that 
for  the  nation  as  a whole.  Fortunately, 
however,  this  position  has  improved,  and 
now  the  rate  in  Omaha-Douglas  County  is 
slightly  under  the  national  rate. 

Purpose 

The  purpose  of  this  study  is  to  present 
current  epidemiological  data  on  infant  mor- 
tality in  Omaha-Douglas  County  for  the 
five-year  period  1960-1964.  It  was  decid- 
ed to  pursue  in  depth  several  apparently 
significant  facts  brought  out  in  a previous 
study  and  to  consider  them  in  the  light  of 
contemporary  data. 

It  was  also  intended  that  this  study  pro- 
vide those  agencies  concerned  with  public 
health  the  necessary  data  to  administer  more 
effectively  a program  designed  to  reduce  in- 
fant mortality. 

Methods 

Included  in  the  study  were  deaths  of  all 
infants  under  one  year  of  age  occurring  in 
Omaha-Douglas  County  whose  parents  or 
guardians  were  residents  at  the  time  of 
death.  All  of  these  death  certificates 
(1,078)  were  reviewed  and  the  information 
coded  to  data  processing  cards. 

In  the  interest  of  simplicity  and  clarity, 
rather  broad  classifications  of  the  cause  of 
death  were  used  together  with  a description 
of  the  anatomical  system  involved.  Similar 
broad  classification  was  made  of  conditions 
giving  rise  to  the  immediate  cause  of  death 
and  those  other  conditions  present  but  not 
necessarily  related  to  the  death.  Included 
with  the  congenital  malformations  and  in- 
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herited  metabolic  defects  were  the  hema- 
tologic conditions,  erythroblastosis  fetalis 
and  hemorrhagic  disease  of  the  newborn. 
The  anoxic  category  embraces  lung  conges- 
tion, respiratory  distress,  and  atelectasis  un- 
associated with  prematurity.  Prematurity 
and  immaturity  were  considered  in  one 
group. 

The  denominator  information  (number  of 
births  per  year)  used  in  computing  the 
death  rate  was  obtained  from  the  Division  of 
Vital  Statistics  of  the  Health  Department. 
The  1960  census  tract  map  prepared  by  the 
United  States  Census  Bureau  was  used  in 
determining  the  death  rate  for  each  census 
tract.  Because  the  average  income  by  census 
tract  was  not  available,  it  was  necessary  to 
use  the  average  value  of  the  occupied  hous- 
ing units  as  the  environmental  factor  most 
closely  related  to  socio-economic  status.  It 
has  been  shown  by  previous  studies  that 
the  average  value  of  the  occupied  housing 
units  parallels  the  other  adverse  environ- 
mental factors  such  as  dilapidation,  deteri- 
oration, and  crowding. 

Results 

Infant  Mortality  Rate 

In  all  years  since  1960  in  Omaha-Douglas 
County,  the  infant  mortality  rate  has  com- 
pared favorably  with  that  of  the  nation. 
(Table  1).  It  is  interesting  to  note  that  al- 
though the  rate  for  whites  is  similar  in 

‘This  study  was  made  possible  through  a special  grant 
from  the  Children's  Bureau,  Department  of  Health,  Education, 
and  Welfare. 
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Table  1 


INFANT  DEATHS  PER  1,000  LIVE  BIRTHS 
TOTAL  AND  BY  RACE  IN  THE  UNITED  STATES  AND 
OMAHA-DOUGLAS  COUNTY,  1960-1964 


Omaha-Douglas 

County 

United  States 

Year 

Bii*ths 

Infant 

Deaths 

Infant  Death 

Rates 

Infant  Death 

Rates 

Total 

White 

Non-White 

Total 

White 

Non-White 

1960 

8863 

221 

24.9 

23.6 

35.2 

26.0 

22.9 

43.2 

1961 

9287 

237 

25.5 

24.7 

31.2 

25.3 

22.4 

40.7 

1962 

9084 

193 

21.2 

19.7 

31.9 

25.3 

22.3 

41.4 

1963  _ . 

9276 

218 

24.5 

21.2 

38.8 

25.2 

22.2 

41.4 

1964 

9859 

209 

24.6 

21.6 

37.2 



Omaha-Douglas  County  to  the  United  States, 
the  rate  for  nonwhites  (almost  exclusively 
Negro)  is  considerably  better  in  Omaha- 
Douglas  County. 

Season 

While  the  overall  figures  for  infant  mor- 
tality do  not  show  any  significant  seasonal 
variation,  those  classified  as  “crib  deaths” 
(sudden  deaths)  show  a rise  in  the  winter 
and  spring  months,  probably  reflecting  the 
higher  incidence  of  respiratory  infection, 
thereby  giving  some  credence  to  the  belief 
that  viral  infections  may  be  a significant 
etiological  factor. 

Etiology  of  Infant  Mortality 

Figure  1 illustrates  the  current  data  on 
causes  of  infant  deaths  in  Omaha-Douglas 

Figure  1 

CAUSES  OF  INFANT  DEATHS  PER  1,000 
LIVE  BIRTHS,  OMAHA-DOUGLAS 
COUNTY,  1960-1964 


County.  It  can  readily  be  seen  that  pre- 
maturity continues  to  be  the  number  one 
cause  for  infant  mortality.  Cause  of  death 
was  also  analyzed  for  those  census  tracts 
presenting  the  highest  and  lowest  infant 
death  rate  (Table  2).  Except  for  a slight 

Table  2 

CAUSES  OF  DEATHS  IN  HIGHEST  AND 
LOWEST  QUARTILE  OF  INFANT  DEATHS 
PER  1,000  LIVE  BIRTHS,  OMAHA- 
DOUGLAS  COUNTY,  1960-1964 


Cause  of  Death 

Lowest 

Quartile 

Highest 

Quartile 

Prematurity 

44.6% 

47.6% 

Infectious  Disease 

15.5 

18.5 

Anoxic 

16.9 

15.7 

Congenital  Malformation 

16.9 

12.0 

Other 

6.1 

6.2 

TOTAL 

100.0% 

100.0% 

decrease  in  congenital  malformation  and  in- 

crease  in  infectious  disease  in 

the  highest 

quartile,  the  character  of  the  death  rate  was 

remarkably  similar.  In 

Table  3 the  results 

are  somewhat  more  striking,  demonstrating 

Table 

3 

CAUSES  OF  INFANT 

DEATH 

PER  1,000 

LIVE  BIRTHS,  OMAHA-DOUGLAS 

COUNTY,  1960-1964 

Cause  of  Death 

White 

Non- White 

Prematurity  _ _ 

44.8% 

52.5% 

Infectious  Disease 

16.1 

16.8 

Anoxic 

16.2 

16.3 

Congenital  Malformation  — 

14.3 

5.1 

Other 

8.6 

9.3 

TOTAL 

100.0% 

100.0% 

that  prematurity  deaths 

are  higher  for  non> 

whites  and  congenital  malformation  deaths 
are  less  than  half  as  frequent  as  they  are  for 
whites. 
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Prematurity  deaths  were  analyzed  to  find 
any  possible  correlation  with  any  of  the 
other  information  on  the  death  certificate, 
but  little  significant  data  was  obtained. 

Among  congenital  malformations,  the  car- 
diovascular system  is  responsible  for  the 
greatest  percentage  of  infant  deaths,  as 
demonstrated  by  Figure  2. 

Table  4 presents  the  changing  picture  of 
infant  mortality  at  three  different  periods. 
Prematurity  is  initially  the  major  cause  of 
death,  but  this  is  gradually  replaced  by  in- 
fectious diseases.  It  thus  demonstrates 

Figure  2 

CONGENITAL  MALFORMATION  DEATHS  PER 
1,000  LIVE  BIRTHS  BY  ANATOMICAL 
SYSTEM  INVOLVED,  OMAHA- 
DOUGLAS  COUNTY,  1960-1964 


37.4% 


that  although  infectious  disease  may  repre- 
sent only  a small  part  of  the  total  infant 
death  rate,  in  those  infants  over  28  days  it 
is  very  significant.  By  far  the  greatest  per- 
centage of  those  deaths  classified  as  anoxic 
in  the  28  day  - one  year  group  were  the  so- 
called  “crib  deaths.”  These  were  generally 
characterized  by  sudden  death  (less  than  48 
hours)  and  marked  lung  congestion  at  au- 
topsy. Rarely  were  there  any  other  findings. 

Geographical  DistHhution 

The  wide  range  of  rates  of  infant  mor- 
tality is  evident  from  the  census  tract  map 
in  Figure  3.  The  rates  vary  from  a low 
of  7.5  to  a high  of  59.4  deaths  per  1,000 
live  births. 

The  geographical  distribution  is  such  that 
one  would  be  tempted  to  speculate  that  this 
may  be  related  to  socio-economic  conditions. 
In  fact,  as  demonstrated  in  Figure  4,  infant 
mortality  and  average  value  of  housing 
units  are  related  in  almost  50  per  cent  of 
those  census  tracts  falling  in  the  highest 
quartile  for  infant  mortality  and  the  lowest 
quartile  for  average  value  of  housing  unit. 

A predictable  relationship  exists  between 
deaths  from  prematurity  by  census  tract  and 
overall  infant  mortality.  Although  not  relat- 
ing well  with  lowest  average  value  of  dwell- 
ing, the  areas  are  fairly  well  localized  to 
northeast  Omaha.  This  does  correspond 
with  the  area  of  highest  nonwhite  population 
and,  as  mentioned  above,  the  nonwhite  popu- 
lation has  the  highest  prematurity  death 
rate  together  with  a higher  overall  infant 
mortality  rate. 


Table  4 


CAUSE  OF  INFANT  DEATHS  PER  1,000  LIVE  BIRTHS 
BY  AGE  AT  DEATH, 
OMAHA-DOUGLAS  COUNTY,  1960-1964 


Interval  

<7  days 

7-28  days 

28  days-1  year 

Number  of  Deaths 

.773  (71.8%) 

74  (6.8%) 

231  (21.4%) 

Cause  of  Death 
Prematurity 

59.6% 

17.6% 

0.9% 

Infectious  Disease  _ 

2.1 

43.1 

55.0 

Anoxic 

. 18.6 

8.1 

20.3 

Congenital  Malformation 

__  12.3 

25.7 

9.5 

Birth  Injury  _ - 

6.7 

2.7 

0.9 

Violence 

0.1 

1.4 

9.5 

No  Obvious  Cause  _ . 

0.3 

0.0 

0.0 

Other  _ 

0.3 

1.4 

3.9 

TOTAL  _ _ 

. .100.0% 

100.0% 

100.0% 
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QUARTILE 

DISTRIBUTION 


QUARTILE 

1st 

RATE 
31.7  to 

59.4 

2d 

22.4 

to 

31.6 

3d 

17.5 

to 

21.9 

4 th 

7.5 

to 

17.4 

MEDIAN 


FIGURE  3 


•INFANT  MORTALITY  RATE 
PER  1,000  LIVE  BIRTHS 
BY  CENSUS  TRACT  1960-1964 


Discussion 

As  a result  of  this  and  other  studies,  it 
has  become  increasingly  clear  that  geo- 
graphic distribution  and  socio  - economic 
conditions  play  a major  role  in  infant  mor- 
tality. It  is  not  known  for  certain  why  this 
is  so,  but  high  and  low  rates  of  infant  mor- 
tality are  consistently  present  in  certain  cen- 
sus tracts.  With  the  high  premature  death 
rate  in  these  same  areas,  it  appears  essen- 
tial that  a thorough  perinatal  mortality 


study  be  undertaken  concomitant  to  the  pro- 
viding of  better  prenatal  care.  It  is  cer- 
tainly possible  that  a hostile  environment 
is  as  detrimental  to  the  unborn  child  as  to 
the  infant. 

No  attempt  was  made  to  study  the  extent 
of  prenatal  care  provided  mothers  of  in- 
fants dying  within  the  first  year  of  life. 
Nor  did  the  study  define  any  of  the  barriers 
to  provision  and  utilization  of  prenatal  serv- 
ices within  the  community.  It  is  a recog- 
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Highest  quartile  for 
Infant  Mortality 


Lowest  Quartile  for 
Average  Value  of 
Housing  Units 


LOWEST  QUARTILE  FOR  AVERAGE  VALUE 
OF  HOUSING  UNIT  AND  HIGHEST  FIGURE  4 

QUARTILE  FOR  INFANT  MORTALITY 
BY  CENSUS  TRACT  1960-1964 


nized  fact  that  in  Douglas  County  preven- 
tive prenatal  services  are  not  readily  avail- 
able to  the  poor.  Douglas  County  provides 
no  outpatient  service  via  the  county  hos- 
pital, or  does  the  county  assume  responsi- 
bility for  maintenance  of  an  obstetrical  ward 
therein.  What  care  is  given  this  group  is 
provided  by  the  two  medical  schools  and 
private  physicians.  Mothers  unable  to  meet 
the  minimal  costs  of  out  patient  service  at 
either  clinic  may  and  do  forgo  such  care,  and 
although  they  are  admitted  to  the  hospital 


when  they  arrive  in  labor,  the  skills  of  the 
obstetrician  and  his  assistants  cannot  offset 
completely  the  lack  of  prenatal  care. 

Rather  than  continue  concentration  of  re- 
search aimed  at  defining  the  disease  entity 
and  developing  even  more  sophisticated  in- 
tramural methods  of  treatments,  attention 
might  more  profitably  be  directed  toward 
finding  ways  and  means  of  extending  pre- 
ventive care,  in  applying  what  is  already 
known,  and  in  removing  barriers  to  full  util- 
ization of  personnel  and  facilities. 
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That  human  wastage  measured  in  terms  of 
infant  mortality  rates  exceeding  the  over- 
all city  average  by  threefold  in  certain  census 
tracts  continues  to  be  tolerated  with  com- 
placency is  a tragic  commentary  upon  our 
society.  Such  wastage  should  call  forth  an 
exhaustive  investigation  for  its  early  cessa- 
tion or  amelioration  at  least. 

The  enigmatic  “crib  death”  continues  to 
baffle  and  challenge  the  combined  talents 
of  the  clinician,  pathologist,  and  epidemi- 
ologist. It  is  interesting  to  note  that  68%  of 
the  anoxic  deaths  (most  are  “crib  deaths”) 
occurring  in  the  group  from  28  days  - 1 year 
took  place  during  the  first  three  months  of 
life. 

Summary 

1.  Infant  mortality  in  Omaha-Douglas 
County  has  been  presented  for  a five- 
year  period  1960-1964. 

2.  The  Omaha-Douglas  County  infant 
death  rate  for  the  period  was  less  than 
that  for  the  United  States. 

3.  The  nonwhite  death  rate  in  Omaha- 
Douglas  County,  while  less  than  the 


United  States  rate,  was  considerably 
higher  than  for  the  white  population. 

4.  Nonwhites  demonstrated  a higher 
death  rate  from  prematurity  but 
deaths  from  congenital  malformation 
were  less  than  half  as  frequent  as 
they  were  for  whites. 

5.  Good  correlation  was  presented  for 
high  infant  mortality  and  poor  socio- 
economic conditions  measured  by  sub- 
standard housing. 

6.  A plea  is  made  to  extend  the  applica- 
tion of  preventive  prenatal  care  and 
removal  of  barriers  to  utilization  of 
such  services. 
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Beverage  Electrolytes 

At  the  Bishop  Clarkson  Memorial  Hospital,  Omaha,  Nebraska 


The  physiologically  significant 
electrolytes  found  in  foods  and 
water,  notably  sodium  and  po- 
tassium, have  been  previously  tabulated ; 

Table  1 

BEVERAGE  ELECTROLYTES 

POTASSIUM 


Source  (mEq/L) 

Tomato  Juice  120.0 

Fresh  Orange  Juice 66.0 

Frozen  Orange  Juice 58.0 

Grapefruit  Juice 47.0 

Skim  Milk 43.0 

Whole  Milk 38.0 

Pineapple  Juice  37.0 

Apricot  Nectar 30.0 

Apple  Juice 30.0 

Grape  Juice 25.1 

Port  Wine  25.0 

Peach  Nectar  13.8 

Hamms  Beer 10.0 

Aloha  Punch 7.0 

Pear  Nectar  5.0 

Prune  Juice 4.0 

Cranberry  Juice  4.0 

Diet-Rite  Cola  2.0 

Coca  Cola  1.0 

Orange  Candy  0.6 

Tap  Water 0.2 

Pepsi  Cola 0.1 

Ginger  Ale  0.1 

7-Up  0. 

SODIUM 

Source  (mEq/L) 

Pinine  Juice 71.0 

Tomato  Juice  58.0 

Skim  Milk  26.0 

Whole  Milk 23.0 

Orange  Candy  15.5 

Port  Wine  15.0 

Pear  Nectar  13.0 

Fresh  Orange  Juice 10.0 

7-Up  7.6 

Diet-Rite  Cola  6.0 

Pepsi  Cola 5.0 

Ginger  Ale  4.5 

Peach  Nectar 4.5 

Frozen  Orange  Juice 4.2 

Aloha  Punch 4.0 

Grape  Juice 4.0 

Coca  Cola 3.6 

Hamms  Beer 3.5 

Tap  Water  3.0 

Apricot  Nectar 2.6 

Cranberry  Juice 1.4 

Apple  Juice 1.4 

Grapefruit  Juice  1.0 

Pineapple  Juice  1-0 
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more  recently  by  Bills,  et  al.^  Our  particu- 
lar study  in  this  realm  was  undertaken  as 
an  adjunct  to  the  chronic  dialysis  program, 
utilizing  the  Kiil  and  Kolff  Artificial  Kidney 
procedures,  so  ably  initiated  in  the  Omaha- 
Douglas  County  area  by  Doctors  George 
Loomis  and  Frederick  Ware.^ 

It  was  reasoned  that  electrolyte  deter- 
minations on  the  ocean  of  non-masticatory 
sustinence  obtainable  from  the  Clarkson 
Dietary  Department,  exclusively,  would  be 
indigenously  representative,  as  the  majority 
of  these  beverages  are  produced  or  distrib- 
uted by  local  manufacturers,  using  as  a ve- 
hicle for  their  various  brews,  local  waters 
whose  sodium  content,  perforce,  varies  wild- 
ly with  that  of  the  outstate  universal  sol- 
vent.® 

These  following  tabulations  are  presented 
without  comment  to  end  once  and  for  all 
the  “hallway  Chautauquas”  that  are  engen- 
dered by  the  diverse  views  of  equally  diverse 
consultants  as  to  which  liquid  or  liquids 
have  more  or  less  potassium,  sodium,  stron- 
tium 90,  red  squill,  etc.  for  consumption  by 
an  outpatient  on  the  dialysis  program  with 
chronic  renal  failure  and  hyperkalemia, 
complicated  by  a weekend  “potassium  binge” 
with  fresh  orange  juice  or,  as  our  studies 
have  surprisingly  revealed,  even  possibly 
whole  cows’  milk. 

Similar  studies  might  be  well  advised  in 

‘Current  Address:  Project  Director,  Environmental  Toxi- 

cology, California  Department  of  Public  Health,  Berkeley, 
California. 

“Current  Address:  Chief,  Department  of  Pathology,  Kaui- 

keolani  Children’s  Hospital,  226  North  Kuakini  Street, 
Honolulu,  Hawaii. 
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Table  2 


BEVERAGE  ELECTROLYTES 


Serum 

Serum 

Serum 

Serum 

Calcium 

Chloride 

Potassium 

Source 

(mEq/L) 

(mE<j/L) 

(mEq/L) 

(mEq/L) 

Tap  Water 

2.5 

0.2 

3.0 

Skim  Milk  _ _ 

_ __  74.0 

30.0 

43.0 

26.0 

Whole  Milk  

64.0 

28.0 

38.0 

23.0 

Port  Wine  

3.8 

1.4 

25.0 

15.0 

Aloha  Punch _ 

___  3.0 

1.8 

7.0 

4.0 

Fresh  Orange  Juice 

3.2 

4.0 

66.0 

10.0 

Apricot  Nectar 

5.52 

30.0 

2.6 

7-Up  _ 

5.0 

0. 

0. 

7.6 

Tomato  Juice 



46.0 

120.0 

58.0 

Diet-Rite  Cola  _ 

2.9 

0.86 

2.0 

6.0 

Apple  Juice 

__  2.0 

0.9 

30.0 

1.4 

Coca  Cola 

___  5.0 

0.9 

1.0 

3.6 

Pineapple  Juice 

3.35 

6.0 

37.0 

1.0 

Frozen  Orange  Juice 

9.8 

58.0 

4.2 

Prune  Juice 

7.7 

4.0 

4.0 

71.0 

Cranberry  Juice 

2.9 

1.4 

4.0 

1.4 

Grapefruit  Juice 

2.8 

47.0 

1.0 

Hamms  Beer 

4.6 

5.1 

10.0 

3.5 

Pepsi  Cola  _ _ 

__  2.6 

2.3 

0.1 

5.0 

Ginger  Ale 

_ 2.7 

** 

0.1 

4.5 

Peach  Nectar 

4.3 

13.8 

4.5 

Grape  Juice  _ 

5.9 

4.3 

25.1 

4.0 

Pear  Nectar 

_ _ 3.2 

^ * 

5.0 

13.0 

Orange  Candy  





0.6 

15.5 

(Candy  weight  4.474  gms;  candy  dissolved  in  14  cc  H=0  or 
10  cc  H^O  and  candy) 

•• — Negative 


other  areas  with  an  active  dialysis  program, 
due  to  the  geographical  and  possibly  seasonal 
variations  of  these  beverage  electrolytes. 
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The  average  cost  to  the  short-term  general  hospital  for  each 
day  a patient  spends  in  the  hospital  is  $38.91.  For  that  sum, 
the  hospital  provides  the  complete  treatment,  bed,  food,  and  nurs- 
ing services  around-the-clock. 
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Congenital 

Strictures 

of  fhe 

Esophagus^ 


CONGENITAL  esophageal  ano- 
malies are  uncommon.  ]\Iajor 
abnormalities  such  as  esopha- 
geal atresia  and  tracheo-esophageal  fistula 
are  usually  readily  recognized  and  demand 
immediate  surgical  intervention.  On  the 
other  hand,  stenosis  and  stricture  are  more 
difficult  to  diagnose,  since  they  often  pro- 
duce only  partial  obstruction  of  the  esopha- 
gus. Nevertheless,  unless  these  minor 
esophageal  abnormalities  are  corrected  they 
may  produce  serious  complications.  The 
following  case  report  illustrates  the  im- 
portance of  recognizing  the  symptoms  of 
minor  congenital  abnormalities,  of  estab- 
lishing the  diagnosis,  and  of  instituting  cor- 
rective measures. 

Case  Report 

An  18-month-old  girl  was  admitted  to 
the  hospital  because  of  partial  paralysis 
of  the  left  lower  leg  as  a result  of  polio- 
myelitis. Of  more  immediate  concern, 
however,  were  her  malnutrition  and 
retarded  physical  development,  caused 
by  intermittent  regurgitation  which  had 
been  present  since  birth. 

Delivery  had  been  normal.  Her 
birth  weight  was  7 lbs.,  5 oz.  No  con- 
genital abnormalities  w ere  apparent, 
but  regurgitation  of  formula  occurred 
at  each  feeding  and  she  would  even 
seem  to  choke  at  times.  Most  of  the 
regurgitated  material  was  said  to  be 
undigested  milk  with  “lots  of  mucus.” 
Water  was  tolerated  better  than  for- 
mula. 

At  two  weeks,  persistent  cough  and 
fever  developed,  and  respirations  be- 
came labored  and  noisy.  A diagnosis 
of  bronchial  pneumonia  was  made,  and 
the  child  was  kept  in  an  oxygen  tent 
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for  nine  days  and  given  antibiotics  fol- 
lowing which  she  improved  gi’adually. 

During  the  next  four  months,  she 
continued  to  regurgitate  at  each  feeding 
and  was  taken  frequently  to  the  fam- 
ily physician  with  complaints  of  cough, 
fever,  and  noisj'  respirations.  In  the 
hope  that  a change  of  climate  might 
improve  her  health,  the  family  moved 
to  the  west.  However,  they  returned 
to  the  midwest  when  the  child  became 
worse  and  again  developed  pneumonia. 

At  ten  months,  she  was  admitted  to 
the  hospital  for  the  third  time  with 
pneumonia.  Fluoroscopy,  bronchog- 
raphy, two  bronchoscopies,  and  esopha- 
geal studies  with  barium  and  methylene- 
blue  were  done.  Neurologic  evaluation, 
examination  of  stools,  and  other  routine 
diagnostic  procedures  were  nonnal.  The 
report  on  the  barium  swallow  showed: 
“No  obstruction  along  the  course  of  the 
esophagus,  and  there  is  no  evidence 
of  achalasia.  The  patient  shows  no 
evidence  of  aspiration  during  examina- 
tion, and  there  is  nothing  to  suggest 
the  presence  of  an  H-type  fistula.”  She 
was  discharged  with  a diagnosis  of 
atelectasis,  cause  undetermined,  and 
given  aureomycin  therapy  for  several 
months. 

At  13  months,  she  was  just  able  to 
sit  up.  The  feeding  problem  continued 
and  remained  very  severe.  She  tired 
easily  and  showed  signs  of  retardation 
of  growth  and  motor  development. 

At  17  months,  poliomyelitis  caused 
paralysis  of  the  left  lower  leg,  as  a re- 
sult of  which  the  child  entered  the 
hospital  one  month  later. 

Physical  examination  revealed  a 
chronically  ill  child  who  was  lethargic, 

•This  study  was  supported  by  the  Lincoln  Medical  Research 
Foundation. 
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dangling,  and  unable  to  sit  up.  Slight 
dehydration  was  present.  Weight  at 
this  time  was  18  lbs.  and  length  was 
31  inches.  Temperature  was  100°, 
pulse  130,  and  respiratoiy  rate  32.  Otol- 
aryngologic examination  and  general 
physical  examination,  except  for  the 
lower  extremity,  were  normal.  The  left 
lower  leg  muscles  were  flaccid.  The 
patellar  reflex  was  greatly  decreased 
and  the  ankle  reflex  absent. 

The  impression  on  admission  was 
that  of  an  18-month  old  baby  who  was 
underweight  and  who  had  developed 
poorly  due  to  frequent  illnesses  and 
chronic  feeding  problems  of  undeter- 
mined cause.  In  addition,  status  post- 
spinal  poliomyelitis  with  a partial  flac- 
cid paralysis  of  her  left  lower  extrem- 
ity was  present. 

Hospital  Course 

Intravenous  fluids  were  administered 
to  provide  nourishment  and  correct  the 
dehydration.  Roentgenographic  studies 
of  the  esophagus  and  stomach  were  re- 
ported as  normal.  An  esophagoscopy 
was  done.  A hard  bolus  of  food,  ap- 
proximately one  cm  in  diameter,  en- 
countered in  the  middle  third  of  the 
esophagus,  was  removed.  The  location 
suggested  a congenital  stricture  which 
was  found  14  cm  from  the  incisor  teeth 
just  beneath  the  foreign  body.  Jackson 
dilators  were  used  to  stretch  the  stric- 
ture until  the  esophagoscope  could  be 
passed.  Another  stricture  in  the  region 
of  the  cardia  was  dilated  in  the  same 
manner.  Later,  Hurst  dilators  were 
used  until  a No.  26  was  passed. 

Two  days  later,  esophagoscopy  was 
repeated  because  the  patient  again  re- 
gurgitated after  only  one  day  of  retain- 
ing liquid  feedings.  When  a second 
bolus  of  food  was  removed  from  the 
upper  stricture,  granulation  tissue  and 
exudate  were  observed.  There  was  mini- 
mal bleeding.  Additional  dilatations 
were  done  daily.  Cortisone  was  given  in 
the  hope  of  preventing  esophageal  scar- 
ring. Ten  days  after  the  first  dilatation, 
regurgitation  and  vomiting  ceased,  and 


the  child  was  able  to  swallow  baby  food. 
Improvement  thereafter  was  rapid.  Her 
whole  personality  began  to  change  and 
she  began  to  gain  weight.  Two  weeks 
later  she  was  discharged  from  the  hos- 
pital. 

Further  dilatations  with  Hurst  dila- 
tors were  done  on  an  outpatient  basis 
at  weekly  intervals  for  the  next  three 
months,  and  thereafter,  monthly  for 
another  year.  The  child  has  had  no 
trouble  since.  She  is  able  to  eat  a nor- 
mal diet,  has  normal  weight,  and  reacts 
normally  according  to  her  age. 

Comment 

Whereas  esophageal  atresia  demands 
surgical  therapy  within  the  first  few  days 
of  life,  stenosis  and  stricture  of  the  esopha- 
gus often  produce  only  partial  obstruction. 
Thus  an  infant  who  may  be  thought  normal 
at  first,  or  nearly  so,  may  present  problems. 
Differentiation  between  stricture  and  con- 
genital short  esophagus  is  usually  made  by 
roentgenograms.  In  the  latter  condition,  the 
cardiac  end  of  the  stomach  lies  above  the 
diaphragm,  since  the  esophagus  is  too  short 
to  reach  the  diaphragm.  In  the  most  com- 
mon functional  problem,  that  of  motor  pa- 
ralysis of  the  esophageal  musculature,  direct 
examination  of  the  pharynx  and  the  esopha- 
gus reveals  a flaccid  pharynx,  cricopharynx, 
and  upper  esophagus.  In  achalasia,  which  is 
also  well  demonstrated  by  roentgenogram, 
regurgitation  practically  always  occurs 
sometime  after  the  feeding,  when  the  infant 
has  been  returned  to  the  crib. 

Symptoms  of  congenital  esophageal  stric- 
ture begin  early  in  infancy.  Regurgitation 
of  part  of  the  feeding  and  failure  to  gain 
weight  are  the  cardinal  signs.  The  symp- 
toms become  worse  when  semi-solid  or  solid 
food  is  offered.  Repeated  bouts  of  bron- 
chitis or  bronchial  pneumonia  generally  oc- 
cur as  sequelae  to  tracheal  aspiration.  Chok- 
ing spells  and  excessive  mucus  are  common. 
Complete  esophageal  obstruction  may  occur 
when  food  becomes  impacted  in  the  stric- 
ture. 

Congenital  strictures  usually  occur  in  the 
middle  third  of  the  esophagus;  the  next 
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most  common  site  is  the  lower  third.  The 
mucosa  in  the  area  of  the  stricture  is  often 
severely  inflamed  and  maj’  be  replaced  by 
granulation  tissue. 

A diagnosis  of  congenital  esophageal 
stricture  can  generallj"  be  confirmed  by 
roentgenography.  The  roentgenogi’am  of  a 
patient  with  congenital  esophageal  stricture 
shows  a prominent  dilatation  of  the  esopha- 
gus above  the  stricture,  with  a thin  strand 
of  barium  below.  According  to  some  radi- 
ologists, serial  films  in  different  phases  of 
respiration  in  various  positions,  using  an 
oil  contrast  technique,  give  a different  pic- 
ture of  the  esophagus  from  one  made  pos- 
sible by  barium  swallow.  The  film,  however, 
as  in  this  case,  may  not  demonstrate  the 
presence  of  a stricture.  Esophagoscopy  will 
then  show  the  stricture. 

The  treatment  of  choice  in  congenital 
stricture  consists  of  gentle  dilatations  with 
Jackson’s  bougies  or  mercury-filled  Hurst 
dilators.  For  strictures  of  the  cardia,  satis- 
factory results  are  obtained  by  passing  an 
inflated  balloon  dilator  to  a point  where 
the  dilating  mechanism  lies  at  the  cardia. 
The  expansile  bag  is  then  inflated.  If  the 
stricture  is  very  narrow,  treatment  by  gas- 
trostomy with  retrogi’ade  dilatation  after  a 
string  is  passed  through  the  mouth  into  the 
stomach  may  become  necessaiy.  Occasion- 
ally, an  esophageal  resection  is  necessary. 
This  should  not  be  tried,  however,  until  all 
other  methods  fail,  since  the  operation  can 


result  in  scarring  and  further  strictures. 
The  stricture  may  require  only  several  dila- 
tations over  several  months,  or  even  years. 
Some  patients  require  dilatations  over  a 
period  of  many  years. 

Summary 

A case  is  presented  of  congenital  esopha- 
geal stricture  in  an  18-month-old  girl.  No 
abnormalities  were  apparent  at  birth  but  the 
continued  intermittent  regurgitation  almost 
from  birth  produced  in  this  child  a state  of 
severe  malnutrition  and  susceptibility  to  re- 
current infections  and  other  illnesses.  On 
her  fourth  hospitalization  strictures  were 
demonstrated  in  the  middle  third  of  the 
esophagus  and  in  the  region  of  the  cardia 
which  were  causing  obstruction  of  the 
esophagus.  The  strictures  were  dilated ; and 
the  foreign  bodies  obstructing  the  esopha- 
gus were  removed. 

The  importance  of  recognizing  symptoms 
of  minor  congenital  abnormalities  of  the 
esophagus  and  of  differentiating  them  from 
major  abnormalities  that  require  immediate 
surgery  is  discussed. 

The  methods  of  choice  for  correcting  or 
treating  congenital  esophageal  strictures  are 
described. 
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Fluid  Balance  — Intake  and  Output  Charts, 

A Revised  Form 


Maintaining  a patient  in 

proper  fluid  balance  and  equili- 
brium is  predicated  upon  the 
knowledge  of  the  fluid  intake  and  output  of 
the  patient.  The  type  of  fluids  and  elec- 
trolytes required  is  determined  from  the 
type  and  amounts  of  fluid  loss.  Accurate 
determination  of  these  losses  is  obviously 
necessary  to  provide  the  basis  for  proper 
and  appropriate  replacement.  In  order  to 
record  the  required  data  properly,  a simple 
intake  and  output  form  was  devised.^  This 
form  has  been  successfully  used  in  the  Me- 
morial Hospital  of  Southern  California  for 
the  past  three  years.  However,  provision 
for  recording  nephrostomy  tube,  abdominal 
suction  tube,  or  thoracostomy  tube  drain- 
age was  not  provided.  As  a result,  the 
output  of  these  drainage  tubes  was  not  ade- 
quately monitored.  A revision  of  these 
forms  is  now  presented.  The  new  charts, 
like  the  previous  forms,  are  of  two  types. 
The  Daily  Record  (Fig.  1)  is  for  record- 
ing fluid  intake  and  output  totals  for  each 
eight  hour  shift  and  the  24  hour  totals. 
Five  days  can  be  recorded  on  a single  sheet. 
The  Hourly  Record  (Fig.  2)  is  a 24  hour 
record  on  one  sheet  and  is  intended  for  use 
with  critically  ill  patients.  This  form  has 
been  particularly  successfully  used  in  the 
Intensive  Care  Unit.  On  the  new  Daily 
Form,  the  column  for  specific  gravity  was 
eliminated.  It  was  felt  that  if  the  record- 
ing of  the  specific  gravity  was  desired  or 
necessary,  it  could  be  placed  in  the  “Notes” 
column.  Of  course,  the  specific  gravity 
column  is  retained  in  the  hourly  form  be- 
cause of  its  obvious  importance.  The  titling 
of  several  of  the  columns  and  sections  were 
improved.  The  visual  appearance  of  the 
forms  was  also  improved  by  darkening  divid- 
ing lines.  With  the  increased  use  of  gas- 
trostomy tubes  in  place  of  Levine  tubes,  the 
new  heading  for  this  data  is  “Gastric  Drain- 
age.” The  column  for  diarrhea  and  emesis 
values  has  been  eliminated.  This  data  can 
more  appropriately  be  recorded  in  the 
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“Notes”  column.  A new  column  “Other” 
has  been  provided  for  recording  either  ne- 
phrostomy, abdominal  or  thoracostomy  tube 
drainage.  It  is  unlikely  that  a patient  will 
have  all  such  types  of  drainage  at  one  time. 
However,  if  necessary,  additional  columns 
can  be  placed  in  the  “Notes”  section.  A 
separate  column  has  been  provided  for  T- 
tube  bile  drainage,  since  this  is  a common 
source  of  fluid  output.  The  revised  forms, 
like  those  originally  devised,  are  intended  to 
be  as  simple  as  possible.  It  is  recognized 
that  no  allowance  was  made  for  recording 
electrolyte  loss  or  intake.  To  provide  for 
this  data  on  the  form  would  complicate  it 
and  place  an  additional  burden  on  the  nurs- 
ing staff.  Adequate  space  has  been  allowed 
in  the  “Notes”  column  where  this  informa- 
tion can  be  recorded  by  the  attending  physi- 
cian if  desired.  Blood  and  plasma  have  been 
included  under  the  Intake  section.  It  is  rec- 
ognized that  some  physicians  object  to  this, 
since  they  hold  that  blood  and  plasma  re- 
placement is  not  a part  of  fluid  intake. 
However,  these  total  amounts  can  be  readily 
subtracted  from  the  total  daily  intake  if 
desired. 

The  revised  forms  have  met  with  enthusi- 
astic approval  by  the  nursing  and  medical 
staff. 

Summary 

A revised  intake  and  output  form  is  pre- 
sented. The  forms  are  simple  to  use.  Elec- 
trolyte recording  is  omitted.  Fluid  balance, 
amounts  and  types  of  fluid  loss  are  readily 
recognized  on  the  forms. 

This  work  was  aided  by  a grant  from  the  Isaac 
Brotman  Foundation  of  the  Memorial  Hospital  of 
Southern  California,  Culver  City,  California. 
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ORGANIZATION  SECTION 


Welcome,  New  Members 


Bancroft,  John  H.,  M.D.  Kearney 

Burleigh,  John  S.,  j\1.D.  Norfolk 

Carter,  W.,  M.D ...Omaha 

Feldhaus,  Richard,  M.D Omaha 

Harris,  George  A.,  M.D.  Cambridge 

Hinrichs,  Thomas,  M.D North  Bend 

Hornsby,  L.  G.,  M.D Omaha 

Hubble,  Kenneth  0.,  M.D.  Lincoln 

Biebentritt,  Arthur,  M.D.  Columbus 

Metcalf,  D.  E.,  M.D Gordon 

Nakamura,  T.,  M.D.  Crawford 

Parks,  Dean  L.,  M.D.  Omaha 

Paul,  Ralph  E.,  M.D.  Lincoln 

Scott,  Monte  M.,  M.D ..Kearney 

Taylor,  Robert,  jM.D.  Ogallala 

\'an  Voorhis,  Lee  W.,  M.D .Lincoln 

Westbrook,  Robert,  M.D.  Sargent 

Wilhelm,  Wesley,  M.D ...  Ogallala 

Woytassek,  Leonard  E.,  M.D Lincoln 


Dr.  Lynn  Thompson  lives  in  Omaha.  He 
is  a member  of  the  Task  Force  on  Ambu- 
lances of  the  National  Academy  of  Sciences, 
and  that  both  sounds  and  is  important.  His 
hobby  is  weaving.  He  first  became  interest- 
ed in  this  pursuit  while  working,  as  a medi- 
cal student,  at  a state  hospital  in  Iowa.  At 
th  end  of  WW2,  he  was  required  to  spend 
time  in  occupational  therapy ; he  remembered 
the  Iowa  patients,  and  thought  that  he  could 
do  it  if  they  could.  So  he  wove  two  rugs, 
entered  medical  practice,  and  bought  a loom, 
and  books  on  weaving,  changing  from  rug 
making  to  fabric  design. 
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Wool  comes  in  all  grades  and  colors;  it 
is  bought  by  the  pound.  It  is  imported  from 
England,  Scotland,  New  Zealand,  Australia, 
and  Nova  Scotia;  it  is  ordered  from  New 
England.  The  yarn  is  prepared  on  the  back 
of  the  loom  “warping  the  loom”)  ; then  it  is 
“sleighed  through  the  heddles  and  the  reed 
and  tied  to  the  front  beam  or  roller  of  the 
loom.  The  shuttles  are  then  prepared  for 
the  cross  weave.  This  is  called  the  wett- 
ing process.  The  levers  are  depressed  by  the 
feet  and  the  pattern  is  formed  for  the  cloth 
and  the  shuttle  is  tossed  back  and  forth  and 
the  reed  is  beat  to  tighten  the  cloth.”  After 
removing  the  wool  from  the  loom,  it  is 
washed,  pressed,  dry  cleaned,  and  pressed 
again;  it  is  now  on  what  is  called  a bolt. 

Now,  says  Doctor  Thompson,  comes  the 
family  fight  to  decide  who  gets  it.  What 
starts  as  Lynn’s  sport  jacket  often  ends  as 
a suit  for  Mrs.  Thompson  or  for  one  of  the 
Thompson  girls.  It  is,  incidentally,  an  ex- 
cellent winter  hobby,  says  Lynn ; the  lanolin 
in  the  sheep  wool  is  better  than  hand  lotion. 


ty  Medical  Auxiliary  was  a luncheon  and 
business  meeting  with  election  of  officers  for 
1966-67,  and  also  presentation  of  reports  by 
the  various  county  chairmen.  The  luncheon 
was  held  at  the  University  Club  on  Monday, 
April  4. 

Officers  for  the  coming  year  are  Mrs. 
Robert  Hillyer,  president;  Mrs.  Harold  B. 
Miller,  president-elect,  and  Mrs.  J.  M.  Stem- 
per,  treasurer. 


Our  Medical  Schools 

Omaha  — The  University  of  Nebraska 
College  of  Medicine  announced  it  will  or- 
ganize a new  Department  of  Pharmacology 
and  a new  Department  of  Neurology  next 
year. 

At  present,  pharmacology  is  a part  of  the 
University’s  Department  of  Physiology  and 
Pharmacology.  Neurology  is  a part  of  the 
Department  of  Psychiatry  and  Neurology. 


All  cloth  was  homespun  when  our  country 
was  young.  Men  sheared  the  wool,  women 
dyed  it  and  spun  it,  and  then  the  men,  after 
the  day’s  work  was  done,  made  it  into  cloth. 
This  sounds  interesting.  It  is  fun,  it  is  self- 
expression,  it  is  an  economy,  and  above  all  it 
is  art.  It  is  a return  to  the  early  American 
scene,  and  we  are  for  that. 

— F.C. 

/4uxclCci%(f 

A look  at  the  calendar  tells  us  that  the 
Lancaster  County  Medical  Auxiliary  had  its 
annual  — and  traditional  — dinner  dance  on 
Saturday  evening,  March  12.  The  party  was 
held  at  the  Lincoln  Country  Club,  with  170 
in  attendance. 

Special  guests  for  the  evening  were  the 
interns  and  residents  of  the  Lincoln  hos- 
pitals, also  the  hospital  administrators,  and 
coming  from  Omaha  were  Dr.  and  Mrs.  J. 
Whitney  Kelley.  Mrs.  Kelley  is  the  state 
auxiliary  president. 

The  final  meeting  for  the  Lancaster  Coun- 


Cystic Fibrosis  Center — 

Omaha  — Dr.  Gordon  E.  Gibbs,  chair- 
man of  the  department  of  pediatrics  at  the 
University  of  Nebraska  College  of  Medicine, 
has  received  notification  of  continued  sup- 
port for  the  Cystic  Fibrosis  Care,  Research 
and  Teaching  Center  at  University  of  Ne- 
braska Hospital. 

The  National  Cystic  Fibrosis  Research 
Foundation  in  New  York  City  notified  Dr. 
Gibbs  of  the  $19,968  grant. 

The  grant,  which  marks  the  ninth  year 
of  National  Foundation  support  to  the  re- 
gional Cystic  Fibrosis  Center,  is  for  the 
March  1,  1966  to  February  28,  1967  period. 

New  Interns — 

The  73  seniors  at  the  Creighton  Univer- 
sity School  of  Medicine  have  received  intern- 
ship assignments  at  42  hospitals  in  32  cities 
located  in  18  states.  Fifty-three  members 
of  the  class  received  first  choice  in  the  Na- 
tional Internship  Matching  Program. 

Four  faculty  members  from  the  Creighton 
University  School  of  Medicine  presented 
papers  at  the  meeting  of  the  American  As- 
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sociation  of  Anatomists  in  San  Francisco, 
Calif.,  April  6-8. 

The  Creighton  anatomists  and  their  topics 
were : 

John  M.  Barton,  PhD,  “Development  of 
Sharpey’s  Fibers  Under  Xon-Stress  Condi- 
tions;” William  E.  Dossel,  PhD,  “Observa- 
tions on  Fixation  of  Embryonic  Tissue  for 
Electron  Microscopy;”  Elsie  F.  Goodfellow, 
PhD,  “Effect  of  Some  Centrally  Acting- 
Drugs  on  Cortico-Amygdalar  Evoked  Re- 
sponses;” and  William  T.  Xiemer,  PhD,  “Re- 
lationships of  the  Xeocortex  to  the  Amyg- 
dala.” 

Hypertenssion — 

Omaha  — Dr.  Carlos  R.  Ayers  of  the  Uni- 
versity of  \Trginia  School  of  iMedicine  was 
guest  lecturer  for  a physicians’  continuing 
education  course  on  the  “X'ewer  Concepts  of 
Hypertension.”  The  course,  scheduled  on 
Thursday,  March  24,  was  at  the  University 
of  Xebraska  College  of  Medicine. 


Adolph  Sachs  ^lemorial  Lecture — 

Dr.  Paul  C.  Bucy,  world-famed  neurosur- 
geon, was  the  main  speaker  at  the  annual 
Dr.  Adolph  Sachs  Memorial  Lecture  at  the 
Creighton  University  School  of  Medicine. 
The  lecture,  sponsored  by  the  Eta  Chapter 
of  Phi  Rho  Sigma  medical  fraternity,  was 
titled : “Diagnosis  of  Brain  Tumors.” 

Criss  3Iedical  Center — 

Unit  Two  of  the  Criss  Medical  Center 
of  the  Creighton  University  School  of  iMedi- 
cine  is  rapidly  nearing  completion.  The  $3- 
million,  seven-level  structure  will  house  lab- 
oratories, classrooms  and  administration  of- 
fices. It  is  directly  north  of  the  Research 
Wing  of  the  medical  center  and  will  provide 
95-thousand  square  feet  of  floor  space.  The 
new  unit  will  accommodate  the  freshman  and 
sophomore  medical  students.  Third  and 
fourth  year  students  will  continue  their  work 
at  the  downtown  campus.  Dr.  Richard  L. 
Egan,  Dean  of  the  School  of  Medicine,  said 
the  move  to  the  new  facility  will  take  place 


(From  the  left.  Dr.  Richard  L.  Egan,  Dean  of  the  School  of  Medicine,  and  the  Rev.  Ciarl  M. 
Reineit,  S.J.,  President  of  the  Creighton  Development  Foundation,  look  at  the  metal  lettering  re- 
cently placed  on  Unit  Two  of  the  Criss  Medical  Center. 
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in  early  June.  The  building  is  slated  for 
completion  by  mid-spring. 

Notes  From  Creighton — 

Dr.  Irving  M.  Ariel,  cancer  research  ex- 
pert from  Pack  Cancer  Clinic  in  New  York 
City,  spoke  to  medical  students  and  alumni 
at  Creighton  Memorial  St.  Joseph’s  Hos- 
pital March  12.  Dr.  Ariel,  a graduate  of  the 
State  University  of  Iowa,  also  participated  in 
classroom  discussion  with  Creighton  stu- 
dents. Dr.  Fletcher  Miller,  chairman  of  the 
department  of  surgery  at  the  Creighton  Uni- 
versity School  of  Medicine,  was  in  charge 
of  the  program. 

Dr.  Masao  Nakamura,  a faculty  member 
from  the  medical  college  at  Nagoya  Univer- 
sity in  Japan,  is  spending  the  year  studying 
at  the  Creighton  University  School  of  Medi- 
cine Research  Building.  Dr.  Nakamura  is 
doing  his  research  in  the  laboratory  of  Dr. 
Donal  Magee,  chairman  of  the  department 
of  physiology  and  pharmacology  at  Creigh- 
ton. 


Dr.  Richard  W.  Booth,  professor  of  medi- 
cine and  director  of  the  Carl  W.  Renstrom 
Heart  Research  Center  at  Creighton  Me- 
morial St.  Joseph’s  Hospital,  will  be  on  the 
program  at  the  spring  meeting  of  the  Ne- 
braska Dental  Association. 

Dr.  Booth  Appointed — 

A professor  of  medicine  at  the  Creigh- 
ton University  School  of  Medicine  and  direc- 
tor of  the  Carl  W.  Renstrom  Heart  Research 
Center  at  Creighton  Memorial  St.  Josephs 


Hospital  has  been  named  to  the  top  post  in 
Nebraska  by  the  American  College  of  Car- 
diology. 

Dr.  Richard  W.  Booth  has  been  appointed 
governor  for  the  state  by  the  American  Col- 
lege of  Cardiology’.  The  announcement  was 
made  by  Dr.  Alan  M.  Goldman,  chairman  of 
the  board  of  governors  for  the  American 
College. 

Rare  Books — 

Omaha  — The  University  of  Nebraska  Col- 
lege of  Medicine  has  acquired  a rare  book 
collection  on  Gynecology  and  Obstetrics  from 
the  Sixteenth  to  the  Nineteenth  Centuries, 
the  Dr.  Max  Hofmeier  (1854-1927)  collec- 
tion. 

All  books  in  the  53-title  collection  were 
published  before  1850.  The  two  oldest  books, 
16th  century  editions  of  Roesslin,  were  pub- 
lished in  1565. 

The  Hofmeier  collection  is  printed  primar- 
ily in  German,  with  some  volumes  in  French 
and  Latin. 


Deaths 

FITZGERALD  — Dr.  Thomas  Doran 
Fitzgerald,  Sr.,  physician  and  surgeon,  for- 
mer Assistant  Dean  and  Professor  of  Medi- 
cine at  the  Creighton  University  School  of 
Medicine  in  Omaha,  died  suddenly  of  a heart 
attack  at  his  home  in  Alliance,  Nebraska  on 
March  12.  He  was  61  years  of  age  at  the 
time  of  his  death. 

Born  in  Kansas  City,  Kansas,  Dr.  Fitz- 
gerald received  his  medical  education  at  the 
St.  Louis  University  School  of  Medicine, 
graduating  in  1930.  He  later  received  a 
Master’s  degree  in  Public  Health  at  the  Uni- 
versity of  Michigan. 

His  professional  life  was  filled  with  many 
challenges  and  achievements.  Early  in  his 
career  he  spent  several  summers  at  Jesuit 
Indian  Missions  in  the  Dakotas.  He  was  Di- 
rector of  Student  Health  Services  at  the 
University  of  Illinois,  Professor  of  Public 
Health  at  the  University  of  Michigan’s 
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School  of  Public  Health,  and  then  joined  the 
medical  faculty  at  Creighton. 

He  was  a Past  President  of  the  Nebraska 
Academy  of  General  Practice,  a Past  Presi- 
dent of  the  Nebraska  Chapter  of  the  Ameri- 
can Health  Association,  a member  of  the 
Board  of  Directors  of  the  Nebraska  Chapter 
of  the  American  Cancer  Society,  and  he  was 
a member  of,  and  active  in,  many  other  medi- 
cal organizations  too  numerous  to  mention. 

Dr.  Fitzgerald  served  in  the  U.S.  Army 
iMedical  Corps  during  World  War  2 and  then 
continued  his  military  service  by  working 
with  the  Army  Reserves  and  the  Nebraska 
National  Guard. 

Surviving  are  his  wife,  the  former  Kath- 
ryn Ryan  of  Alliance,  Nebraska ; a son,  Lt. 
Thomas  D.  Fitzgerald,  Jr.,  with  the  U.S. 
Army  at  Fort  Ord,  California;  three  daugh- 
ters, Mrs.  Robert  F.  Hegarty,  Jr.,  and  Mrs. 
Gary  A".  Brasseur,  both  of  Omaha ; and  IMiss 
Judith  M.  Fitzgerald,  a student  at  the  Uni- 
versity of  Nebraska. 


Announcements 

Trauma  Day — 

Dr.  H.  iMartin  Blacker,  a neurosurgeon  at 
the  University  of  Wisconsin  IMedical  Center, 
and  Dr.  John  i\I.  Howard,  professor  of  sur- 
gery at  Hahnemann  Hospital,  Philadelphia, 
are  guest  speakers  for  the  surgery  and  11th 
annual  Trauma  Day  course  at  the  University 
of  Nebraska  College  of  Medicine.  Postgi’ad- 
uate  sessions  are  scheduled  in  the  Eppley 
Cancer  Institute  auditorium  on  May  19  and 
20. 

During  the  two-day  course  for  physicians. 
Dr.  Blacker  will  discuss  “Practical  Guide- 
lines in  the  Managements  of  Head  Injuries” 
and  “Diagnostic  Techniques  in  Neurosur- 
gery.” 

Dr.  Howard  will  consider  “Injuries  Asso- 
ciated with  Fractures”  and  “Tumors  of  the 
Pancreas.” 

Fee  for  the  course  is  $40.  Registrations 
may  be  made  through  the  Office  of  Continu- 
ing Education,  University  of  Nebraska  Col- 


lege of  IMedicine,  42nd  and  Dewey  Ave.,  Oma- 
ha, Neb.  68105. 

Course  enrollees  are  eligible  for  12  hours 
of  Category  I credit  with  the  American 
Academy  of  General  Practice. 


All  About  Us 

Doctor  C.  L.  Anderson,  Stromsburg,  was 
presented  the  “Service  to  IMankind”  award 
by  the  Stromsburg  Sertoma  Club  in  Feb- 
ruary. 

Doctor  Larry  E.  Roffman,  Omaha,  will  be 
installed  as  a Fellow  in  the  American  Col- 
lege of  Ob-Gyn  at  the  I\Iay  meeting. 

Doctor  Robert  Osborne,  Norfolk,  was  re- 
cently cited  for  “excellent  consultation  and 
services”  by  the  Madison  Six  County  Medi- 
cal Society. 

Doctor  John  Aita,  Omaha,  has  written  a 
new  book,  “Neurocutaneous  Diseases,”  which 
has  just  been  published  by  the  Charles  Thom- 
as Company. 

Doctor  Kenneth  Treptow  was  recently  pre- 
sented the  outstanding  citizen  award  by  the 
Central  City  Chamber  of  Commerce. 

Doctor  and  Mrs.  S.  A.  Swenson,  Jr.,  Oma- 
ha, recently  attended  the  Central  Surgical 
Association  sessions  held  in  Chicago. 

Doctor  J.  V.  Scholz,  Cozad,  has  announced 
plans  to  return  to  Omaha  for  additional 
training  and  specialization 

Doctor  Paul  ]\I.  Scott,  Auburn,  recently  at- 
tended a general  practice  review  in  Rochest- 
er, JMinnesota. 

Doctor  A.  B.  Lorincz,  Omaha,  spoke  on 
uterine  malignancy  at  a meeting  of  the  Amer- 
ican Society  of  Abdominal  Surgeons  held  in 
Chicago. 

Doctor  R.  F.  Sievers,  Blair,  has  been  se- 
lected and  named  as  host  for  a delegation 
of  Nebraska  medical  leaders  on  a 21-day 
goodwill  people-to-people  inspection  mission 
throughout  Europe  and  the  Soviet  Union. 
The  group  will  leave  New  York  on  August 
17th. 

Doctor  Raymond  C.  Doberneck,  Omaha, 
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has  been  named  a Markle  Scholar  by  the 
John  and  Mary  R.  Markle  Foundation  of 
New  York  City. 

Dr.  Kenneth  Rose  Appointed  to 
AMA  Committee — 

Chicago  — Kenneth  D.  Rose,  MD,  Lin- 
coln, Nebraska,  has  been  appointed  a mem- 
ber of  the  Committee  on  Medical  Aspects  of 
Sports  of  the  American  Medical  Association. 

Dr.  Rose’s  appointment  was  announced  by 
Dr.  Percy  E.  Hopkins,  chairman  of  the 
AMA’s  Board  of  Trustees. 

Hastings  Doctor  Completes  Service  on 
S.S.  HOPE— 

Washington  — Dr.  Charles  M.  Foote,  of 
Hastings,  Neb.,  on  March  15  completed 
a two-month  tour  of  voluntary  service  on  the 
S.S.  HOPE,  the  famed  white  hospital  ship 
now  on  a mission  to  Nicaragua. 

Dr.  Foote’s  visit  to  Nicaragua  is  his  fourth 
tour  with  Project  HOPE.  Previously  he  was 
aboard  when  the  ship  visited  Peru  in  1963, 
Ecuador  in  1964,  and  Guinea  in  1965.  A na- 
tive of  Hastings,  he  graduated  from  Leland 
Stanford  University  and  received  his  medi- 
cal degree  from  Northwestern  University. 
Dr.  Foote  is  an  ophthalmologist,  in  private 
practice. 

News  and  Views 

Fellowship  for  Medical  Students — 

More  than  190  medical  students  will  be 
able  to  devote  their  summer  vacation  to  re- 
search in  the  preclinical  departments  as  a 
result  of  the  Lederle  Medical  Student  Re- 
search Fellowship  Program. 

Lederle  Laboratories,  a Division  of  Amer- 
ican Cyanamid  Company,  has  announced  that 
summer  research  fellowships  totalling  more 
than  $134,000  will  be  awarded  this  year  to 
medical  students  in  98  medical  schools  in  the 
United  States  and  Canada. 

The  Military  Dependents' 
Medical  Care 

Identification  of  a Military  Dependent — 

In  order  to  claim  for  civilian  medical 
care  under  the  Military  Dependent  Medicare 


Program,  the  patient,  or  parents  (in  the  case 
of  a child)  must  produce  an  identification 
card  — DD  Form  1173. 

Each  dependent  ten  years  of  age  and  older 
should  have  an  identification  card.  The 
mother’s  card  is  used  for  children  under  ten 
years,  unless  the  child  lives  apart  from  the 
mother  or  the  mother  is  divorced  (thus  not 
entitled  to  a card).  In  such  cases,  each 
child  should  have  a card,  regardless  of  age. 

Physicians  should  insure  that : 

1.  The  patient  is  the  dependent  pictured 
and  described  on  card. 

2.  Eligibility  has  not  expired  (all  cards 
must  have  an  expiration  date  or  they 
are  invalid). 

If  the  patient  fails  to  produce  an  identifi- 
cation card,  the  physician  should  not  accept 
this  patient  as  a Military  Dependent,  because 
this  is  the  only  way  he  can  identify  the  pa- 
tient as  a dependent  and  know  that  his  pro- 
fessional fees  will  be  paid  by  the  govern- 
ment. 


THE  MONTH  IN  WASHINGTON 

The  Johnson  administration  wants  to  pro- 
hibit manufacturers  from  mailing  physi- 
cians free  prescription  drug  samples  except 
when  specifically  requested.  The  adminis- 
tration also  has  proposed  that  door-to-door 
distribution  of  samples  of  over-the-counter 
drugs  also  would  be  banned. 

The  proposals  are  included  in  new  drug 
legislation  that  would  expand  the  authority 
and  responsibilities  of  the  Food  and  Drug 
Administration  in  policing  drugs. 

The  legislation  would  have  Congress  find 
that : 

“(1)  the  mass  of  unsolicited  samples  of 
prescription  drugs  supplied  to  licensed  prac- 
titioners by  manufacturers  and  distributors 
through  the  mails  and  otherwise  has  led  to 
large-scale  discarding  and  other  disposal  of 
unwanted  samples  which  are  finding  their 
way  into  the  hands  of  persons  who  scavenge 
and  repack  such  drugs  and  sell  them  to 
pharmacists  for  dispensing  on  prescription 
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in  the  same  manner  as  regular  stock  of 
drugs ; 

(2)  children  have  obtained  carelessly  dis- 
carded samples; 

(3)  the  dispensing  or  sale  of  a prescrip- 
tion drug  sample  to  a patient  for  a fee  with- 
out identification  of  the  drug  as  a sample 
is  a deceptive  practice;  and 

(4)  the  unsolicited  distribution  of  non- 
prescription sample  drugs  directly  to  house- 
holders lacks  minimum  safeguards  which 
would  be  involved  in  the  sale  of  the  drug  in 
a pharmacy  or  other  place  of  business. 

Labels  wuold  have  to  read:  SAIMPLE 

DRUG.  FEDERAL  LAW  PROHIBITS  AXY 
CHARGE  OR  FEE  FOR  THIS  DRUG.” 

Under  the  legislation,  the  FDA  would  be 
authorized  to  require  records  and  reports  of 
adverse  reactions  and  efficacy  on  all  drugs 
now  being  marketed.  Dr.  James  L.  Goddard, 
Food  and  Drug  Administration  commission- 
er, already  had  ordered  a review  of  drugs 
cleared  before  1962. 

Another  provision  of  the  legislation  would 
“required  certification  of  all  drugs  whose 
potency  and  purity  can  mean  life  or  death 
to  a patient,”  thus  extending  the  law  which 
now  applies  to  insulin  and  antibiotics. 

The  Pharmaceutical  ^Manufacturers  Asso- 
ciation expressed  doubt  that  the  FDA  could 
carry  out  such  an  additional  responsibility. 
PMA  president  C.  Joseph  Stetler  said  it 
seems  “unwise  to  propose  new  areas  of  re- 
sponsibility for  an  agency'  which  has  not 
yet  proven  its  ability  to  administer”  its 
present  progi'ams.  Stetler  added: 

“Tlie  industry  has  said  before  that  no 
amount  of  labeling  can  protect  an  individual 
who  refuses  to  protect  himself  by  ignoring 
his  doctor’s  orders  or  the  directions  on  the 
label  of  his  medicine.  Even  when  manufac- 
turer and  patient  do  everything  right,  an 
adverse  reaction  still  is  possible  and  medi- 
cal science  probably  never  will  find  a way 
to  make  it  otherwise. 

“There  is  no  such  thing  as  ‘miracle  legis- 
lation’ which  automatically  produces  a drug 
utopia.” 


In  a speech  highly  critical  of  the  ethical 
drug  industry  at  the  annual  meeting  of  the 
Pi\IA,  Goddard  talked  of  irresponsibility.  He 
said  “too  many  drug  manufacturers  may  well 
have  obscured  the  prime  mission  of  their 
industry:  to  help  people  get  well.”  He  said 
he  had  been  shocked  by  the  quality  of  some 
of  the  data  on  new  drugs  submitted  to  the 
FDA.  There  also  “is  the  problem  of  dis- 
honesty in  the  investigational  drug  stage,” 
he  said. 

Goddard  further  charged  that  some  drug 
advertisements  “have  trumpeted  results  of 
favorable  research  and  have  not  mentioned 
unfavorable  research ; thej*  have  puffed  up 
what  was  insignificant  clinical  evidence; 
they  have  substituted  emotional  appeals  for 
scientific  ones.” 

Stetler  said  after  the  speech  that  he  and 
his  colleagues  feared  the  talk  “might,  un- 
fortunately, be  interpreted  as  an  indictment 
of  the  entire  drug  industiy,  because  of  its 
overemphasis  on  isolated  instances,  without 
acknowledging  the  integrity  and  responsi- 
bility which  our  industry  has  consistently 
demonstrated.” 

“It  is  an  unassailable  fact,”  Stetler  said, 
“that  the  scientific  attainments  and  stand- 
ards of  performance  of  the  American  pre- 
scription drug  industry  have  provided  an 
immeasurable  benefit  to  the  improvement  of 
health  and  the  prolongation  of  life.” 

Officials  estimate  that  the  hospitalization 
part  of  medicare  will  cost  about  S2.3  billion 
in  the  first  year  of  the  program  which  starts 
July  1. 

Benefit  pa\Tnents  under  Plan  B,  the  medi- 
cal part  of  medicare,  are  estimated  at  S76.5 
million  for  the  first  year.  Premium  collec- 
tions — S3  per  person  per  month  — are  esti- 
mated at  S550  million,  which  Mill  be  matched 
by  the  federal  government. 

Persons  65  years  or  older  have  until  May 
31  to  sign  up  for  Plan  B.  The  original  dead- 
line for  signing  up  Mas  i\Iarch  31.  On  that 
date,  1.3  million  of  the  19.1  million  persons 
65  or  older  had  not  indicated  Mhether  they 
M'anted  Plan  B coverage.  About  16.8  mil- 
lion, or  88  per  cent  had  signed  up  and  one 
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million,  or  about  five  per  cent,  had  said  they 
did  not  want  the  coverage. 

President  Johnson  signed  the  deadline  ex- 
tension into  law  at  a ceremony  at  a federally- 
financed  apartment  project  for  the  elderly 
at  San  Antonio,  Texas,  while  he  was  spend- 
ing the  Easter  holidays  at  his  Texas  ranch. 

Rep.  Durward  Hall,  M.D.  (R.,  Mo.)  report- 
ed that  a poll  of  his  constituents  showed  them 
overwhelmingly  against  extending  medicare 
to  persons  of  all  ages.  Of  13,760  persons  re- 
plying to  a questionnaire,  86.3  per  cent  said 
“no”  to  the  question:  “Do  you  favor  in- 

creasing social  security  taxes  to  finance  a 
compulsory  medical  program  for  the  entire 
population?”  “Yes”  answers  totaled  11.2 
per  cent  and  2.5  per  cent  didn’t  answer  the 
question. 

The  federal  goveimment  received  segre- 
gation complaints  against  about  320  hospitals 
after  a special  policing  agency  was  set  up 
in  the  Department  of  Health,  Education  and 
Welfare. 

Dr.  Philip  R.  Lee,  HEW  Assistant  Secre- 
tary for  Health  and  Scientific  Affairs,  said 
that  about  100  of  the  complaints  were  set- 
tled by  negotiation  with  the  hospitals. 

“This  leaves  us  with  pending  complaints 
against  approximately  220  facilities,  most  of 
which  have  been  investigated  and  found  to 
be  out  of  compliance  and  therefore  ineligible 
for  new  federal  funds,”  he  said. 

President  Johnson  has  ordered  that  steps 
be  taken  to  give  rehabilitation  aid  to  more 
of  the  disabled  persons  on  public  welfare. 

In  a letter  to  HEW  Secretary  John  Gard- 
ner, President  Johnson  noted  that  the  fed- 
eral budget  for  fiscal  1967  would  provide  for 
vocational  rehabilitation  training  for  215,- 
000  handicapped  persons,  a 25  per  cent  in- 
crease over  the  present  year,  and  added: 

“As  we  plan  for  the  larger  program  I be- 
lieve we  should  do  better  than  we  have  in 
rehabilitating  persons  who  are  now  on  our 
public  welfare  rolls.  In  the  last  several 
years,  although  the  absolute  numbers  have 
increased,  the  proportion  of  welfare  recipi- 
ents receiving  training  has  declined  from  15 


per  cent  to  13  per  cent.  I think  this  trend 
should  be  reversed  . . . 

“I  would  like  you  to  review  the  possibilities 
in  this  area  and  report  to  me  with  recom- 
mendations for  federal  and  state  action  by 
June  1.” 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

May  7 — Kearney,  Good  Samaritan  Hos- 
pital 

May  21  — Falls  City,  Elks  Club 
June  4 — Norfolk,  Norfolk  State  Hospital 
June  18  — Grand  Island,  St.  Francis  Hos- 
pital 

I.C.S.  — Closed-circuit  color  television  trans- 
mission of  surgery  from  Houston’s  famed 
M.  D.  Anderson  Hospital  will  be  a fea- 
ture of  the  North  American  Federation 
Congress  of  the  International  College  of 
Surgeons,  May  1-5,  1966  in  Houston,  Tex- 
as. Dr.  Denton  Cooley  and  a team  of 
thoracic  surgeons  will  perform  open  heart 
surgery.  Another  M.  D.  Anderson  team 
will  operate  on  a cancer  patient.  A third 
surgical  presentation  will  be  made  by  an 
Obstetrics-Gynecology  team. 

ANNUAL  MEETING  — The  Thirteenth 
Annual  Meeting  of  the  Mid-Central  States 
Orthopaedic  Society  will  be  held  May  5-7, 
1966,  at  the  Hotel  Cornhusker,  Lincoln. 
Contact  Dr.  Fred  Webster  for  further  de- 
tails. 

CONTINUING  EDUCATION  COURSES  — 
For  physicians  sponsored  by  the  University 
of  Nebraska  College  of  Medicine’s  Office 
of  Continuing  Education: 

May  5 — “Infectious  Disease”  (Omaha 
Campus) 

May  6 — “Current  Concepts  of  Diabetes” 
(Omaha  Campus) 

May  19-20  — “Surgery  and  Trauma” 
(Omaha  Campus) 

RHEUMATIC  DISEASE  SEMINAR  — May 
6 and  7 ; Postgraduate  seminar  on  rheu- 
matic diseases,  at  the  Sheraton-Blackstone 
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Hotel  in  Chicago,  under  the  sponsorship  of 
the  Illinois  Chapter  of  the  Arthritis  Foun- 
dation; registration  $25;  write  to  the  Illi- 
nois Arthritis  Foundation,  159  North 
Dearborn  Street,  Chicago,  Illinois. 

NEBRASKA  RHEUMATISM  ASSOCIA- 
TION TO  MEET  — Creighton  University 
School  of  Medicine  in  Omaha,  Auditorium 
of  the  Eppley  School  of  Business,  May  12, 
1966,  at  1 p.m. 

SAMA  CONVENTION  — Delegates  from 
more  than  75  medical  schools  will  meet 
with  American  medical  leaders  at  the  1966 
Student  American  Medical  Association 
16th  Annual  Meeting  in  Los  Angeles,  May 
12-15.  The  address  of  the  SAMA  is  2635 
Flossmoor  Road,  Flossmoor,  Illinois  60422. 

“SOMETHING  ABOUT  CARDIOVASCU- 
LAR DISEASES”  — To  be  presented  by 
the  Nebraska  Heart  Association,  Friday, 
May  13th,  1 :00  to  5 :00  p.m.,  at  the  Holi- 
day Inn  Motel,  Omaha,  Nebraska.  Guest 
speakers  to  include  Doctors  D.  G.  McNa- 
mara, Texas;  John  L.  McNay,  Georgia; 
Jeremiah  Stamler,  Illinois;  Joseph  Mes- 
ser, Massachusetts,  and  William  Sewell, 
Pennsylvania. 

FIRST  INTERNATIONAL  CONGRESS  ON 
SMOKING  AND  HEALTH  — June  5 to 

8,  1966,  at  the  New  York  Hilton  Hotel  in 

New  York  City.  Write  to  the  Congress 
office:  Overseas  Press  Club,  54  West 

40th  Street,  New  York,  N.Y. 

EMERGENCY  CARE  AND  TRANSPOR- 
TATION — First  New  York  3-Day  Ad- 
vanced Practical  Course  for  Ambulance 
Attendants,  Firemen,  Policemen,  Emer- 
gency Squads,  Safety  Engineers,  Public 
Health  and  Civil  Defense  Personnel  on  Ini- 
tial Emergency  Care  and  Transportation 
of  the  Sick  and  Injured,  sponsored  by  the 
Committee  on  Injuries  of  the  American 
Academy  of  Orthopaedic  Surgeons;  June 

9,  10,  11,  1966,  at  the  Police  Academy, 
235  East  20th  Street,  New  York,  N.Y. ; 
registration  fee  $20;  write  to  Charles  S. 
Neer  II,  MD,  Columbia-Presbyterian  Med- 


ical Center,  180  Fort  Washington  Ave., 
New  York,  N.Y.  10032. 

FIRST  ANNUAL  BIOMEDICAL  LASER 
CONFERENCE  — June  17-18,  Sheraton- 
Boston  Hotel,  Boston,  Massachusetts. 

AMA  ANNUAL  CONVENTION  — 115th 
Annual  Convention,  Chicago,  June  26-30, 
1966 ; Scientific  Program  in  McCormick 
Place,  House  of  Delegates  in  the  Palmer 
House. 

SCHOOL  HEALTH  — The  8th  Annual 
AMA  - ASHA  Preconvention  Session  on 
School  Health  will  be  held  at  7 :30  p.m., 
Sunday,  June  26,  1966,  at  the  Palmer 
House,  Chicago,  Illinois,  in  conjunction 
with  the  AMA  Annual  Convention.  Write 
to:  Department  of  Health  Education, 

AMA,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

ROCKY  MOUNTAIN  CANCER  CONFER- 
ENCE — July  15-16,  at  the  Brown  Palace 
Hotel,  Denver,  Colorado.  Write  to  Rocky 
Mountain  Cancer  Conference,  1809  East 
18th  Avenue,  Denver,  Colorado  80218. 

Future  Meetings  of  the  American 

College  of  Surgeons — 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 

Secretary,  American  College  of  Surgeons,  55 

East  Erie  Street,  Chicago,  Illinois  60611. 

TENTH  WORLD  CONGRESS  OF  THE  IN- 
TERNATIONAL SOCIETY  FOR  RE- 
HABILITATION OF  THE  DISABLED 
— September  11-17,  1966,  Rhein-Main- 

Hall,  Wiesbaden,  Germany. 

NEBRASKA  CHAPTER  OF  THE  AMERI- 
CAN ACADEMY  OF  GENERAL  PRAC- 
TICE — Scientific  Meeting;  September  15 
and  16,  1966,  Hotel  Cornhusker,  Lincoln, 
Nebraska. 

OTOLARYNGOLOGIC  ASSEMBLY  — The 
Annual  Otolaryngologic  Assembly  of  1966 
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will  be  held  October  1 through  7,  1966, 
in  the  new  Illinois  Eye  and  Ear  Infirmary 
at  the  Medical  Center,  Chicago.  Write  to: 
Department  of  Otolaryngology,  P.O.  Box 
6998,  Chicago,  Illinois  60680. 

ENDOCRINE  SOCIETY  — October  3rd 
through  7th,  1966;  Eighteenth  Postgradu- 
ate Assembly  of  the  Endocrine  Society,  in 
Oklahoma  City,  Oklahoma;  co-sponsored 
by  the  University  of  Oklahoma  Medical 
Center  at  the  Skirvin  Hotel.  Registration 
fee:  $100;  write  to  Dr.  Henry  H.  Turner, 
1200  North  Walker,  Oklahoma  City. 

INTERNATIONAL  CANCER  CONGRESS 
— The  IX  International  Cancer  Congress 
will  be  held  in  Tokyo,  Japan,  from  October 
23-29,  1966.  Write  to  Hirsch  Marks,  MD, 
435  East  57th  St.,  New  York  22,  N.Y. 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
the  following  Postgraduate  Education 
Courses  during  1965  and  1966: 

— December,  1966:  17th  Hahneman  Sym- 
posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 


Cesarean  Hysterectomy:  Combined  Section 
and  Sterilization  — S.  V.  Ward,  and  A.  H. 
Smith  (4414  Magnolia  St.,  New  Orleans). 
Obstet  Cynec  26:858  (Dec)  1965. 

This  study  was  undertaken  to  determine 
whether  removal  of  the  uterus  at  cesarean 
section  is  a justifiable  method  of  surgical 
sterilization.  Two  hundred  seventy  - four 
cesarean  hysterectomies  were  studied  at 
Southern  Baptist  Hospital,  New  Orleans, 
over  a period  of  11  years.  Only  20  were  life- 
saving; 254  were  elective.  Of  the  154  who 
had  previous  cesarean  sections,  there  were 
four  significant  complications  reopened  for 
intra-abdominal  bleeding.  Of  the  122  cases 
where  hysterectomy  was  performed  at  the 
first  cesarean  section,  there  was  only  one 
significant  postoperative  complication  re- 
opened for  bleeding.  There  were  no  residual 
complications,  fistuals,  etc.,  and  no  maternal 
death.  Of  the  elective  cesarean  sections. 


done  as  a means  to  accomplish  hysterectomy, 
there  was  one  fetal  death  for  hyaline  mem- 
branes. With  careful  screening  and  selec- 
tion of  patients,  and  with  special  attention 
to  prematurity  of  the  baby,  elective  cesai-ean 
hysterectomy  in  trained  hands  might  not  be 
as  far  removed  from  good  obstetrical  judg- 
ment as  was  formerly  thought  to  be. 

Survival  of  Asymptomatic  Breast  Cancer  Pa- 
tients — V.  A.  Gilbertsen  (University  of 
Minnesota  Medical  Center,  Minneapolis). 
Surg  Gynec  Obstet  121:81-83  (Jan)  1966. 

The  factor  most  associated  with  favorable 
survival  of  patients  with  breast  cancer  ap- 
pears to  be  early  detection.  Two-thirds  of 
the  breast  cancers  in  a group  of  6,614  women 
45  years  of  age  or  older  were  detected  on 
routine  annual  physical  examinations  prior 
to  recognition  of  symptoms  by  the  patient. 
Most  of  these  were  relatively  early  lesions 
and  localized  to  the  breast.  With  treatment 
by  conventional  procedures,  survival  ap- 
proached 100%.  Of  those  in  whom  breast 
cancers  developed  between  examinations,  the 
cancer  had  already  spread  to  the  lymph 
nodes  by  the  time  diagnosis  was  made. 
Most  of  these  patients  achieved  poor  surviv- 
al, suggesting  that  such  cancers  may  have 
been  biologically  more  malignant  or  less 
amenable  to  curative  therapy  than  were  the 
majority  of  breast  cancers. 

A New  Agent  in  the  Treatment  of  Tic  Dou- 
loureux: A Preliminary  Report  — D.  J. 

Dalessio  and  K.  H.  Abbott  (Loma  Linda 
University  School  of  Medicine,  Los  An- 
geles). Headache  5:103-107  (Jan)  1966. 

Experience  with  the  experimental  agent 
carbamazepine  in  the  treatment  of  tic  dou- 
loureux is  described.  Twenty  of  23  patients 
responded  promptly  to  the  agent,  and  side 
effects  were  few  and  not  serious.  Carbama- 
zepine probably  exerts  its  effects  by  inhibi- 
tion of  reflex  sensory  synaptic  activity  in 
the  brain  stem.  Tic  douloureux  may  thus  be 
viewed  as  an  abnormality  of  reflex  polysynap- 
tic activity  involving  the  trigeminal  nuclei  of 
the  brain  stem  and  the  upper  spinal  cord.  A 
diminution  in  cortical  or  subcortical  inhibi- 
tion upon  reflex  activity,  occurring  with  in- 
creasing age,  may  be  tlie  primary  defect  in 
this  disease. 
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Flagyl  eliminates  the  difficulties  and  frus- 
trations that  have  long  attended  the  treat- 
ment of  trichomonal  infection. 

These  difficulties  arose  mainly  from: 

1 ) the  failure  of  any  previously  known 
agent  to  destroy  the  protozoan  in  para- 
vaginal crypts  and  glands; 

2)  the  failure  of  any  previously  known 
agent  to  prevent  reinfection  by  eradicat- 
ing the  disease  in  male  consorts. 

The  introduction  of  Flagyl  removed  both 
of  these  long-standing  deficiencies.  Hun- 
dreds of  published  investigations  in  thou- 
sands of  patients  have  confirmed  the  ability 
of  Flagyl  to  cure  trichomoniasis. 

Correctly  used,  with  due  attention  to  re- 
peat courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  a cure  rate 
of  up  to  100  per  cent  in  large  series  of 
patients. 

Nothing  cures  trichomoniasis  like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tablet  t.i.d.  for 
ten  days.  A vaginal  insert  of  500  mg.  is  avail- 
able for  local  therapy  when  desired.  When  the 
inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been 
demonstrated,  one  250-mg.  oral  tablet  b.i.d. 
for  ten  days. 

Contraindications 

Pregnancy;  disease  of  the  central  nervous  sys- 
tem; evidence  or  history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  counts  should  be  made 
before  and  after  therapy,  especially  if  a sec- 
ond course  is  necessary. 

Infrequent  and  minor  side  effects  include: 
nausea,  unpleasant  taste,  furry  tongue,  head- 
ache, darkened  urine,  diarrhea,  dizziness,  dry- 
ness of  mouth  or  vagina,  skin  rash,  dysuria, 
depression,  insomnia,  edema.  Elimination  of 
trichomonads  may  aggravate  monffiasis. 

Dosage  Forms 

Oral— 250-mg.  tablets/ Vaginal— 500-mg.inserts 
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Research  in  the  Service  of  Medicine 


Books 


Practical  Lectures  in  Psychiatry  for  the  iMedical 
Practitioner  Edited  by  Gene  L.  Usdin,  MD.  Pub- 
lished March  4,  1966  by  the  Charles  C.  Thomas 
Company  of  Springfield,  Illinois.  226  pages 
(6"  by  9").  Price  $4.75. 

The  editor  of  this  book  is  Chief  of  the  Division 
of  Neurology  and  Psychiatry  at  the  Touro  In- 
firmary in  New  Orleans,  Louisiana.  Aided  by  18 
distinguished  contributors,  he  has  prepared  a book 
which  is  clinically  oriented  to  provide  the  non- 
psychiatrist with  new  insight  into  emotional  and 
mental  problem  areas.  The  techniques  applicable 
for  day-to-day  practice  are  emphasized,  rather  than 
theoretical  concepts.  Some  sections  which  the  prac- 
ticing physician  will  find  especially  valuable  concern 
adolescence  and  counseling  with  family  problems. 

This  volume  is  the  outgrowth  of  presentations  at 
a symposium  held  by  the  Division  of  Neurology  and 
Psychiatry  of  New  Orleans’  famed  Touro  Infirm- 
ary. Especially  interesting  are  the  transcripts  of 
four  panels  held  during  the  symposium.  Audience 
participation  and  active  and  provocative  interchange 
among  panelists  make  a novel  presentation. 


Research  Methodology  and  Needs  in  Perinatal  Studies. 
Edited  by  S.  S.  Chipman,  i\ID,  A.  M.  Lilienfeld, 
MD,  B.  G.  Greenberg,  PhD,  and  J.  F.  Donnelly, 
MD.  Published  by  the  Charles  C.  Thomas  Com- 
pany of  Springfield,  Illinois,  1965;  309  pages 
6"  by  9").  Price  $16.50. 

Doctor  Chipman  is  Professor  of  Maternal  and 
Child  Health  at  the  University  of  North  Carolina. 
Dr.  Lilienfeld  is  a Professor  at  Johns  Hopkins  Uni- 
versity. Dr.  Greenberg  is  a Professor  of  Biosta- 
tistics at  the  University  of  North  Carolina.  Dr. 
Donnelly'  is  Director  of  the  Division  of  Personal 
Health  of  the  North  Carolina  State  Board  of  Health. 

Their  book  records  the  proceedings  of  the  Con- 
ference on  Research  Methodology  and  Needs  in 
Perinatal  Studies,  a conference  attended  by  67  par- 
ticipants. It  includes  the  presentation  of  formal 
papers  and  the  discussions  that  followed.  These 
papers  represent  a comprehensive  review  of  cur- 
rent perinatal  research,  indicating  the  directions 
which  further  research  should  take. 


standing  the  evolution  of  their  specialty  as  reflected 
in  progress  and  events  at  their  university.  Ma- 
terial has  been  taken  from  a large  number  of 
sources:  old  journals,  lecture  notes,  letters,  and 

personal  reminiscences  of  some  of  the  elder  states- 
men of  American  ophthalmology. 


“Endocrine  System  and  Selected  Metabolic  Diseases” 
by  Frank  H.  Netter,  MD.  Published  in  1965  by 
Ciba  Pharmaceutical  Company,  Summit,  New  Jer- 
sey. Sold  at  cost  — $22.00. 

This  book  is  Volume  Four  of  the  Ciba  Collection 
of  Medical  Illustrations.  It  contains  222  full-color 
plates  by  Dr.  Netter,  with  texts  by  30  specialists  of 
international  reputation. 

To  say  that  this  book  was  prepared  by  Frank 
Netter  is  the  highest  praise  that  this  reviewer  can 
give. 


Intravascular  Catheterization  (second  edition),  com- 
piled and  edited  by  Henry  A.  Zimmerman,  MD. 
Published  February  1,  1966  by  the  Charles  C. 
Thomas  Company  of  Springfield,  Illinois.  1292 
pages  (6'/4"  by  9'/4")  with  many  illustrations. 
Price  $39.50. 

The  author  of  this  book  is  Chief  of  the  Cardio- 
vascular Section  and  Director  of  the  Marie  L.  Coakley 
Cardiovascular  Laboratory  at  the  St.  Vincent  Char- 
ity Hospital  in  Cleveland,  Ohio.  In  the  preparation 
of  this  publication  he  has  been  aided  by  25  other 
recognized  authorities. 

The  previous  edition  of  this  work,  completely 
sold  out,  can  be  found  in  cardiovascular  laboi’a- 
tories  throughout  the  world  as  the  required  text  for 
beginners  as  well  as  veterans  in  the  field.  The 
current  edition  has  been  completely  rewritten  and 
includes  added  chapters  on  equipment,  coronaiy 
arteiy  visualization,  and  catheter  manometers. 

This  book  contains  the  techniques,  the  dangers, 
the  finer  modifications  (such  as  dye  curves),  se- 
lective angiocardiography,  and  “the  unanswered 
questions.”  All  of  the  “tricks  of  the  trade”  are  in- 
cluded. 


A History  of  Ophthalmology  at  the  University  of 
Pennsyivania  by  D.  M.  Albert,  MD,  and  H.  G. 
Scheie,  MD.  Published  by  the  Charles  C.  Thomas 
Company  of  Springfield,  Illinois,  1965;  388  pages 
(6"  by  9")  with  numerous  illustrations.  Price 
$13.50. 

Doctor  Albert  and  Doctor  Scheie  are  both  mem- 
bers of  the  Department  of  Ophthalmology  at  the 
University  of  Pennsylvania  School  of  Medicine. 
Their  book  traces  the  treatment  of  eye  di.sorders 
from  Franklin’s  invention  of  the  bifocal  lens  to 
the  present  time.  They  review  with  pride  and  under- 


Symposium  on  Cataracts.  Transactions  of  the  New 
Orleans  Academy  of  Ophthalmology.  Published 
October  26,  1965  by  the  C.  V.  Mosby  Company  of 
St.  Louis,  Missouri.  319  pages  (7"  by  10")  with 
many  illustrations.  Price  $19.50. 

The  seven  contributors  to  this  book  include  B.  F. 
Boyd,  MD  of  the  University  of  Panama  School  of 
Medicine;  L.  Christensen,  MD  of  the  University  of 
Oregon  Medical  School;  A.  R.  Irvine,  Jr.,  MD  of 
Los  Angeles;  M.  F.  McCaslin,  MD  of  the  Univer- 
sity of  Pittsbuigh  School  of  Medicine;  P.  R.  Mc- 
Donald, MD  of  the  University  of  Pennsylvania 
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Graduate  School  of  Medicine;  J.  M.  McLean,  MD  of 
the  Cornell  University  Medical  School,  and  R.  C. 
Troutman,  MD  of  the  Downstate  Medical  Center 
of  the  State  University  of  New  York. 

The  material  presented  here  consists  of  the  lec- 
tures and  round  table  discussions  of  the  New 
Orleans  Academy  of  Ophthalmology  symposium  on 
cataracts  held  in  New  Orleans  in  Febi-uary,  1964. 
Chapter  headings  include  the  following: 

a.  The  differential  diagnosis  of  leukocoria 

b.  Principles  of  cataract  surgery 

c.  Techniques  of  cataract  surgery 

d.  Complications  of  cataract  surgery 

e.  Management  of  complications 

f.  High  magnification  in  surgery  of  cataracts 

g.  Management  of  the  aphakic  patient. 

Symposium  on  the  Lens,  edited  by  John  E.  Harris, 

MD.  Published  OctoWr  22,  1965  by  the  C.  V. 

Mosby  Co.  of  St.  Louis,  Missouri.  381  pages  (8"  by 

11")  with  many  illustrations.  Price  $18.50. 

Thirty-two  eminent  authorities  in  the  field  of 
ophthalmology  attended  and  participated  in  a Sym- 
posium on  the  Lens  held  at  the  University  of  Min- 
nesota in  December  of  1964.  This  book  contains 
the  proceedings  of  the  symposium. 

This  publication  is  textbook  in  scope  and  con- 
tains up-to-date  knowledge  concerning  the  anatomy, 
biochemistry,  physiology,  immunology,  and  other 


aspects  of  the  normal  lens.  It  will  provide  a valu- 
able reference  source  for  all  those  interested  in  the 
eye. 

Luschka’s  Joint  by  Michael  C.  Hall,  FACS.  Pub- 
lished November  20,  1965  by  Charles  C.  Thomas, 
Springfield,  Illinois.  141  pages  (6"  by  9")  with 
126  illustrations.  Price  $8.50. 

Dr.  Hall  is  an  Associate  Professor  in  the  Depart- 
ment of  Anatomy  of  the  University  of  Toronto  in 
Canada.  He  is  also  a visiting  Orthopedic  Surgeon 
at  the  Cho  Ray  Hospital  in  Saigon,  The  Republic 
of  Vietnam.  Luschka’s  joint  has  in  the  past  been 
the  basis  of  some  dispute.  It  is  even  claimed  that 
no  “joint”  exists  at  all. 


Antimalarial  Therapy  for  Resistant  Asthma 
— J.  I.  Tennenbaum  and  R.  E.  Smith  (Wil- 
ford  Hall  USAF  Hosp,  Lackland  AFB, 
Texas).  Ann  Allergy  24:37-40  (Jan)  1966. 

Four  severe  chronic  asthmatics  appeared 
to  be  benefited  dramatically  by  the  addi- 
tion of  low  dose  chloroquine  to  their  treat- 
ment program.  The  need  for  supplemental 
steroid  therapy  was  almost  completely  ne- 
gated. Capacity  for  physical  activities  in- 
creased, and  symptomatic  medication  re- 
quirements diminished. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 
National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  Multiple  Sclerosis  Society 
257  Park  Avenue  South,  New  York  10,  N.Y. 
Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 


May,  1966 
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ORGANIZATIONS,  STATE  =— 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
State  House  Station 

Post  Office  Box  4813,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 

Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 

Miss  Betty  Seibert,  510  South  42nd  St.,  Omaha 
Lancaster  Countv  Chapter 
Mr.  and  Mrs.  Gayle  Voller,  530  North  75th  St., 
Lincoln 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 
Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 
Nebraska  Division  .American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretai’y 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebi'aska 

Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  President 
5 West  31st  Street,  Kearney,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 

Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 

Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “0”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harrjr  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD.  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 
University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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THERE'S  A GOOD  REASON  WHY 

Today  7 out  of  10  of  America's  largest  industrial  corporations  have  Blue 
Cross  and  Blue  Shield.  Men  who  have  the  responsibility  of  selecting  Group 
Health  Care  Plans  weigh  each  benefit  carefully  for  their  decision  will  affect 
thousands  of  employees  and  their  families. 

There  is  a good  reason  why  the  overwhelming  majority  select  Blue  Cross 
and  Blue  Shield  prepayment  plans.  More  benefits  are  returned  for  the  Health 
Care  Dollar. 


NEBRASKA  BLUE  CROSS-BLUE  SHIELD 

Over  95%  of  Nebraska's  doctors  are  now  Blue  Shield  Participating  Physicians 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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at  Merck  Sharp  & Dohme... 


understanding...  precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thus  acquired  might  come  clues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

^MERCK  SHARP  & DOHME  Div.S'On  of  Merck  i Co  . Inc  , West  Point.  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications;  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied;  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 

if?*  WALLACE  LABORATORIES 
yAftCranbury,  N.J.  cm-5761 


PENTID-SULFAS  FOR  SYRUP 

SQUIBB  BUFFERED  PENICILLIN  POWDER  WITH 
SULFADIAZINE, SULFAMETHAZINE, ANDSULFAMERAZINE 


the  fruit  punch 
that  packs  a wallop 
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Pentid-Sulfas  for  Syrup  is  a real  knock-out  when  it 
comes  to  good  taste.  And,  with  a single  prescrip- 
tion, you  provide  an  anti-infective  that  combats 
both  gram-positive  and  gram-negative  bacteria. 
Notable  for  its  economy,  Pentid-Sulfas  for  Syrup  is 
everybody’s  choice,  patient,  parent  and  physician. 

Contraindications;  Contraindicated  in  patients  sensitive  to 
sulfa  or  penicillin,  pregnant  females  at  term,  premature  in- 
fants, newborns  during  first  week  of  life.  Precautions:  Watch 
for  hypersensitivity  reactions  and  overgrowth  of  nonsuscep- 
tible  organisms.  Observe  usual  precautions  for  sulfonamide 
therapy:  adequate  fluid  intake:  force  fluids  if  urine  volume  is 
low;  maintain  urinary  pH  of  7 or  higher;  use  only  after  critical 
appraisal  in  patients  with  liver  or  renal  damage,  urinary  ob- 
struction, blood  dyscrasias.  Adverse  Reactions:  Anaphylactoid 


shock  (rare),  G.l.  disturbances,  hepatitis,  pancreatitis, 
blood  dyscrasias,  neuropathy,  drug  fever,  urticaria,  pur- 
pura, hematuria,  crystalluria,  conjunctival  and  scleral 
varicula,  petechiae  may  occur.  Dosage:  Daily  pediatric  dos- 
age should  supply  65-100  mg.  trisulfapyrimidines  per 
pound  body  weight  in  divided  doses  q.  4 to  6 h.  Supply: 
Pentid  Sulfas  for  Syrup  when  prepared,  provides  80  cc.  (16 
doses)  or  150  cc.  (30  doses)  of  fruit-flavored  syrup  provid- 
ing in  each  5 cc.  teaspoonful  125  mg.  (200.000  u.)  potas- 
sium penicillin  G and  167  mg.  each  of  sulfadiazine,  sulfa- 
methazine, and  sulfamerazine. 

Now  . , . NEW  PENTID®  ‘400’-SULFAS  FOR  SYRUP  (buffered 
penicillin  powder  with  sulfadiazine,  sulfamethazine,  and  sulfa- 
merazine each  5 cc.  providing  250  mg.  [400,000  units]  potas- 
sium penicillin  G and  167  mg.  each  of  sulfadiazine,  sulfa- 
methazine, and  sulfamerazine).  Available  in  16-dose  (80  cc.) 
and  30  dose  (150  cc.)  bottles. 

For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Qualily-the  Priceless  Ingredient 
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single-dose  vials 
for  convenient  and 
economical  polio 
immunization 
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OBIMIfflE  TRIYALEWT 

POUOVQaJS  VACCINE.  UVE.  ORAL  TOESU^di 


Fast,  simple  administration— and  economy  for 
the  patient— make  the  new  0.5  cc  single-dose 
vial  of  ORIMUNE  Trivalent  ideal  for  private 
practice.  (Packaged  5 to  a box  with  5 sterilized 
disposable  droppers  for  your  convenience.) 
(Also  available  in  2 cc  and  2 drop  dosage 
forms.) 

Only  2 doses  required  for  complete,  initial  im- 
munization for  patients  more  than  a year  old. 
Effectiveness  — may  be  expected  to  confer  ac- 
tive immunity  against  all  three  types  of  polio- 
virus infection  in  at  least  ninety  percent  of 
susceptibles  only  if  given  at  full  dosage,  as 
directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  con- 
traindications.Jhese are,  broadly:  acute  illness, 

LEDERLE  LABORATORIES,  A Division  of  American  ( 


conditions  which  may  adversely  affect  immune 
response,  and  advanced  debilitated  states.  In 
these,  vaccination  should  be  postponed  until 
after  recovery. 

In  infants  vaccination  should  not  be  com- 
menced before  the  sixth  week  of  life.  Do  not 
give  to  patients  with  viral  disease,  or  if  there  is 
persistent  diarrhea  or  vomiting.  ORIMUNE  and 
live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each 
given  orally  at  least  8 weeks  apart.  (Give  a third 
dose  to  infants  at  10-12  months.)  Booster  im- 
munization: one  dose,  given  orally.  See  package 
literature  for  full  directions. 

anamid  Company,  Pearl  River,  New  York 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offers  additional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine"’ 

brand  of  trifluoperazine 


Indications:  Symptoms  of  excessive  anxiety. 
Contraindicated  in  comatose  or  greatly  de- 
pressed states  due  to  CNS  depressants  and 
in  cases  of  existing  blood  dyscrasias,  bone 
marrow  depression  and  pre-existing  liver 
damage.  Principal  side  effects,  usually  dose 
related,  may  include  mild  skin  reaction,  dry 
mouth,  insomnia,  fatigue,  drowsiness,  dizzi- 


ness and  neuromuscular  (extrapyramidal) 
reactions.  Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may  also  be  ob- 
served. Blood  dyscrasias  and  jaundice  have 
been  extremely  rare.  Use  with  caution  in 
patients  with  impaired  cardiovascular  sys- 
tems. Before  prescribing,  see  SK&F  product 
Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 


Susceptibility  Results 
Staphylococci  ^ ^ ’ 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  1962  88.6% 

5,440  1963  88.0% 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci  ^ ^ ' 


2,448  1962  89.5% 

1,519  1963  95.2% 

2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  vitro',  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /1-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  1.  Ralph  et  ah  Clinical  Medicine  70  547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1:185-256  Uuly-Aug.)  1964. 


[triacetyloleandomycin] 

Sgflk  1.  B.  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being  * 
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Chicago,  the  convention  capital  of  the  world,  hosts  the  world's  largest  medical 
convention.  Each  year  the  AMA  Annual  Convention  presents  a wider  and 
greater  range  of  medical  subjects.  This  year  s convention  will  be  held  in  mag- 
nificent McCormick  Place.  Air-conditioned,  it  offers  almost  unparalleled  facili- 
ties. View  and  participate  in  the  following:  • Six  general  scientific  meetings 

• 23  medical  specialty  programs  • 800  scientific  and  industrial  exhibits 

• Lectures,  panel  discussions,  motion  pictures  and  color  television.  Plan  to 
attend — continue  your  post-graduate  education. 

See  JAMA  May  9 for  complete  scientific  program — forms  for  advance  registra- 
tion and  hotel  accommodations. 
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In  rheumatoid  arthritis-effective  therapy 
with  minimal  chance  of  G-l  upset 


Ejtazolidimalka 

fii|/lbufazone  100  mg. 

ri:  aluminum 

yijixidegel  100  mg. 

IS  esium  trisilicate  150  mg. 

0 tropine 

i6/lbromide  1.25  mg. 


h apeutic  Effects 

i:  to  75%  of  patients  obtain  major  relief  of 
r ritic  symptoms,  as  reported  by  numer- 
Lclinicians.  In  addition,  the  problem  of 
£ ric  upset  — a major  problem  with  certain 
'tiroral  antiarthritic  agents  — is  minimized 
>te  presence  of  antacids  and  an  antispas- 
n ic  in  the  formulation. 

rr  rovement  is  generally  seen  within  3 to  4 
fc3,  and  trial  therapy  need  not  be  con- 
it  ed  beyond  a week.  Relief  of  pain  is 
oiwed  quickly  by  resolution  of  inflamma- 
i(  and  improved  joint  function.  Relief  of 
ptoms  is  often  accompanied  by  in- 
:i  ised  appetite,  gain  in  weight  and  an 
n roved  sense  of  well-being. 

I initial  response  is  usually  maintained 
If  out  dosage  increases;  indeed,  initial 
li  age  is  often  reduced  for  maintenance 
moses. 

>•  cylate  or  steroid  therapy  can  usually  be 
I'  inished  or,  in  some  instances,  eliminated. 

' traindications 

rna;  danger  of  cardiac  decompensation; 

I ory  or  symptoms  of  peptic  ulcer;  renal, 

1 atic  or  cardiac  damage;  history  of  drug 
I rgy;  history  of  blood  dyscrasia.  Because 

> ie  increased  possibility  of  toxic  reac- 

i s,  the  drug  should  not  be  given  when  the 

> ent  is  senile  or  when  other  potent 

: motherapeutic  agents  are  given  concur- 



rently.  Large  doses  of  Butazolidin  alka  are 
contraindicated  in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reactions;  black 
or  tarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 

Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug 
may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  generalized 
allergic  reaction,  stomatitis,  salivary  gland 
enlargement,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  b( 
attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  pos- 
sible side  effects.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have 
been  reported,  as  have  hepatitis,  jaundice, 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 

Average  Dcsage  in  Rheumatoid  Arthritis 

Initial:  3 to  6 capsules  daily  in  divided  dose: 
It  is  usually  unnecessary  to  exceed  4 cap- 
sules daily.  A trial  period  of  1 week  is  ade- 
quate to  determine  response;  in  the  absenc 
of  favorable  response,  discontinue. 

Maintenance:  An  effective  level  is  often 
achieved  with  1 to  2 capsules  daily;  do  not 
exceed  4 daily. 

Also  avaiiable: 

Butazolidin®  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


Geigy 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  432- 1 246  Phone  432-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablished  1927 


^(^VENUE  II 


Current  Comment 

Large  Grant  for  Research  in  Nebraska — 

Dr.  Robert  Ellingson,  Professor  of  Medi- 
cal Psychology  at  the  University  of  Nebras- 


ka College  of  Medicine,  and  Associate  Direc- 
tor of  the  Nebraska  Psychiatric  Institute,  has 
received  a $128,000  grant  from  the  U.S.  Pub- 
lic Health  Service’s  National  Institute  of 
Neurological  Diseases  and  Blindness.  The 
purpose  of  the  grant  is  to  enable  Dr.  Elling- 
son and  his  colleagues  to  continue  their  re- 
search in  the  electroencephalographic  pat- 
terns in  infants. 

Since  research  began  in  1955,  over  1160 
infants  have  been  tested.  Two  hundred  of 
these  have  had  serial  studies  over  periods 
of  from  six  to  ten  years. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 
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eczema:  scourge  of  childhood 


R.  R.,  Age  n — Before  treatment — After  treatment— with  ARISTOCORT 

atopic  eczema  of  long  standing  Topical  Ointment  0.1%  for  two  weeks 


ARISTOCORT-  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1%  concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 

Aristocort’  Topical 

Triamcinolone  Acetonide 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  Vz  lb.  jar. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


“And  you  say  you’ve  been  feeling  listless 
lately,  right  Mr.  Comstock?” 


Current  Comment 

Progress  Report:  Nebraska’s  Centennial 
Health  Fair — 

Doctor  E.  D.  Zeman,  Chairman  of  the  Ne- 
braska Centennial  Health  Fair  Committee, 
advises  us  that  Dr.  Sam  Fuenning,  one  of 
the  Co-chairmen,  is  arranging  a workshop 
to  be  held  in  Lincoln  the  latter  part  of  this 
month,  or  the  first  part  of  June,  for  the 
purpose  of  planning  the  program  for  the 
Health  Fair,  a program  which  has  as  its 
theme  — “Family  Health  for  Family  Hap- 
piness.” 

To  this  workshop  will  be  invited  repre- 
sentatives from  the  following  areas : 

a.  Official  health  agencies 

b.  Professional  health  associations  (den- 
tal, nursing,  pharmacy,  veterinarian, 
etc.) 

c.  ^’oluntary  health  agencies  (heart,  can- 
cer, multiple  sclerosis,  etc.) 

d.  Educational  training  agencies  (nurs- 
ing schools,  medical  technicians’ 
schools,  etc.) 

Consultants  from  the  American  Medical 
Association  and  the  HEW  organization  will 
be  on  hand.  Invitations  for  participation  will 
be  sent  this  month  to  all  respective  associa- 
tions. 

Reminder  — the  dates  for  the  Health  Fair 
are  April  29  through  May  5,  1967. 


Halothane  Tolerance  and  Withdrawal  — R. 

Schnoebelen  et  al  (Centre  Hospitaller  L. 

Pasteur,  Colmar,  France).  Anesth  Analg 

(Paris)  22:633-641  (No.  4)  1965. 

Observations  on  halothane  tolerance  in 
four  patients  are  discussed.  Frequent  and 
repeated  use  of  halothane  reduces  its  activ- 
ity. To  obtain  sufficient  anesthetic  effect, 
it  was  necessary  to  increase  the  concentra- 
tion of  halothane  inhaled  and  to  prolong  the 
time  of  administration.  In  one  patient  with- 
drawal sjTnptoms  appeared  when  anesthesia 
was  interrupted.  These  did  not  subside  until 
halothane  was  restarted. 
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An  eight-year-old  may  not 
need  digestive  enzymes... 

BUT  troublesome  gas,  belching  and  cramps  are 
common  complaints  of  many  patients  regardless  of 
age.  Pentazyme  will  give  these  patients  fast  relief 
when  the  diagnosis  is  enzyme  insufficiency. 

Pentazyme  offers  5 supplemental  digestive  en- 
zymes in  one  enteric-coated  tablet  for  release  at  the 
natural  sites  of  action.  Three  tablets,  the  usual  daily 
dose,  will  digest  50%  of  the  starch,  40%  of  the  protein 
and  20%  of  the  fat  in  a balanced  2500  calorie  diet. 

For  patients  with  short-term  or  chronic  digestive 
problems,  prescribe  Pentazyme. 

For  complete  information  and  samples. 

Write  to  Dept.  NS-lOO 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place, 
Minneapolis,  Minn. 
55403 
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Current  Comment 

Second  National  Conference  on  Health 
Elducation  of  the  Public — 

T \v  o Nebraska  doctors  took  prominent 
roles  in  the  second  National  Conference  on 
Health  Education  of  the  Public.  This  con- 
ference, sponsored  by  the  American  Medical 
Association,  was  held  in  Chicago,  April  14, 
15,  and  16.  Doctor  Fred  Nebe  of  Lincoln 
and  ]\Ir.  Glenn  English  of  the  University  of 
Nebraska  Educational  T-V  Staff  jointly  pre- 
sented a paper  entitled  “Y  our  Doctor 
Speaks.”  They  related  the  experiences  of  the 
Lancaster  County  Medical  Society  in  spon- 
soring and  preparing  television  programs 
dealing  with  a wide  variety  of  medical  sub- 
jects. Dr.  Nebe  also  served  as  chairman  of 
a workshop  which  dealt  with  the  subject  of 
‘‘Drug  Dependence.” 

Dr.  Sam  Fuenning,  Director  of  Health 
Services  for  the  University  of  Nebraska, 
was  the  chairman  of  a workshop  concerned 
with  the  subject  of  ‘‘Venereal  Diseases.” 


Vasodilator  Action  of  a Pressor  Amine, 
Mephentermine  (Wyamine),  in  Circulatory 
Shock  — V.  N.  Udhoji  and  M.  H.  Weil 
(University  of  Southern  California  School 
of  Medicine,  Los  Angeles).  Amer  J Cardiol 
16:841-846  (Dec)  1965. 

Mephentermine,  predominantly  a beta- 
adrenergic  drug,  is  not  a vasoconstrictor  but 
improves  circulation  by  increasing  myocardial 
contractility,  reduces  the  volume  of  blood 
stored  in  the  venous  capacitance  circuit,  and 
increases  venous  return.  These  observations 
were  confirmed  in  11  patients  with  circula- 
tory shock  in  whom  mephentermine  consist- 
ently increased  cardiac  output  but  did  not 
increase  arterial  pressure.  Mephentermine 
consistently  increased  the  heart  rate  and 
cardiac  index  and  reduced  peripheral  ar- 
terial resistance,  whereas  metaraminol  pro- 
duced simultaneous  but  lesser  increase  in  car- 
diac index  and  a consistently  higher  arterial 
resistance  value.  Increased  flow  without 
compromise  of  increased  arterial  resistance 
are  desirable  effects  in  the  treatment  of 
shock. 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

•NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


‘NEOSPORIN’. 


Polymyxin  B- Neomycin- Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) ..5  mg. 


Tubes  of  Vj  oz.  and  1 oz. 

■ clinically  effective 

■ comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 


For  the  eradication  of  infectious  organisms  in  a Complete  literature  available  on  request  from 
wide  range  of  dermatologic  disorders:  impetigo.  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


33-A 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 

Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements. replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln.  Nebraska. 

EQUIPMENT  FOR  SALE  — 100  mi  GE  X-ray 
unit,  good  condition.  Contact  F.  J.  Schwertley, 
M.D.,  614  Barker  Building,  Omaha,  Nebraska  68102. 

YOUNG  GENERAL  PRACTITIONER  — In  west- 
ern Nebraska  needs  associate  with  partnership  in 
mind.  Write  Joe  Saults,  M.D.,  Mullen,  Nebraska. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

USED  MEDICAL  AND  SURGICAL  EQUIPMENT 
— 100  milliamp  X-ray,  BMR  machine,  photrometer 
and  numerous  items  of  equipment  for  sale.  Contact 
R.  T.  Satterfield,  M.D.,  724  East  Jefferson  St.,  Mil- 
lard, Nebraska. 

GENERAL  PRACTITIONER  — Excellent  oppor- 
tunity for  association  with  General  Practitioner. 
Partnership  opportunities.  Western  Nebraska. 
Trade  area  45,000.  Excellent  hospital  facilities. 
Write:  Douglas  Campbell,  M.D.,  3639  Avenue  B, 
Scottsbluff,  Nebraska  69361. 

INTERNAL  MEDICINE  — Internist  or  Generalist 
interested  in  Internal  Medicine  to  fill  a vacancy 
soon  to  develop  on  the  staff  of  the  VA  Hospital, 
Grand  Island,  Nebr.,  an  equal  opportunity  employ- 
er. Contact:  Hospital  Director,  VA  Hospital,  Grand 
Island,  Nebraska  68801. 

INTERNIST  — For  5-man  department  in  busy 
and  steadily  growing  north  central  Kansas  13- 
member  multispecialty  group.  Partnership  after 
salaiy  for  two  years.  Board  eligible  or  certified. 
Write  Gelvin-Haughey  Clinic,  Concordia,  Kansas. 

GENERAL  PRACTITIONER  — The  Hastings 
State  Hospital  at  Ingleside,  Nebraska,  is  looking 
for  a General  Practitioner.  Would  be  in  charge  of 
the  Medical-Surgical  Building  working  with  our 
Consultants.  Older,  but  still  capable,  man  will  be 
considered.  Quarters  available  at  nominal  charge. 
Salary  open.  Please  contact  Superintendent’s  office 
enclosing  curriculum  vitae. 

EASTERN  WISCONSIN  CLINIC  — In  rapidly 
growing  community  of  40,000  desires  board-eligible 
or  certified  physicians  in  pediatrics,  obstetrics  and 
gynecology  and  internal  medicine.  Well-equipped 
clinic  and  excellent  hospital  facilities.  Lake  shore 
location  offers  ample  recreational  facilities.  Attrac- 
tive financial  plan  leading  to  early  full  partnership. 
Full  expenses  paid  for  applicants  invited  to  inter- 
view. Call  or  write:  F.  L.  Hildebrand,  M.D.,  River- 
side Clinic,  Menasha,  Wisconsin. 


1701  "K"  Street 
500  South  17th  Street 


Some  of  the  best  medical-dental  office 
space  in  Lincoln  will  soon  be  available 
for  lease  on  exceptionally  attractive  rental 
figures.  Approximately  900  square  feet 
with  a private  entrance  and  exit  located 
on  the  first  floor  in  the  South  portion  of 
this  lovely  building  designed  specifically 
for  Physicians  and  Dentists.  Excellent 
accessibility  and  ample  parking  facilities. 
Walking  proximity  to  State  Capitol,  office 
buildings,  apartments  and  downtown  re- 
tail area.  We  invite  your  inquiry.  Con- 
tact 64,  Nebraska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln,  Nebraska. 


“To  put  it  in  your  language,  you’ll  have 
to  stay  in  the  pad,  lay  off  the  Espresso,  kick 
the  bongos,  and  cool  it  when  they  pass  the 
bottle  of  the  big  grape!” 
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(diphenylhydantoin) 

PARKE-DAVIS 

27 years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request. 


PARKE-DAVIS 
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NTZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine, 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of  20  ml.  and  in  bottles  ofSOml.  with  dropper. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-SynephrIne  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyidiarnine),  and 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 
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Hay  fever. . . 
a summer  hazard 

prescribe 


Doctor... two  important 
Lodorle  products  for 
routine  office  procedures 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 

ORIMUNE 

POLIOVIRUS  VACCINE.LIVE, ORAL 

TRiVALENT 

SABINSTRAINS,TYPES1,2and3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a box  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness— may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions.  These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 
directions. 


simplifies  routine  screening 

TUDERCUUN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab*  Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
*Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Elastic  Stockings  so  sheer  they  look 
like  support  hose.  Both  Ultreer  and 
support  hose  are  sheer,  shapely,  cool 
and  comfortable.  But  that's  where 
the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg. 
Gives  true  therapeutic  compression 
necessary  to  relieve  varicose  veins  and 
other  leg  disorders.  They  provide 
the  therapy  you  prescribe.  The  fashion 
and  economy  she  demands. 

Ultreer  stockings  have  a new  low  price. 
So  low,  she  can  afford  two  pairs  of 
Ultreer  instead  of  one  pair  of  regular 
elastic  stockings.  There'll  be  no 
disagreements  there.  Ultreer  stockings 
are  as  comforting  to  her  purse  as 
they  are  to  her 
legs.  New  Ultreer 
are  the  elastic 
stockings  doctors 
and  women  can 
agree  on. 


KenoALLi 
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Current  Comment 


Nebraska  Centennial  Health  Fair  . . . 

Progress  Report — 

Definite  progress  is  being  made  in  se- 
curing adequate  financial  support  for  the 
Nebraska  Centennial  Health  Fair,  accord- 
ing to  the  latest  word  from  Doctor  E.  D. 
Zeman  of  Lincoln,  Chairman.  The  Nebras- 
ka State  Dental  Society’s  House  of  Dele- 
gates allocated  86,000  to  be  used  for  gen- 
eral support  of  the  Fair  and  preparation  of 
the  dental  exhibits.  Their  action  was  fol- 
lowed the  first  part  of  l\Iay  by  similar  action 
on  the  part  of  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association.  At 
the  present  time,  as  this  issue  of  the  Ne- 
braska State  Medical  Journal  goes  to  press, 
a proposal  for  a 810,000  allocation  is  under 
consideration  by  the  Nebraska  Heart  Asso- 
ciation. This  allocation  would  in  part  sup- 
port the  general  expenses  of  the  Fair  and 
would  also  provide  the  funds  for  a major 
exhibit  area  demonstrating  the  latest  ad- 
vances in  the  diagnosis  and  treatment  of 
heart  disease  in  the  doctor’s  office  and  in 
the  community  hospital.  Similar  action  is 
expected  from  the  other  major  voluntaiy 
health  agencies,  from  the  Nebraska  State 
Association  of  Veterinarians,  and  from  the 
Nebraska  State  Pharmacy  Association. 

As  a result  of  the  above  financial  support, 
it  appears  that  the  public  can  attend  this 
Fair  without  paying  any  admission  charge. 
Planning  is  now  progressing  for  the  han- 
dling of  the  100,000  or  more  people  who  are 
expected  to  view  the  Fair.  All  students  in 
Nebraska  schools,  colleges,  and  universities 
will  be  invited  to  attend.  Special  arrange- 
ments with  hotels,  motels,  and  other  housing 
areas  are  being  worked  out,  so  that  students 
will  be  able  to  attend  with  a minimal  cash 
outlay.  It  is  hoped  that  school  authorities 
throughout  Nebraska  will  encourage  senior 
students  to  make  the  Fair  the  major  objec- 
tive of  the  usual  Senior  Day  Trip  that  most 
schools  arrange  for  each  Spring. 

The  Fair  will  have  two  main  objectives. 
The  first  objective  will  be  to  give  the  gen- 
eral public  the  opportunity  to  see  and  hear 
about  the  health  services  available  in  Ne- 

(Continued  on  page  10-A) 


Bamadex®  Sequels® 

Contraindications:  In  hiTJerexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idios>Ticratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sj'mpathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  0\  erstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate;  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a Second  aid  for  a 

button  popper  button  popper 


Bamadex"  Sequels* 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


I-EDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Gilmour-Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  432-1246  Phone  432-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablished  1927 


Nebraska  Centennial  Health  Fair  . . . 

Progress  Report — 

(Continued  from  page  8- A) 

braska.  The  second  objective,  the  “career 
objective,”  will  be  to  stimulate  student  in- 
terest in  health  fields  and  health  careers. 

Once  again  — the  dates  are  April  29 
through  May  5,  1967. 

Mental  Health — 

Testimony  continues  to  be  given  before 
the  Nebraska  State  Legislative  Committee 
on  Mental  Health.  Carl  C.  Kapinas,  county 
attorney  of  York  County,  said  he  felt  that 
several  changes  should  be  made  in  the  pres- 
ent law  dealing  with  mental  patients.  He 
believes  that  additional  information  should 
be  required  to  justify  the  “pickup”  of  a pa- 
tient prior  to  a hearing  before  the  various 
county  mental  health  boards.  Secondly,  he 
favored  a change  in  the  law  governing  the 
statute  of  limitations.  He  pointed  out  that 
at  the  present  time  a county  can  collect  for 
patients  committed  to  institutions  for  a 

(Continued  on  page  22-A) 
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It’s  sort  of  a first  ...  if  you  come  thru 
this,  you’ll  be  the  first. 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin— once-a-day 


For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety  i 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidai  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowrsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality -the  Priceless  Ingredient 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘polysporin::. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
ate  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
WALLACE  LABORATORIES 
\ifnCrunbury,  N.J. 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator] 
and  cerebral  stimulation  for  th( 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  ( if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


iged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Pr-ecautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  UBORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazorn 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut  of 
home  remedies  without  success,  pleasant-tasting 
CREMOMYCiN  Can  answer  the  call  for  help.  It  can  be 
counted  on  to  consolidate  fluid  stools,  soothe  intes- 
tinal inflammation,  inhibit  enteric  pathogens,  and 
detoxify  putrefactive  materials  — usually  within  a 
few  hours. 

CREMOMYCIN  Combines  the  bacteriostatic  agents, 
succinylsulfathiazole  and  neomycin,  with  the  ad- 
sorbent and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 


CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex- 
tensive ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivity 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  with 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra- 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  re- 
ported with  use  of  sulfonamides.  Consider  periodic  blood  counts, 
hepatic  and  renal  function  tests  during  intermittent  or  chronic 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  there 
is  history  of  significant  allergies  and/or  asthma.  Continued  use 
requires  supplementary  vitamins  B|  and  K.  Neomycin:  Watch  for 


your  for 
Cremomycin 
can  provide  relief 


promptly  relieves  diarrheal  distress 

Cremomycin* 

ANTIDIARRHEAL  ^ 


Composition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
(equivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
3.0  Gm.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 

® MERCK  SHARP  & DOHME  Division  of  Merck  & Co.,  Inc  . West  Point,  Pa. 

Where  today’s  theory  is  tomorrow’s  therapy 


SIDE  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
orexia, G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
petechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
Reduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
vitamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

Before  prescribing  or  administering,  read  package  circular  with 
product  or  available  on  request. 


curare-like  neuromuscular  block  during  anesthesia  if  neomycin 
is  used  preoperatively  in  large  doses  when  renal  function  is 
poor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sider possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
high  dosage. 


must  penicillin 
be  a bitter  pill 
to  swallow? 


Not  if  it  is  V-CUlin  K. 

V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consist- 
ent dependability  . , . even  in  the  presence  of 
food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity 
reactions  are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not  be  ad- 


ministered to  patients  with  a history  of  allergy  to  penicil- 
lin. As  with  any  antibiotic,  observation  for  overgrowth  of 
nonsusceptible  organisms  during  treatment  is  important. 
Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K.  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in 
40,  80.  and  150-cc.-size  packages. 


VCillinK 


Six-Second  Barrier 
to  Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis, 

Indiana.  6oo4ii 


18-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


DR.  McGOOGAN 

Dr.  Leon  Steiner  McGoogan  was  born  in 
Lincoln,  Nebraska,  some  time  ago,  let  us 
say  kindly.  It  was  not  too  long  ago ; Doctor 
McGoogan  is  really  quite  young  to  be  the 
recipient  of  so  many  honors  and  to  merit 
the  affection  that  underlies  the  ambitious 
production  by  the  Department  of  Obstetrics 
and  Gynecology  of  the  University  of  Ne- 
braska College  of  Medicine.  Nebraska  U. 
gave  him  his  B.A.;  Pennsylvania,  the  M.D. 
He  is  also,  and  we  envy  him.  Phi  Beta  Kap- 
pa and  Alpha  Omega  Alpha.  He  has  pub- 
lished some  39  scientific  articles.  His  hos- 
pital affiliations  are  many:  Active  at  Uni- 
versity and  Immanuel  Deaconess ; Consultant 
at  Nebraska  Methodist,  Childrens,  and  Luth- 
eran; Courtesy  at  Clarkson.  His  great  con- 
tribution has  evidently  been  as  that  best 
of  all  people,  teacher.  While  practicing  busi- 
ly, he  has  met  regularly  with  junior  and 
senior  students  in  seminars,  in  addition  to 
attending  weekly  staff  meetings  and  grand 
rounds.  The  development  of  the  University 
has  been  his  concern,  particularly  that  of  the 
Medical  College  Library. 

It  was  the  desire  of  members  of  the  De- 
partment of  0 & G to  honor  the  man  who 
has  accomplished  so  much,  who  has  worked 
so  hard,  and  who  has  claimed  their  affec- 
tion. They  have  therefore  submitted  these 
remarkably  good  articles  to  the  Journal  as  a 
tribute  to  their  teacher  and  as  acknowledg- 
ment and  repayment  of  their  indebtedness. 
Good  teachers,  the  very  good  teachers,  are 
unfortunately  rare;  admiration  and  affec- 
tion of  this  sort  is  uncommonly  found  these 
days.  These  articles,  then,  are  for  Dr.  Mc- 
Googan, these  words  are  for  him,  and  there 
are  still  such  things  in  this  world  as  honor, 
devotion,  affection,  appreciation,  and  teach- 
ers. We  mean  Teachers. 

— F.C. 

CHIMNEY  ROCK 

Our  cover  picture  is  a Nebraska  Game 
Commission  photograph  of  Chimney  Rock. 
Chimney  Rock  is  near  Bayard,  in  western 
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Nebraska.  It  was  one  of  the  most  promi- 
nent, and  is  today  one  of  the  most  famous 
landmarks  along  the  Oregon  Trail.  Its 
“stony,  heaven-pointed  finger”  was  a sym- 
bol of  safety  and  even  hope  to  weary  pio- 
neers, many  of  whom  mentioned  it  in  their 
diaries.  Chimney  Rock  has  been  designated 
as  a National  Historic  Site. 

—F.C. 


THE  MAY  MEETING 

The  May  meeting,  or  Annual  Session  of 
the  Nebraska  State  Medical  Association, 
has  come  and  gone.  It  was  more  than  a 
good  meeting;  it  was  a huge  success.  It 
was  veiy  well  attended:  there  were  369 
physicians,  103  doctors’  wives,  49  guests, 
95  exhibitors,  and  23  attorneys  registered 
but  more  than  that  came.  The  scientific 
program  was  exceptionally  good;  we  were 
delighted  to  have  Dr.  Ravdin  as  the  first 
of  what  we  hope  will  be  a long  line  of  dis- 
tinguished guest  lecturers.  Dr.  Robert  Mor- 
gan of  Alliance  was  named  President-elect 
of  the  N.S.M.A.,  Dr.  Clinton  Dorwart  of  Sid- 
ney is  Vice  President.  Dr.  John  R.  Schen- 
ken  of  Omaha  is  delegate  to  the  AMA;  Dr. 
Harold  S.  Morgan  of  Lincoln  is  alternate 
AMA  delegate.  And  the  dues  are  to  go  up 
$15  a year  on  January  1,  1967,  but  then 
everything  goes  up,  it  always  has  and  it 
still  does. 

The  sum  of  six  thousand  dollars  was  al- 
lotted to  the  Centennial  Health  Fair.  Fifty- 
year  pins  were  presented ; there  was  fun 
night,  a golf  tournament,  trap  shoot,  bowl- 
ing, and  a sportsman’s  dinner.  Mrs.  Ya- 
guda.  President-elect  of  the  Woman’s  Aux- 
iliary to  the  AMA,  addressed  the  ladies; 
our  new  president.  Dr.  Nye,  was  installed, 
we  had  Senator  Carl  Curtis  and  AMA  Presi- 
dent Dr.  Appel,  and  the  Nebraska  chapter 
of  the  AMWA  met.  We  had  our  banquet 
on  the  third  evening;  it  was  well  attended, 
and  everybody  had  a good  time. 

And  finally,  we  had  a symposium  on 
medicolegal  problems,  at  which  we  obtained 
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a great  deal  of  free  legal  advice,  and  a trial 
demonstration  that  we  will  always  remem- 
ber. It  was  easily  the  best  thing  we  have 
seen  in  j’ears. 

— F.C.  ■ 


AMPAC 

AMPAC  is  the  American  Medical  Political 
Action  Committee.  It  is  a voluntary,  non- 
profit, unincorporated  organization;  it  con- 
sists of  physicians,  physicians’  wives,  and 
others.  It  is  not  affiliated  with  either  ma- 
jor American  political  party.  It  is  a perma- 
nent organization.  It  is  independent  of  all 
other  medical  organizations.  Its  directors 
are  appointed  by  the  Board  of  Trustees  of 
the  AMA.  Its  activities  do  not  duplicate 
or  clash  with  those  of  similar  organizations. 
Its  money  is  used  for  three  purposes:  edu- 
cational, including  voting  records,  a publica- 
tion, materials  for  candidate  support,  pre- 
cinct action  programs,  and  voter  registra- 
tion drives;  selecting  of  candidates  for  sup- 
port; and  the  coordinating  of  its  own  ef- 
forts with  those  of  other  groups. 

We  have  something  like  1250  practicing 
physicians  in  Nebraska. 

The  number  who  have  joined  AMPAC,  we 
are  sorry  to  have  to  report,  is  small. 

It  is  less  than  one  hundred. 

As  doctors  who  attend  few  meetings,  do 
not  observe  the  House  of  Delegates  and  ref- 
erence committees  in  action,  working  end- 
lessly for  hours  and  days  on  end,  at  both 
state  and  AIMA  meetings,  say,  without  un- 
derstanding, why  is  nothing  done?,  we  reply: 

Because  you're  not  helping. 

Something  is  being  done. 

Much,  much  more  can  be  done. 

Get  in  the  fight. 

Join  AMPAC. 

—F.C. 

INFANT  MORTALITY 

There  has  been,  in  recent  yeai-s,  a gi-eat 
amount  of  interest  in  infant  mortality,  in- 


voking comparisons  between  the  United 
States  and  other  countries,  between  modern 
times  and  the  past,  between  different  areas 
in  this  country,  and  within  various  social 
and  economic  levels.  McCarty  and  Ljunan 
have  reported  twice;  once^  to  show,  in  one 
instance  within  a city,  a rate  of  76.9  per 
1000  live  births,  a rate  almost  four  times 
that  for  the  city  itself,  and  again  to  demon- 
strate a correlation  between  infant  mor- 
tality and  socio-economic  levels.  Where  so- 
cial, geographic,  and  economic  variations 
can  be  shown  to  be  determining  factors, 
deaths  are  obviously  avoidable.  We  do  not 
mean  to  suggest  the  cure,  our  purpose  is 
only  to  indicate  that  this  problem  permits 
of  a solution,  that  the  penalty  is  large,  and 
that  we  should,  rather,  we  must,  look  for 
and  find  the  remedy. 

1.  McCarty,  R.,  and  Lyman,  E.  D.;  A quinquen- 
nial study  of  infant  mortality,  Omaha-Douglas 
County,  1880-1960.  Nebraska  Med  J 49:355-362 
(July)  1964. 

—F.C. 


Oxygen  Requirements  in  the  Early  Post- 
operative Period  (48  Hours)  — L.  T.  Elli- 
son et  al  (IMedical  College  of  Georgia, 
Augusta).  Ann  Surg  163:559-566  (April) 
1966. 

Postoperative  oxygen  requirements  were 
investigated  in  70  unselected  patients  under- 
going 46  nonthoracic  and  26  thoracic  proce- 
dures. Postoperative  oxygen  uptake  and 
carbon  dioxide  output  were  not  significantly 
different  from  the  preoperative  control  value. 
Ventilation  and  oxygen  consumption  and  also 
alveolar  ventilation  and  carbon  dioxide  out- 
put, were  usually  linearly  related  in  both 
groups  of  patients,  suggesting  that  postoper- 
ative ventilation  was  regulated  relative  to 
the  metabolic  demands  of  the  body.  Dispro- 
portional  alterations  consisting  of  excessive 
ventilation  relative  to  gas  exchange  occurred 
in  approximately  15%  of  the  deteiTninations. 
This  resulted  in  decreased  efficiency  of  res- 
piration with  varying  degrees  of  pulmonaiy 
insufficiency  and  was  most  commonly  ob- 
served in  patients  with  chronic  obstructive 
pulmonary  disease.  The  importance  of  the 
oxygen  cost  of  breathing  in  postoperative  pa- 
tients is  discussed. 
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Reproductive  Biology  - 2000 


Medicine  is  a kaleidoscope, 
constantly  changing  and  shift- 
ing colors,  but  always  moving 
forward.  As  this  symposium  has  considered 
the  midwife  and  frock-coated  physician  of 
the  last  century  and  the  achievements  of 
today’s  “state  of  art”  obstetrician,  it  is 
fitting  that  we  look  ahead  to  the  reproduc- 
tive biologist  of  the  year  2000. 

“For  I dipt  into  the  future,  far  as 
human  eye  could  see. 

Saw  the  vision  of  the  world,  and 
all  the  wonder  that  would  be.” 

Some  of  the  visions  that  come  into  focus 
are  exciting,  some  unpleasant,  and  some  un- 
doubtedly wrong,  but  who  can  tell  which  is 
which  until  we  live  these  years?  What  does 
the  vision  show? 

Human  development  in  the  year  2000  is 
medicine’s  major  field.  Cancer  of  the  com- 
mon types  of  1966  is  gone  in  major  populat- 
ed areas,  although  a few  new  varieties  are 
beginning  to  develop  as  more  viruses  be- 
come pleomorphic.  Infectious  disease  sim- 
ilarly: the  common  bacterial  and  viral  dis- 
eases of  1966  are  no  longer  even  endemic, 
and  research  in  this  area  is  also  concen- 
trated on  chemotherapeutic  agents  to  oppose 
the  mutant  forms.  Heart  disease  still  exists, 
but  chronic  coronary  artery  disease  is  rou- 
tinely treated  both  chemically  and  surgical- 
ly, and  the  severe  congenital  defect  or  badly 
damaged  adult  heart  can  be  replaced  with 
a total  prosthesis  by  the  skilled  health  team. 
The  degenerative  diseases  are  under  inten- 
sive study,  for  these,  together  with  external 
trauma  and  internal  vascular  accidents,  are 
the  major  entities  that  now  strike  down  man 
before  his  natural  life  span  is  complete. 

But  the  field  of  human  development  is  con- 
centrating not  only  on  aging,  but  on  repro- 
duction and  birth.  The  “right  to  be  well 
born”  has  at  last  been  recognized.  The 
birth  rooms  are  equipped  and  staffed  as 
fully  as  those  similar  areas  in  surgery.  The 
onset  of  labor,  of  course,  is  readily  predicted 
by  the  weekly  spectrophotometric  studies  on 
maternal  blood.  The  mother  is  admitted  12 
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to  24  hours  before  the  onset  of  labor,  and 
careful  monitoring  of  fetal  heart  rate,  pla- 
cental perfusion  and  fetal  EEG  is  begun 
by  telemetry  while  the  mother  is  up  and 
about.  Normal  labor  is  programmed  for 
pressure  and  time,  and  necessary  corrections 
made  automatically  with  substituted  oxy- 
tocic peptide  infusions.  Any  adverse  com- 
bination of  factors  affecting  fetal  welfare  is 
determined  by  the  ‘on-line’  analog  computer, 
and  warning  given  so  that  immediate 
cesarean  section  can  be  carried  out. 

Most  labors,  however,  proceed  normally 
with  the  mothers  comfortable,  sedated  when 
necessary  by  the  large  molecular  weight 
analgesics  which  do  not  cross  the  placenta. 
Anesthesia  for  late  labor  and  delivery  is 
readily  achieved  with  six  hour  single  injec- 
tion epidural  block,  administered  by  the 
anesthesia  technician.  Full  time  coverage  is, 
of  course,  available  from  the  obstetric  anes- 
thesiologist but  the  uncomplicated  procedures 
are  delegated  to  his  associates  on  the  health 
team. 

The  newborn  infant  is  a precious  com- 
modity, and  a neonatologist  or  obstetrician 
trained  in  this  area  as  well  is  prepared  for 
his  arrival.  The  management  of  labor  as- 
sures his  arrival  neither  depressed  nor  hy- 
poxic, but  the  minute  catheter  threaded  down 
the  umbilical  vein  will  monitor  his  heart  rate, 
respiratory  rate  and  blood  pH  for  the  first 
24  hours.  The  computer  will  be  his  closest 
observer  for  this  first  day  of  life,  but  if 
there  are  then  no  signs  of  difficulty  he,  like 
babies  of  old,  will  be  out  in  a modified  room- 
ing-in plan  adjoining  his  mother’s  room. 
He’ll  receive  frequent  warm  maternal  care, 
and  breast  feeding  will  be  the  accepted  rou- 
tine. Boy  or  girl?  — it  may  be  chance, 
but  the  X chromosome  bearing  sperm  are 
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readily  separated  from  the  Y variety,  and  the 
sex  of  the  child  can  be  ordered  if  the  parents 
desire. 

Both  prelude  and  postlude  to  these  vital 
moments  are  no  longer  treated  casually.  Pre- 
conception care  is  accepted  as  prenatal  care 
was  back  in  the  sixties,  and  even  prenatal 
care  is  now  more  comprehensive  with  serv- 
ices of  all  medical  disciplines,  including  den- 
tistry, psychology  and  psychiatry,  nutrition 
and  nursing.  These  are  all  available  in  one 
health  care  center  with  comfortable  sur- 
roundings and  facilities  and  adequate  room 
for  child  care.  In  most  areas  women  will 
use  rapid  transit  to  these  nearby  maternal 
health  care  centers,  but  in  the  more  distant 
areas,  where  population  concentrations  are 
thin,  the  team  will  travel  to  the  patients. 
The  well  accepted  obstetric  assistants  (who 
among  us  can  even  remember  when  they  were 
called  midwives?)  give  the  routine  and  in- 
teiwal  care  in  urban  as  well  as  exurban 
areas. 

The  infant  and  child  receive  as  careful 
care,  and  developmental  assessment  and 
guidance  are  the  key  objectives  — routine 
immunizations  protect  against  all  the  com- 
mon bacterial  and  viral  diseases  including 
lymphomas  and  sarcomas.  Researchers  are 
still  busy,  however,  trying  to  find  prophyl- 
axis and  treatment  for  one  remaining  prob- 
lem — the  common  cold. 

Several  solutions  to  problems  of  40  years 
ago  are  now  accepted  as  commonplace.  For 
the  infertile  woman  with  any  functional 
ovarian  tissue,  supplemental  human  gonado- 
trophins and  steroids  properly  used  can  as- 
sure ovulation.  If  even  this  is  not  possible, 
a prefertilized  ovum  can  be  implanted  in 
the  uterine  cavity  at  the  four  day  stage  — a 
reverse  type  of  the  old  artificial  donor  in- 
semination. The  latter  is  seldom  necessary 
now,  for  with  testicular  biopsy  and  tissue 
culture  spermatazoa  can  be  grown  from  the 
husband,  being  concentrated  when  necessary 
by  freezing.  Further,  in  many  instances, 
recurrent  congenital  anomalies  or  inborn 
metabolic  errors  can  be  prevented  by  di- 
rect alteration  of  chromosomal  DNA,  and 
much  research  is  underway  in  this  area. 

The  population  explosion  is  still  a prob- 
lem, with  over  seven  million  births  a year 


in  the  United  States  alone.  But  family  plan- 
ning is  much  simplified  and  universally  ac- 
cepted. The  two  most  popular  methods  in 
this  country  are  the  once  a month  oral  cap- 
sule, taken  anytime  during  the  menses  to 
prevent  ovulation  the  following  month,  and 
the  immunologic  approach  with  a subcu- 
taneous injection  of  treated  sperm  prevent- 
ing conception  for  six  months  to  ten  years 
depending  on  dosage.  The  once  resurgent 
intrauterine  contraceptive  devices  are  rele- 
gated to  the  still  developing  areas  of  the 
world. 

And  how  is  all  this  made  possible?  The 
great  AMA  health  plan  of  1971  has  been  so 
effective  over  these  30  years,  that  few  can 
remember  the  time  when  financial  worries 
hindered  optimum  health  care.  Everyone 
carries  complete  private  health  insurance 
protection,  with  premiums  paid  by  public 
funds  only  for  those  disabled  or  with  mar- 
ginal income.  What  constitutes  the  latter, 
however,  is  a subject  of  frequent  argument. 

Personnel  costs  continue  to  rise  for  all 
members  of  the  health  team,  but  this  has 
long  been  counterbalanced  by  the  reduced 
hospital  costs  achieved  by  automation,  by 
centralization  of  the  health  team,  and  by 
matching  the  level  of  care  to  patient  needs. 
Physicians  are  no  longer  located  outside 
population  concentrations  of  10,000  to  15,000. 
Emergency  medical  care  and  triage  in  small 
conuB-  aitjes  are  carried  out  by  medical  as- 
sist«ii8,  with  transport  to  the  nearest  health 
center  as  indicated. 

And  so  . . . 

“Not  in  vain,  the  distance  beacons. 
Forward,  forward  let  us  range 
Let  the  great  world  spin  for  ever 
down  the  ringing  grooves  of  change.” 

But  perhaps  a few  constants  remain.  Hand 
in  hand,  the  joyful  mother  and  proud  father 
look  through  the  nursery  window  at  the 
crib,  wondering  whom  the  baby  most  resem- 
bles and  choosing  a name.  The  proud  father 
indeed  still  passes  out  cigars,  even  though 
they  are  noncarcinogenic.  And  the  physi- 
cian, for  all  his  shiny  new  hardware,  re- 
tains his  humility  as  of  old,  as  he  regards 
once  again  the  exquisite  physiology  of  God’s 
human  machine. 
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The  Peptides  of  Amniotic  Fluid* 


Introduction 

PRESSOR  activity  presumably 
due  to  a peptide  has  been  dem- 
onstrated in  amniotic  fluid 
from  toxemic  pregnancies^’  ^ The  placenta 
has  been  demonstrated  to  have  similar  ac- 
tivity/ and  in  addition  has  been  shown  to 
contain  a hypotensive  smooth  muscle  con- 
tracting peptide  similar  to  bradykinin  and 
kallidin/  A physiological  balance  between 
the  hypotensive  and  hypertensive  peptides 
may  be  important  in  the  homeostatic  mech- 
anisms of  pregnancy,  and  an  imbalance  may 
result  in  preeclampsia  or  eclampsia.  Consid- 
eration of  this  hypothesis  suggested  an 
analysis  of  the  peptides  of  amniotic  fluid. 
This  report  describes  the  separation  of  the 
peptides  of  human  amniotic  fluid  by  ion- 
exchange  chromatography  and  the  deter- 
mination of  their  molecular  size  by  gel  per- 
meation studies. 

Experimental 

Amniotic  fluid  collected  by  amniocentesis, 
or  at  the  time  of  artificial  rupture  of  the 
membranes,  is  centrifuged,  filtered  through 
a Seitz  filter  and  frozen  until  used.  All 
analytical  procedures  are  conducted  at  5°  C. 

Chromatography  on  Polyacrylamide  Gels 
Spherical  polyacrylamide  gels  are  avail- 
able (Bio-Rad  Laboratories)  which  can  sep- 
arate peptides  and  proteins  according  to 
molecular  size.  These  gels  act  as  molecular 
sieves. 
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The  gels  are  hydrated  and  poured  into 
0.9  X 160  cm  glass  chromatography  columns. 
Eluting  buffer  (O.OIN  acetic  acid)  is 
pumped  through  the  column  until  the  gels 
are  uniformly  packed. 

A 5.0  ml  sample  of  amniotc  fluid  is  intro- 
duced to  the  top  of  the  column  containing 
Bio-Gel  P-2.  This  gel  retards  the  migra- 
tion of  compounds  with  molecular  weights 
less  than  2,000.  Buffer  is  then  pumped 
through  the  column  and  the  effluent  moni- 
tored with  a Spectromonitor  programmed  to 
measure  optical  density  at  220  m/A,  260  mix, 
and  280  mja.  All  compounds  with  molecular 
weights  greater  than  2,000  are  excluded  and 
eluted  together  as  the  first  large  peak  shown 
in  the  chromatographs.  Figure  1 is  normal 
amniotic  fluid  chromatographed  on  the  Bio- 
Gel  P-2  column.  The  eluent  containing 
compounds  of  molecular  weight  greater  than 
2,000  is  lyophilized,  suspended  in  buffer, 
and  rechromatographed  on  the  next  larger 
gel  size.  This  procedure  is  repeated  on  all 
the  available  gels  up  to  and  including  P-60, 

♦Department  of  Obstetrics  and  Gynecology,  Eppley  Institute, 
University  of  Nebraska  College  of  Medicine.  Omaha,  Ne- 
braska. This  investigation  was  supported  by  Grant  P-384  of 
the  American  Cancer  Society 

tFellow  under  a U.S.  Public  Health  Service  Graduate  Train- 
ing Grant  TI-HD-18. 


Figure  1.  Chromatography  of  normal  amniotic  fluid  on  Bio-Gel  P-2.  Excluded  fraction  indicated  by  V.V. 


June,  1966 


243 


which  has  an  exclusion  limit  of  60,000.  Since 
no  compounds  absorbing  at  220  m/i,  260  m/i, 
or  280  mix  are  separated  except  on  Bio-Gel 
P-2,  it  is  probable  that  normal  amniotic  fluid 
does  not  contain  peptides  with  molecular 
weights  between  2,000  and  60,000.  The  sev- 
eral peaks  chromatographed  on  Bio-Gel  P-2 
could  be  due  to  amino  acids,  peptides  or 
nucleic  acids  since  all  of  these  compounds 
show  absorption  at  the  programmed  wave 
lengths. 

Attempts  were  made  to  improve  the  sep- 
aration of  the  compounds  chromatographed 
on  Bio-Gel  P-2  by  changing  ionic  strength 
and  pH  of  the  buffer  and  by  the  use  of  or- 
ganic solvents^  but  the  best  separation  is 
obtained  using  O.OIN  acetic  acid. 

To  determine  if  the  peaks  observed  on  the 
chromatographs  are  peptides,  amniotic  fluid 
was  chromatographed  on  Bio-Gel  P-2  and  the 
column  effluent  monitored  by  the  Technicon 
Peptide  Analyzer.  In  this  system  the  column 
effluent  is  divided  into  three  streams,  one 
part  goes  to  a fraction  collector,  one  part  is 
mixed  with  sodium  hydroxide  and  passed 
through  a hydrolysis  coil  and  the  third  part 
goes  through  a time  delay  coil.  After  neu- 
tralization and  dilution,  both  hydrolyzed  and 
unhydrolyzed  streams  are  reacted  with  nin- 
hydrin  and  read  in  recording  colorimeters. 
Hydrolysis  of  peptides  increases  the  free 
amino  groups  available  for  reaction  with 
ninhydrin,  therefore,  a peptide  is  indicated 
by  a difference  in  peak  height  on  the  hy- 
drolyzed side  in  comparison  with  the  un- 


hydrolyzed side.  Figure  2 illustrates  a typi- 
cal analysis  of  the  effluent  from  Bio-Gel  P-2, 
and  it  is  apparent  that  there  is  at  least  one 
peptide  present. 

Chromatography  on  Ion-Exchange  Resins 

Although  the  polyacrylamide  gels  provide 
a satisfactory  system  for  classification  of 
peptides  according  to  molecular  weight,  bet- 
ter resolution  of  individual  peptides  is  ob- 
tained using  ion-exchange  resins  in  conjunc- 
tion with  the  peptide  analyzer.  The  elution 
gradient  used  for  all  our  studies  is  modified 
from  that  of  Catravas®  in  the  following 
manner:  The  first  three  chambers  of  the 
Varigrad  are  filled  with  100  ml  of  0.2N 
acetic  acid,  pH  2.55,  and  the  next  three  cham- 
bers with  100  ml  of  2. ON,  pH  6.8,  acetate 
buffer.  This  gradient  is  found  to  reduce  the 
time  of  analysis  and  provides  better  separa- 
tion of  the  peptides.  Figure  3 is  a typical 
chromatogi-aph  obtained  with  normal  am- 
niotic fluid  and  demonstrates  the  presence 
of  at  least  six  peptides.  Additional  small 
peptide  peaks  can  be  demonstrated  with 
sample  volumes  of  5.0  ml  or  gi’eater. 

Samples  of  amniotic  fluid  were  chromato- 
gi-aphed  on  Bio-Gel  P-2  and  the  effluent  con- 
taining the  retarded  molecules  collected, 
lyophilized  and  chromatographed  on  the  ion- 
exchange  resins  of  the  peptide  analyzer. 
Comparison  of  this  chromatograph  (fig.  4) 
with  that  of  whole  amniotic  fluid  (fig.  3) 
indicates  that  all  of  the  peptides  present  in 
whole  amniotic  fluid  are  present  in  the  sam- 
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pie  containing  substances  of  less  than  2,000 
molecular  weight. 

That  proteolytic  enzymes  might  be  present 
in  amniotic  fluid,  and  that  the  observed  pep- 
tides might  arise  from  the  action  of  these 
enzymes  on  the  proteins  present  was  con- 
sidered. Samples  of  amniotic  fluid  were 
chromatographed  on  the  ion-exchange  resins 
of  the  peptide  analyzer  before  and  after  in- 
cubation at  37°  C for  two  hours.  No  quan- 
titative or  qualitative  differences  in  peptides 
were  observed.  This  suggests  that  there  are 
no  enzymes  in  amniotic  fluid  which  form  or 
catabolize  the  peptides  present. 

Because  of  the  ubiquitious  nature  of  glu- 
tathione (glutamylglycylcysteine)  in  tissue 
and  biological  fluids,  it  is  probable  that  two 
of  the  peptides  noted  could  be  the  oxidized 
and  reduced  forms  of  this  peptide.  The 
chromatographic  position  of  oxidized  and 
reduced  glutathione,  utilizing  the  ion-ex- 
change  column  of  the  Technicon  Peptide 
Analyzer,  reveals  that  both  forms  are  eluted 
together  in  a peak  that  precedes  peptide  V. 

Since  the  chromatographic  pattern  of  the 
peptides  in  normal  amniotic  fluid  shows  only 
slight  qualitative  variations,  it  is  of  interest 


to  determine  if  amniotic  fluid  from  toxemic 
patients  shows  the  same  peptide  pattern. 
Analysis  of  amniotic  fluid,  from  two  pre- 
eclamptic patients,  on  the  Bio-Gels  P-2  to 
P-60  shows  no  peptides  with  molecular 
weights  greater  than  2,000.  Analysis  of 
these  same  fluids  on  the  peptide  analyzer 
gives  chromatograms  showing  the  presence 
of  three  peptides  where  peptide  VI  is  found 
in  normal  amniotic  fluid.  These  are  labeled 
VIA,  VIB  and  VIC  in  Figure  5. 

The  significance  of  these  changes  can  be 
determined  only  after  study  of  a larger 
group  of  samples. 

Discussion 

To  the  best  of  our  knowledge,  this  is  the 
first  attempt  at  a systematic  description  of 
the  peptides  in  a biological  fluid  other  than 
urine. 

Some  of  the  peptides  in  biological  fluids 
may  result  from  enzymatic  action  of  the 
cathepsins  which  are  found  in  lysosomes.® 
Since  the  lysosomes  release  these  proteolytic 
enzymes  following  cell  damage,  it  might  be 
expected  that  wherever  cell  damage  occurs, 
that  additional  peptides  would  be  found  in 
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the  extracellular  fluids.  The  results  pre- 
sented are  consistent  with  this  hjT)othesis  if 
it  is  assumed  that  pre-eclampsia  causes  cell 
damage. 

The  demonstrable  biological  activity  of 
small  peptides  such  as  oxytocin,  bradykinin, 
and  angiotensin  makes  further  systematic 
study  of  the  peptides  in  amniotic  fluid  of 
particular  interest.  The  possibility  that  the 
peptides  of  amniotic  fluid  may  provide  in- 
formation on  the  condition  of  the  fetus  adds 
importance  to  the  exploration  of  their  diag- 
nostic potential  in  maternal  — fetal  develop- 
ment. 
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Nebraska  History  and  Medicine 
A Centennial 


The  history  of  Nebraska  has 
been  molded  in  the  past  100 
years  by  many  influences. 
Hosts  of  individuals  have  contributed  to  the 
state  that  offered  a gateway  to  the  west  by 
means  of  the  Missouri  and  Platte  valleys, 
the  Overland  Trail,  and  the  Union  Pacific 
Railroad. 

Isolated  historical  events  cannot  portray 
the  labors  and  spirit  that  shaped  the  first 
century  of  the  thirty-seventh  state.  Yet  by 
scanning  some  of  the  earlier  events  it  is  pos- 
sible to  appreciate  the  heritage  of  the  Corn- 
husker  State. 

Together,  the  people  have  molded  the  pat- 
tern that  resulted  from  a unified  effort  in 
business,  agriculture,  education,  law,  reli- 
gion, and  medicine.  Only  those  who  made 
history  can  really  appreciate  the  “pioneer 
spirit”  that  is  theirs. 

Under  Many  Flags 

The  new  land  was  part  of  a vast  territory 
that  was  claimed  by  Spain,  France  and 
England.  Coronado,  the  Spanish  explorer, 
may  have  reached  a part  of  Nebraska  in  his 
search  for  the  cities  of  gold  in  1541.  Later, 
French  and  Spanish  explorers  and  French 
fur  traders  occasionally  entered  into  the 
area.  In  1795,  French  traders  erected  a 
small  temporary  trading  post  in  what  is 
now  northeastern  Nebraska. 

The  Treaty  of  Paris  in  1763  had  ended  the 
French  and  Indian  War  and  the  area  called 
“Louisiana”  was  given  to  Spain.  Another 
treaty  later  gave  the  land  to  France. 

In  1803,  the  Union  consisted  of  but  17 
states.  The  Louisiana  Purchase,  of  which 
Nebraska  was  a twelfth-part,  cost  $15,000,- 
000;  an  estimated  2.6  cents  an  acre.  Subse- 
quently, 12  states  were  formed  from  this 
large  area  that  in  1803  had  a population  of 
about  92,000. 

Early  economy  was  spurred  by  fur  trad- 
ers, missionaries,  and  travelers  to  the  lands 


JOSEPH  C.  SCOTT,  JR.,  MD 
Omaha,  Nebraska 


to  the  West.  Stagecoaches  and  freight- 
wagons  moved  over  the  overland  trail. 

Nebraska  became  part  of  the  region  then 
known  as  “Indian  Country”  in  1821  when 
Missouri  became  a state.  Indian  tribes  in 
the  area  included  the  Caddoan,  Siouan,  Al- 
gonkian,  Shoshonean  and  Kiowan  families. 

Pioneers  and  Travellers 

Many  pioneers  walked,  rode,  and  died 
crossing  the  plains  during  the  time  of  the 
surges  to  Colorado  and  California.  In  1847- 
1849  the  Mormons  marked  a trail  across 
Nebraska  to  their  new  homes  in  search  of 
freedom. 

Enterprising  and  courageous  trailmakers 
moved  across  the  plains  and  river  valleys. 
Some  of  these  included:  Lewis  and  Clark 
(1804),  Zebulon  Pike  (1806),  Crooks  and 
McLennan  (1807),  the  Astorian  expedition 
(1811),  the  Yellowstone  expedition  (1819), 
Long  (1819),  Fremont,  Kit  Carson  (1842) 
and  many  others.  All  contributed  in  the 
mapping  of  the  Great  Plains. 

The  Nebraska  Territory 

The  Kansas-Nebraska  Act  in  1854  opened 
the  area  to  settlement.  The  Nebraska  terri- 
tory included  the  large  area  from  British 
America  to  40°  N.  latitude,  and  from  the 
Missouri  and  White  Earth  Rivers  to  the 
Summit  of  the  Rocky  Mountains.  Later,  in 
1861  and  in  1863,  it  was  further  reduced  by 
the  creation  of  other  territories. 

In  1861,  at  the  start  of  the  War  between 
the  States,  about  30,000  people  inhabited  the 
territory.  The  Homestead  Act  and  the  Pa- 
cific Railroad  Act  were  passed  by  Congress 
in  1862,  and  thereafter,  a steady  stream  of 
settlers  came  to  the  Nebraska  territory.  The 
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first  homestead  claim  in  the  United  States 
was  made  near  Beatrice,  Nebraska. 

After  several  unsuccessful  attempts  Ne- 
braska was  admitted  to  the  Union  on  March 
1,  1867.  Omaha  had  been  the  old  terri- 
torial capitol,  but  a new  center  of  govern- 
ment was  to  rise  on  the  prairie  and  was 
named  Lincoln  in  honor  of  the  president. 

Early  settlers  of  the  Goldenrod  State  suf- 
fered severe  hardships.  In  1873  droughts 
and  plagues  of  grasshoppers  destroyed  their 
crops  and  property.  Survival  against  na- 
ture’s elements  was  a major  problem. 

Nebraska  government  was  shaped  about 
a constitution  adopted  in  1875,  and  later  re- 
vised by  a constitutional  convention  in  1919- 
1920.  In  1934,  another  constitutional  amend- 
ment provided  for  a unicameral  legislature. 

The  early  nineteen-hundreds  heralded  the 
development  of  many  new  crops  on  the 
farmlands.  Winter  wheat,  alfalfa,  sugar 
beet,  and  hybrid  corn  were  grown.  Irriga- 
tion, soil  conservation,  and  later  modern 
farm  machinery  promoted  agricultural  suc- 
cess. Progressively  the  livestock  industry 
gained  in  importance. 

Medicine  and  Medical  Education 
in  Early  Nebraska 

Opportunities  for  education  of  doctors 
were  limited,  for  medical  schools  were  not 
generally  available  in  the  West  until  the  late 
eighteen-thirties.  Yet  their  absence  did  not 
seriously  retard  the  increase  in  the  numbers 
of  doctors  — for  entry  into  the  medical  pro- 
fession was  almost  as  easy  as  into  the  law. 
Many  of  Nebraska’s  earliest  physicians  set- 
tled after  tours  with  the  Army  or  an  ex- 
ploring party. 

A young  man  would  live  at  the  home  of 
some  local  doctor;  there  he  “read  medicine’’ 
with  him,  rolled  his  pills,  mixed  his  powders, 
cut  splints,  and  took  care  of  the  horse.  As 
time  went  by  he  was  allowed  to  assist  in 
diagnosis  and  treatment.  A period  varying 
from  two  to  three  years  usually  sufficed 
in  the  mind  of  the  preceptor  to  warrant 
launching  the  young  doctor  on  his  own.  Up- 
on completion  of  the  course,  the  preceptor 
would  issue  a certificate.  Unless  some  form 


of  examination  was  required  by  law,  this 
certificate,  when  registered,  entitled  the 
holder  to  practice  medicine. 

In  the  absence  of  data,  it  is  hard  to  esti- 
mate, but  it  appears  that  before  1840  ap- 
proximately three  fourths  of  the  doctors  in 
the  middle  west  received  their  training  by 
means  of  the  apprentice  system. 

First  attempts  to  found  a Nebraska  Medi- 
cal Society  were  made  in  1855,  but  this  or- 
ganization did  not  function.  In  1857,  the 
legislature  granted  a charter  to  the  Nebraska 
Medical  Society,  which  finally  was  organized 
in  May,  1860,  in  Omaha.  The  Nebraska 
State  Medical  Society  was  a continuation  of 
the  original  group,  and  was  formally  organ- 
ized in  June  1868. 

No  laws  regulated  medical  practice  in  Ne- 
braska until  1881.  This  law,  later  amend- 
ed in  1891,  and  again  in  1897,  required  a 
certificate,  license,  or  diploma,  in  order  to 
engage  in  the  practice  of  medicine.  The  Ne- 
braska State  Board  of  Health  was  created 
by  the  Legislature  in  1891. 

The  “Omaha  Clinic’’  was  the  first  medi- 
cal periodical  published  in  Nebraska  April 
10,  1888.  Later  the  “Western  Medical  Re- 
view” began  publication  in  May  20,  1896. 
The  “Nebraska  State  Medical  Journal”  was 
first  published  by  the  Nebraska  State  Medi- 
cal Association  in  1915. 

Medical  Schools 

In  Nebraska  the  first  incorporated  Medical 
school  was  the  Omaha  Medical  College  which 
was  chartered  in  May,  1869.  Although  the 
institution  was  well  organized  on  paper  and 
had  an  appointed  faculty,  it  never  opened 
its  doors.  Later,  in  1879,  the  Nebraska 
School  of  Medicine  Preparatory  was  started. 
The  charter  of  the  Omaha  Medical  College 
was  surrendered  to  the  new  school  and  it 
assumed  the  name  of  Omaha  Medical  Col- 
lege. The  first  class  graduated  in  1882 
had  eight  members. 

In  1883,  the  Lincoln  Medical  School  was 
organized  on  the  campus  of  the  University 
of  Nebraska,  only  to  go  out  of  existence  in 
1887.  Efforts  to  re-establish  this  medical 
school  in  Lincoln  failed. 
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When  the  Lincoln  Medical  College  con- 
nected with  the  University  of  Nebraska  went 
out  of  existence  in  1887,  there  was  a move- 
ment to  establish  a medical  school  in  the 
capitol  city.  Subsequently,  the  Cotner  Uni- 
versity Medical  Department  was  founded  in 
1890  by  the  Lincoln  physicians  of  the  Eclec- 
tic school.  Ultimately  the  school  graduated 
over  275  graduates.  In  1918  the  school  be- 
came extinct. 

The  Nebraska  College  of  Medicine  of  Wes- 
leyan University  was  organized  in  Lincoln 
in  1905.  Active  affiliation  with  Wesleyan 
University  continued  until  1909.  Twelve 
students  were  graduated. 

The  Regents  of  the  University  of  Nebras- 
ka and  those  active  in  the  affairs  of  the 
Omaha  Medical  College  worked  toward  an 
affiliation  for  many  years.  Finally,  in  1913, 
the  Omaha  IMedical  College  was  amalgamated 
with  the  University  of  Nebraska  as  its  med- 
ical school.  In  1915  the  University  of  Ne- 
braska Hospital  was  established  to  provide 
a teaching  hospital  in  connection  with  the 
college. 

In  1878,  Creighton  University  was  opened 
in  Omaha,  as  a memorial  to  Edward  Creigh- 


ton. In  1892  a medical  school,  the  John  A. 
Creighton  Medical  College,  was  founded  as  a 
department  of  the  University.  The  build- 
ings of  Saint  Joseph’s  Hospital  were  used 
to  house  the  new  medical  school.  In  1898 
Creighton  Medical  College  moved  into  build- 
ings especially  constructed  for  it. 

Thus,  from  the  time  of  the  late  eighteen- 
hundreds,  Nebraska  medicine  has  grown 
hand  in  hand  with  other  educational  and 
health  care  facilities  in  the  state.  The  ef- 
forts of  people  in  large  and  small  towns  have 
continued  to  build  for  the  future. 

Certainly  Nebraska  has  marked  a place 
in  history  during  its  “first  centuiy.”  Prog- 
ress will  continue,  and  the  State  Flag  seal 
which  symbolizes  commerce,  industry,  trans- 
portation, and  agriculture  should  convey  to 
each  citizen  the  depth  of  feeling  that  marks 
the  centennial  year  and  the  spirit  of  the 
Cornhusker  State. 
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Ninety  per  cent  of  the  drugs  and  pharmaceuticals  available 
today  have  been  developed  since  1950,  according  to  Dr.  Jules  Back- 
man,  New  York  University  economics  professor. 
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The  Causes  of  Labor 


WHAT  causes  labor?  The  answer 
to  this  question  holds  the  key 
to  many  major  problems  with- 
in the  field  of  obstetrics.  This  paper  will 
deal  with  some  factors  which  may  play  a 
role  in  the  onset  and  support  of  labor. 

A’ery  likely,  the  onset  of  labor  involves 
a complex  interplay  of  environment,  ma- 
ternal systemic  health,  and  localized  uterine 
factors.  As  a result  of  considerable  research 
in  the  past  few  years,  two  concepts  have 
received  experimental  support  in  being  par- 
tial controlling  factors  in  the  origin  of 
labor.  The  first  of  these  concepts  is  related 
to  the  possible  inteiTnittent  or  continuous  re- 
lease of  oxytocin  prior  to  and  during  labor. 
The  other  is  related  to  the  gradual  with- 
drawal of  physiologic  progesterone  activity 
within  the  myometrium,  the  “progesterone 
block,”  as  proposed  bj'  Csapo. 

Considerable  quantitative  information 
about  labor  has  been  accumulated  as  a re- 
sult of  the  use  and  development  of  the  fol- 
lowing : 

1.  Long  term  pressui*e  recordings  of  uter- 
ine activity  with  intraamniotic  cathe- 
ters, extraovular  balloons  and  external 
tocodynamometers. 

2.  The  biochemical  synthesis  of  oxytocin 
and  its  derivatives. 

3.  Fairly  sensitive  biologic  assay  systems 
for  oxytocin. 

4.  Serum  and  tissue  progesterone  mea- 
surement techniques. 

5.  Microelectrode  studies  of  individual 
myometrial  cell  membrane  activity. 

6.  The  use  of  ablation  and  stimulation 
techniques  within  the  central  nervous 
system. 

Uterine  Physiology 

Humans  and  rodents  are  the  most  popular 
groups  of  experimental  subjects.  Rabbits 
have  been  of  greatest  value  because  of  fairly 
exact  knowledge  concerning  their  reproduc- 
tive system,  relative  inexpensiveness,  and 
relatively  large  uteri.  It  is  important  to 
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realize  that  in  rabbits,  there  are  two  uterine 
horns  and  that  the  progesterone  support 
throughout  pregnancy  originates  from  the 
ovary  and  the  placenta.  In  humans,  pla- 
cental production  of  progesterone  supports 
the  gestation  from  the  earliest  months  of 
pregnancy. 

In  describing  long  term  intrauterine  pres- 
sure recordings  from  the  pregnant  uterus  in 
humans,  a unit  called  the  Montevideo  Unit 
has  been  devised  by  Caldeyro-Barcia.  Uter- 
ine activity  expressed  in  Montevideo  Units 
is  equal  to  the  number  of  contractions  in  a 
ten  minute  inteiwal  multiplied  by  the  aver- 
age amplitude  of  contractions  in  millimeters 
of  mercury  during  the  interval.  In  the 
term  uterus,  labor-like  levels  of  uterine  ac- 
tivity are  above  100  Montevideo  Units.  Spon- 
taneous uterine  activity  prior  to  labor  at 
term  is  40  to  80  Montevideo  Units.  The 
Montevideo  Unit  offers  a quick  method  of 
calculation  of  uterine  activity  without  com- 
plicated mathematical  procedures.  However, 
it  is  not  a precise  measure.  Studies  are  be- 
ing initiated  within  the  Department  of  Elec- 
trical Engineering  at  the  University  of  Ne- 
braska to  define  better  descriptions  of  uter- 
ine activity. 

Considerable  knowledge  of  myometrial 
function  has  been  obtained  from  in  vitro 
isometric  muscle  strips.  The  muscle  strip 
is  fixed  between  two  points  so  that  it  can- 
not change  length  during  a contraction.  Dur- 
ing a contraction  a curve  is  obtained  that  is 
representative  of  the  tension  between  the 
myometrial  cells.  An  “optimal  length”  of 
the  muscle  strip  produces  maximum  force 
during  a contraction.  At  lengths  of  the 
muscle  strip  greater  than  or  less  than  this 
“optimal  length,”  less  than  maximal  ten- 
sion is  obtained  during  each  active  uterine 
contraction.  For  the  physiologist,  this 
length  is  important  to  determine,  since  at 
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that  length  comparisons  may  be  made  from 
one  animal  to  another.  Recently,  Wood  has 
shown  that  in  early  pregnancy  the  myo- 
metrium was  under-stretched  (73  to  90  per 
cent  of  optimal  length  for  contraction),  while 
in  late  pregnancy  the  myometrium  was  close 
to  its  optimal  length  (90  to  100  per  cent). 
During  labor  he  found  that  the  lower  uterine 
segment  becomes  over  stretched  and  loses 
its  contractile  power,  thus  supporting  Cal- 
deyro-Barcia’s  description  of  the  triple  uter- 
ine gradient  during  labor. 

In  this  discussion,  labor  will  be  equated 
with  the  onset  of  uterine  activity  which  con- 
tinues through  to  delivery.  It  seems  ob- 
vious that  delivery  will  not  take  place  if  the 
forces  within  the  uterus  are  not  greater 
than  forces  without.  On  this  basis,  it  is  jus- 
tifiable to  equate  labor  with  myometrial  ac- 
tivity which  is  the  result  of  myometrial  con- 
tractions. 

The  basic  unit  of  the  myometrium  is  the 
myometrial  cell  which  is  about  10  microns 
in  size.  The  cell  is  surrounded  by  an  ex- 
citable cell  membrane  which  encloses  the 
nucleus,  plasma,  and  myofibrils.  The  myo- 
fibrils are  made  up  of  the  contractile  pro- 
teins actin  and  myosin.  The  contractile  sys- 
tem of  the  muscle  cell  is  composed  of  acto- 
myosin,  adenosine  triphosphate,  and  ions. 
Work  or  tension  produced  by  a myometrial 
cell  is  dependent  upon  its  actomyosin  concen- 
tration. This  concentration  is  dependent 
upon  estrogen  stimulation.  There  is  a con- 
tinued deposition  of  actomyosin  up  to  the 
32nd  to  36th  week  of  pregnancy.  At  this 
time,  the  uterus  has  reached  maximum  acto- 
myosin concentration  and  maximum  response 
to  oxytocin. 

An  electrical  potential  exists  (across  the 
cell  membrane)  which  is  due  to  the  difference 
in  ionic  concentration  of  potassium  and  so- 
dium maintained  by  the  sodium  pump  within 
the  living  cell.  The  usual  myometrial  cell 
membrane  potential  is  46±  9.6  millivolts. 
Estrogen  increases  this  potential.  Proges- 
terone therapy  increases  the  membrane  po- 
tential further  and  stabilizes  its  fluctua- 
tions. Progesterone  may  also  bind  calcium, 
and  may  thereby  inhibit  the  coupling  of  cell 
membrane  action  potentials  to  the  contrac- 
tile proteins.  By  increasing  the  cell  mem- 


brane potential  excitability,  spontaneous  ac- 
tivity and  pharmacologic  reactivity  are  re- 
duced. Threshold  cell  membrane  potentials 
are  about  27  millivolts  in  uterine  smooth 
muscle.  Under  normal  circumstances,  action 
potentials  are  associated  with  increases  in 
muscular  tension.  With  the  use  of  micro- 
electrodes, individual  action  potentials  may 
be  associated  with  individual  increments  of 
tension  in  the  uterine  strip. 

Oxytocin  has  two  effects  upon  the  mem- 
brane potential.  If  the  membrane  is  hyper- 
polarized,  oxytocin  will  lower  the  potential 
toward  threshold  values,  so  that  action  po- 
tentials are  more  easily  generated  if  a stim- 
ulus is  received  from  a pacemaking  area  of 
the  uterus.  However,  if  the  membrane  is 
depolarized  slightly  below  a critical  level, 
oxytocin  repolarizes  the  membrane  and 
brings  it  into  a zone  where  action  poten- 
tials are  discharged.  Thus  oxytocin  tends 
to  drive  the  membrane  towards  an  “excita- 
tory equilibrium  level”  when  it  is  displaced 
to  either  side  of  this  level.  Oxytocin  in- 
creases the  frequency  of  the  trains  of  action 
potentials  and  the  number  of  action  po- 
tentials per  each  train. 

There  exists  no  specific  system  within 
smooth  muscle  which  dictates  which  way  or 
how  an  action  potential  will  propagate,  once 
it  is  generated  by  a cell.  Of  course  this 
propagation  is  necessary  so  that  enough  cells 
contract  to  produce  enough  tension  which 
would  be  equivalent  to  what  clinicians  call  a 
contraction.  All  electrophysiologic  evidence 
indicates  that  any  cell  within  the  myo- 
metrium may  be  a pacemaking  cell,  and  that 
smooth  muscle  does  behave  as  if  it  were  an 
anatomic  syncytium.  Dewey  and  Barr  have 
shown  that  a structure  called  a nexus  exists 
between  smooth  muscle  cells  and  that  the 
nexus  behaves  as  a link  in  the  structural 
basis  for  electrical  transmission  in  smooth 
muscle.  This  concept  may  be  of  importance 
since  progesterone  inhibits  the  propagation 
of  action  potentials  from  one  area  of  the 
uterus  to  another.  Under  progesterone  dom- 
inance the  muscle  behaves  similarly  to  a pro- 
caine blocked  neiwe.  Under  estrogen  dom- 
ination the  myometrium  behaves  as  a whole 
because  it  propagates  the  excitation  wave 
in  all  directions.  In  vitro,  this  progesterone 


June,  1966 


251 


inhibition  of  the  contractile  wave  propaga- 
tion has  been  demonstrated  in  human  and 
animal  myometrial  strips. 

Labor 

It  is  now  accepted  that  precursors  to  oxy- 
tocin are  formed  within  the  central  nervous 
system  near  the  paraventricular  or  supra- 
optic nucleus  and  then  transported  via  the 
hypothalamo-hypophysial  tract  to  the  pos- 
terior pituitary  gland  where  they  are  stored. 
Antidiuretic  hormone  is  formed  and  trans- 
ported in  a similar  way.  Recently  it  has 
been  reported  that  the  two  hormones  are  re- 
leased separately  from  the  posterior  pitui- 
taiy,  depending  upon  the  hypothalamic  stim- 
ulus. However,  there  is  considerable  evi- 
dence to  indicate  that  the  hormones  are  re- 
leased together  so  as  yet  this  point  remains 
undefined. 

In  pregnant  humans  during  the  last  eight 
weeks  of  pregnancy,  physiologic  continuous 
infusions  of  oxytocin  cause  increases  in  fre- 
quency and  amplitude  of  uterine  contractions 
but  not  in  uterine  tonus.  The  physiologic 
dose  range  is  from  one  to  eight  milliunits  of 
oxytocin  per  minute.  If  infusion  rates  are 
above  16  milliunits  per  minute,  excessive  fre- 
quency of  contractions  and  increases  in 
uterine  tonus  develop.  Both  of  these  are  un- 
favorable for  fetal  welfare.  During  early 
pregnancy  much  higher  infusion  rates  of 
oxytocin  are  necessary  to  produce  a change 
in  uterine  activity.  Doses  of  one  to  two  milli- 
units per  minute  have  no  effect  up  to  the 
28th  week  of  pregnancy,  and  doses  as  high 
as  128  milliunits  per  minute  are  necessary 
to  produce  a response.  The  maximum  re- 
sponse to  oxytocin  is  reached  between  the 
32nd  and  36th  week.  Spontaneous  uterine 
activity  increases  gradually  from  early  preg- 
nancy up  to  30  weeks  of  pregnancy;  then 
there  is  a more  rapid  progressive  increase 
until  the  onset  of  labor. 

The  following  pieces  of  evidence  support 
the  view  that  oxytocin  plaj^s  a major  role  in 
the  initiation  and  support  of  labor: 

1.  Oxytocin  is  the  only  hormone  which  is 
capable  of  simulating  normal  labor. 

2.  By  measuring  the  milk  ejection  re- 
sponse to  suckling  upon  the  post  par- 


turn  breast  four  milliunits  of  oxytocin 
given  continuously  intravenously  pro- 
duces a physiologic  response. 

3.  So-called  physiologic  dose  ranges  of 
continuous  intravenous  oxytocin  are  on 
the  order  of  (10-®)  grams/minute/72 
kilogram  patient.  These  rates  are 
similar  to  those  of  antidiuretic  hor- 
mone release  which  is  necessary  to  in- 
hibit water  diuresis. 

4.  Antidiuretic  hoiinone  does  have  an  ef- 
fect upon  the  uterus  but  equivalent 
doses  to  match  oxytocin  effect  are  30 
to  100  times  higher. 

5.  In  pregnant  animals,  hypophysectomy 
and  lesions  of  the  hypothalamus  lead 
to  prolonged  labor  and  interference 
with  milk  ejection  reflex. 

6.  Electrical  stimulation  of  the  supra- 
optic neurohypophysial  system  in  ani- 
mals leads  to  an  increase  in  uterine 
contractions  and  milk  ejection. 

7.  The  electrical  stimulation  of  centers 
higher  than  the  hjqjothalamus  in  the 
central  nervous  system  causes  uterine 
contractions  despite  cord  transection 
and  cutting  of  the  vagii. 

8.  Ferguson  found  increases  in  uterine 
activity  following  cervical  stimulation 
in  rabbits.  This  was  abolished  by 
cord  transection  or  hypophysectomy. 

9.  Milk  ejection  has  been  recorded  dur- 
ing labor  and  both  milk  ejection  and 
intrauterine  activity  reach  maximal 
values  during  the  second  stage  of 
labor. 

10.  Jugular  blood  samples  demonstrate 
an  increase  in  oxytocin  equivalent  ac- 
tivity up  to  the  second  stage  of  labor. 

11.  There  is  a rapid  increase  in  oxytocin- 
like uterine  activity  in  rabbits  48 
hours  before  delivery. 

Munsick  has  recently  summarized  the 
chief  objections  to  the  contention  that  oxy- 
tocin plays  a key  role  in  the  evolution  of 
labor. 

1.  Most  evidence  indicates  that  oxytocin 
is  secreted  during  labor. 

2.  Upon  cervical  dilatation  in  a gi’oup  of 
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antepartum  patients,  seven  of  nine 
of  whom  went  into  labor,  no  milk  ejec- 
tion response  was  noted  with  cervical 
dilation.  There  was  a good  milk  ejec- 
tion response  to  intravenous  oxytocin 
and  suckling. 

3.  There  are  reports  of  patients  with  dia- 
betes insipidus  who  have  gone  through 
labor  with  no  milk  ejection  response 
postpartum. 

4.  Spinal  anesthesia  up  to  C-6  and  T-2 
dose  not  stop  uterine  contractions. 

Oxytocinase  is  a hormone  which  appears 
in  human  plasma  shortly  after  conception. 
The  concentration  of  this  hormone  increases 
with  gestational  age.  Maximum  concentra- 
tions are  reached  in  the  last  weeks  of  preg- 
nancy, and  no  decline  is  noted  prior  to  labor. 
There  is  a fairly  rapid  drop  in  the  concen- 
tration of  this  hormone  postpartum.  The 
exact  role  of  oxytocinase  and  its  effects  upon 
the  initiation  of  labor  are  unknown. 

That  localized  uteroplacental  factors  play 
a role  in  the  onset  of  labor  is  emphasized  by 
the  reported  cases  of  twins,  one  within  each 
horn  of  a bicomuate  uterus,  delivering  sev- 
eral days  apart.  Wood  has  been  able  to  ob- 
tain pressure  measurements  from  a patient 
who  had  a complete  septum  within  the  uterus 
with  a gestation  in  only  one  compartment 
of  the  uterus.  Using  an  intrauterine  bal- 
loon in  the  nonpregnant  portion  and  an  ex- 
ternal tocodynamometer  over  the  pregnant 
portion  he  noted  there  was  more  activity  in 
the  non  pregnant  cavity  than  the  pregnant 
cavity  prior  to  the  onset  of  labor  when  then 
activity  in  each  cavity  was  equal.  Csapo  pos- 
tulates that  with  placental  progesterone  pro- 
duction during  early  pregnancy  the  proges- 
terone permeates  the  myometrium  with  the 
gradient  of  progesterone  content  highest  at 
the  placental  site.  Kumar  and  Barnes  have 
demonstrated  this  gradient  by  measuring 
serum  and  tissue  progesterone  levels.  The 
highest  serum  level  of  progesterone  exists 
at  the  retroplacental  site  and  the  lowest  in 
the  peripheral  veins.  Also,  tissue  proges- 
terone levels  are  higher  at  the  placental  site 
than  at  interplacental  sites  up  to  the  38th 
week  of  pregnancy. 

As  pregnancy  advances,  the  placenta  oc- 


cupies less  of  the  myometrial  area.  This 
means  that  progressively  more  of  the  myo- 
metrium is  released  from  the  progesterone 
block  so  that  uterine  contractions  can  be- 
gin and  propagate  synchronously  across  the 
uterus.  Csapo  has  recorded  intrauterine 
pressures  and  myometrial  electrical  activity 
from  pregnant  rabbits.  Upon  performing  an 
oophorectomy  near  term,  the  pressure  and 
electrical  activity  evolved  from  an  asyn- 
chronous to  synchronous  pattern,  which  was 
reversed  by  exogenous  progesterone  therapy. 
Daniel  has  demonstrated  similar  findings  in 
the  cat.  By  administering  vaiying  doses  of 
exogenous  progesterone  to  rabbits  which 
were  near  term  and  had  an  oophorectomy, 
Csapo  was  able  to  determine  a dose  of  pro- 
gesterone that  would  delay  labor.  By  inject- 
ing hypertonic  saline  into  one  uterine  horn 
in  rabbits  on  day  29  of  their  gestation  he 
was  able  to  induce  labor  on  day  30. 

Oxytocin-induced  labor  in  rabbits  on  day 
30  usually  leads  to  prolonged  labor,  despite 
the  doses  of  oxytocin  used.  In  this  gi'oup  of 
animals  it  was  felt  that  dehydration  of  the 
tissues  had  caused  placental  damage.  Re- 
peating the  experiment  and  manually  dis- 
lodging the  placentas  gave  similar  results. 
Also,  by  increasing  the  volume  within  one 
uterine  horn,  labor  was  induced  within  that 
uterine  horn,  but  not  from  the  undistended 
horn.  This  could  be  offset  by  exogenous 
progesterone  therapy.  As  a result  of  this 
work  Csapo  has  proposed  an  interrelation- 
ship for  uterine  activity: 

Uterine  Volume 

Uterine  activity  equals  uterine  volume  di- 
vided by  physiologic  progesterone  block  of 
the  myometrium. 

Wood  induced  labor  in  five  of  six  pa- 
tients by  instilling  500  ml  of  dextran  into 
the  uterus.  After  instillation  there  was  an 
increase  in  abdominal  girth  which  was  felt 
to  be  due  to  increased  uterine  volume. 

One  may  wonder  why  we  have  not  been 
able  to  prevent  premature  labor  and  abor- 
tion by  the  use  of  exogenous  progestational 
agents.  Csapo  feels  that  once  progesterone 
is  in  the  blood  stream  it  may  be  bound  by 
plasma  constituents  which  affect  its  trans- 
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port  to  target  organs  and  therefore  the 
drugs  given  systemically  have  no  effect. 

Other  workers  do  not  agree  entirely  with 
Csapo’s  results: 

1.  In  humans,  even  though  uterine  ve- 
nous blood  has  a higher  concentration 
of  progesterone  than  peripheral  ve- 
nous blood,  there  have  been  no  de- 
creases in  progesterone  content  prior 
to  or  during  labor  even  after  intra- 
uterine injections  of  hypertonic  sa- 
line. 

2.  Identifiable  placental  damage  has  not 
always  been  found  after  hypertonic 
saline  injections. 

3.  Progestational  agents  are  not  uni- 
formly effective  in  preventing  abor- 
tion or  premature  labor. 

4.  In  humans,  labor  starts  at  the  expect- 
ed date  despite  antepartum  progester- 
one therapy. 

5.  Intramniotic  progesterone  has  de- 
creased spontaneous  uterine  activity 
but  has  not  decreased  uterine  sensitiv- 
ity to  oxytocin. 

6.  In  humans,  contractions  have  been  re- 
corded from  the  placental  areas ; some- 
thing not  to  be  expected  if  this  were 
a region  of  high  progesterone  block. 

Thus  far,  we  have  discussed  two  of  the 
more  plausible  explanations  for  the  onset 
of  labor  and  may  conclude  that  neither  of- 
fers a complete  explanation. 

^’asicka  has  called  attention  to  the  effect 
of  mateiTial  blood  pressure  upon  uterine 
contractions.  With  decreases  in  blood  pres- 
sure there  were  decreases  in  uterine  activ- 
ity. Work  done  with  isoxsuprine  would  tend 
to  support  this  effect  in  that  the  usual  effec- 
tive doses  of  ^’asodilan®  are  in  ranges  which 
may  depress  maternal  blood  pressure  and 
increase  maternal  heart  rate.  Positional 
changes  of  the  patient  may  also  affect 
uterine  blood  flow  and  uterine  activity. 


For  this  reason,  the  lateral  position  of  the 
patient  is  more  physiologic  than  the  dorsal 
supine  position. 

The  onset  of  labor  may  be  related  to  im- 
munologic mechanisms.  iSIedawar  as  quoted 
by  Woodruff  and  Simmons  proposed  that 
the  fetus  acts  as  a honiogi’aft  and  is  pro- 
tected from  rejection  by  the  uterus  with 
these  possible  mechanisms; 

1.  There  exists  some  form  of  anatomic 
separation  of  the  fetus  from  the  moth- 
er. 

2.  There  exists  antigenic  immaturity  of 
the  fetus. 

3.  There  is  immunologic  inertness  of  the 
mother. 

It  now  seems  that  the  first  of  these  mech- 
anisms is  most  probable.  Russell  and  Si- 
mons have  demonstrated  that  the  trophoblast 
in  mice  is  nonantigenic,  whereas  fetal  tis- 
sues of  the  same  age  are  uniformly  rejected 
by  the  maternal  host.  Bardawil  and  IMitchell 
found  that  in  a gi'oup  of  patients  with  a ten- 
dency to  abort  there  was  more  rapid  rejec- 
tion of  paternal  skin  grafts  than  grafts 
from  control  subjects.  Woodruff,  using 
rats  and  rabbits,  sensitized  females  to  male 
skin  grafts.  The  females  M'ere  then  mated 
with  male  donors,  and  during  gestation 
limbs  of  the  fetus  were  used  as  homogi’afts 
upon  the  mother.  She  uniformily  rejected 
the  fetal  homogi'aft  but  yet  the  pregnancy 
went  on  to  term.  There  seems  to  exist  a pro- 
tective mechanism  at  the  uteroplacental 
site,  which  prevents  rejection  of  the  fetus 
from  the  mother.  Thus,  initiation  of  labor 
may  be  related  to  a breakdown  in  this  pro- 
tective mechanism. 

There  is  no  single  answer  as  to  what 
causes  labor.  In  a general  sense  the  final 
explanation  of  labor  will  have  to  relate  en- 
vironmental psychic,  hormonal,  systemic, 
and  localized  factors. 

(References  available  from  author). 


Hospitals  now  deliver  97  out  of  every  100  births  in  the  United 
States,  compared  to  .37  of  every  100  in  1935. 
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Evaluation  of  the  Fetus  in  Utero 


ONE  of  the  stumbling  blocks  in 
improving  infant  survival  is 
our  current  ignorance  of  the 
status  of  the  individual  fetus  in  utero.  There 
is  a definite  need  in  obstetrics  for  an  ac- 
curate, reliable  means  of  assessing  whether 
the  fetus  is  “at  risk”  or  not  at  a given  point 
in  time.  Furthermore,  if  such  a means  is 
devised,  it  must  be  practical;  that  is,  read- 
ily available  to  large  numbers  of  patients, 
and  at  a reasonable  cost.  At  the  moment 
such  a device  does  not  exist.  However,  the 
future  looks  promising,  and  it  is  the  pur- 
pose of  this  paper  to  review  the  current 
status  of  our  ability  to  judge  fetal  welfare. 
Evaluation  in  the  first  trimester  and  during 
labor  are  beyond  the  scope  of  this  article 
and  will  not  be  discussed. 

Which  Patients  Need  Special 
Attention? 

Fetal  danger  is  not  always  obvious,  so  it 
would  be  ideal  to  apply  all  our  knowledge 
in  the  care  of  all  patients,  but  limited  scien- 
tific and  patient  resources  make  this  impos- 
sible. Obviously  we  must  select  high  risk 
patients  for  special  attention.  Patients  may 
be  divided  into  these  seven  groups; 

1.  Postmaturity.  Unquestionably  the 
entity  of  “placental  insufficiency”  or 
“placental  dysfunction,”  exists,  and 
has  an  incidence  of  about  0.25%. 
Babies  so  afflicted  face  an  increased 
risk  of  death,  anomaly,  and  mental  re- 
tardation. However,  this  entity  is  not 
synonjmious  with  “Postmaturity” 
which  is  usually  given  an  arbitrary 
definition  of  pregnancy  longer  than 
294  days  and  occurs  in  5 to  12%  of 
pregnancies.  This  is  also  associated 
with  increased  fetal  risk  but  for  other, 
additional,  reasons  (disproportion,  pro- 
longed labor,  difficult  delivery).  Eu- 
ropean authors  tend  to  favor  aggres- 
sive treatment  of  postmaturity,  while 
many  American  obstetricians  feel  that 
the  risks  of  earlier  delivery  may  out- 
weight  the  benefits.  It  would  seem 
that  if  babies  with  declining  placental 
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function  (and  a perinatal  mortality  in 
the  range  of  40%)  could  be  accurate- 
ly selected  from  the  postmaturity 
group,  early  delivery  might  be  more 
rationally  selective. 

2.  Diabetes.  The  risks  to  the  fetus  of 
maternal  diabetes  are  well  known. 
Practically  every  article  of  importance 
up  to  1963  on  the  subject  of  diabetes 
in  pregnancy  is  included  in  the  bibli- 
ography of  an  excellent  summary  by 
Kyle.  There  has  been  progress  since 
then  but  no  real  “breakthrough.”  The 
usual  practice  in  order  to  prevent  fetal 
loss  is  delivery  about  the  37th  week. 
This  still  results  in  a fetal  loss  in  the 
range  of  10  to  15%  and  two  basic 
flaws  in  management : ( 1 ) we  are  still 
playing  “statistical  roulette”  with  the 
individual  fetus  and  (2)  the  problem 
of  latent  or  “prediabetes”  remains. 
The  fetus  of  the  “prediabetic”  mother 
faces  an  increased  risk.  A rational 
selection  based  on  individual  fetal  risk 
is  obviously  preferable. 

3.  Toxemias.  Preeclampsia  and  hyper- 
tension are  intertwined  with  placental 
insufficiency  and  diabetes.  The  fetal 
risk  is  markedly  increased;  but  which 
baby  should  be  delivered  when?  The 
indication  for  delivery  is  usually  ma- 
ternal, but  finer  timing  could  improve 
fetal  salvage. 

4.  Primary  renal  disease.  In  primary 

maternal  renal  disease  the  fetal  risk 

increases  alarmingly.  There  is  un- 

doubtedly room  for  improvement  with 
more  careful  selection  of  pregnancies 
“at  risk.” 

5.  Elderly  Primigravida.  A multiple 

risk  group,  yet  a group  to  whom  care- 
ful, intelligent,  management  could  of- 
fer improved  fetal  survival. 
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6.  Maternal  - fetal  blood  incompatibility. 
Assessment  of  the  fetus  in  utero  is  a 
prerequisite  to  application  of  newer 
techniques.  One  must  know  ^^^th  some 
certainty  the  degree  of  involvement  of 
the  fetus.  Only  then  should  one  se- 
lect expectancy,  preterm  delivery  or 
intrauterine  transfusion.  No  physi- 
cian involved  in  obstetric  or  pediatric 
care  should  ignore  recent  advances  in 
this  field. 

7.  “Reproductive  failure.”  Unexplained 
stillbirth  may  recur,  abruptio  placen- 
tae tends  to  recur,  and  in  general  the 
fetal  prognosis  is  poorer  in  women 
with  a histoiy  of  previous  reproduc- 
tive failure. 

Evaluation 

Now  that  we  have  selected  our  “at  risk” 
patient,  what  means  are  at  our  disposal  to 
evaluate  the  fetus  as  pregnancy  progresses? 
Methods  are  best  divided  into  three  gi’oups: 
(1)  those  useful  clinically;  (2)  methods  of 
value,  but  primarily  research  techniques  and 
(3)  experimental  and  others. 

1.  Clinically  Use  fid 

History.  Previous  obstetric  history 
may  pinpoint  reproductive  failure, 
suggest  diabetes,  blood  incompatibil- 
ity, etc.  Socioeconomic  status  is  in  a 
rough  way  directly  proportional  to 
fetal  welfare.  Progressive  unex- 
plained weight  loss  in  late  pregnancy 
is  an  ominous  sign. 

Physical  Examination.  Failure  of 
growth  of  the  uterus  in  height  or  ab- 
domen in  girth  are  suggestive  of  pla- 
cental insufficiency.  Decrease  in  size 
is  more  worrisome  and  is  correlated 
with  placental  insufficiency.  Unfor- 
tunately, this  is  somewhat  crude  and 
of  no  value  if  hydramnios  occurs. 

Ui'inary  Estiiol  Excretion.  At  the 
present  time,  the  quantitative  estima- 
tion of  urinary  estriol  excretion  ap- 
pears to  be  the  most  accurate  index 
we  have  of  fetal  well-being.  The  as- 
sociation of  estrogen  excretion  with 
fetal  status  has  been  known  for  40 
years.  However,  only  recently  has 


this  test  become  of  practical  clinical 
value.  This  has  come  about  for  rtvo 
reasons : First,  older  assays  were 
biologic  assays,  time  - consuming  and 
hampered  by  the  fact  that  estriol, 
which  constitutes  90%  of  the  estrogen 
in  pregnancy  urine,  is  weak  biological- 
ly. Newer,  chemical,  methods  have  be- 
come more  practical,  so  that  Greene 
states  that  six  determinations  a day 
can  be  done  with  a procedure  which 
can  be  completed  in  four  to  six  hours. 
Second,  the  formation  of  estriol  ap- 
pearing in  maternal  urine  is  better 
understood.  The  possibility  that  the 
fetal  adrenal  provides  some  of  the 
precursors  for  estriol  synthesis  in  the 
placenta  is  suggested  by  the  experi- 
mental work  of  Diczfaluzy  and  the 
clinical  experiments  of  Cassmer,  (who 
showed  that  clamping  of  the  cord  in 
utero  led  to  a precipitous  fall  in  es- 
triol) and  Frandsen  (who  showed  that 
anencephalic  pregnancies,  where  the 
fetal  adrenals  are  small,  are  character- 
ized by  low  urinary  estriol).  From  the 
literature  and  from  our  own  work 
we  conclude  that  fetal  death  can  be 
reliably  determined  and  quite  prob- 
ably fetal  danger  and  impending 
death  as  well.  Figure  1 illustrates 
serial  estriol  values  in  a case  of  intra- 
uterine fetal  death  occurring  in  a dia- 
betic woman.  Note  the  precipitous 
fall  in  estriol  just  prior  to  fetal  death. 
The  test  is  of  value  in  pregnancy  com- 
plicated by  diabetes,  renal  disease, 
toxemia,  and  placental  dysfunction.  It 
is  not  of  value  in  Rh  sensitization. 

Amniocentesis.  Tap  of  the  amniotic 
sac  abdominally  appears  to  be  safe 
for  the  mother  and  fetus,  and  spectro- 
photometric  analj^sis  of  the  amniotic 
fluid  is  the  most  accurate  means  of 
assessing  fetal  involvement  due  to 
blood  incompatibility.  As  a guideline 
to  clinical  management,  amniocentesis 
exceeds  the  accuracy  of  the  Rh  titer 
or  any  other  means  of  predicting  fetal 
hemoglobin  at  birth.  The  450  m/i  peak 
on  the  spectrophotometer,  when  fitted 
into  “zones”  allows  the  clinician  to 
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apply  this  laboratory  test  in  practical 
patient  management.  The  recent  liter- 
ature on  the  subject  is  extensive,  and 
most  techniques  are  based  on  Liley’s 
clinical  application  of  Bevis’  discovery. 

Unfortunately,  our  list  of  practical, 
clinically  applicable  methods  ends 
here ; however,  research  techniques  are 
of  value  and  experimental  work  is  ex- 
citing. 

2.  Research  Techniques. 

Hormonocytology . We  have  no  experi- 
ence with  this  technique.  Some  au- 
thors believe  fetal  welfare  is  accurate- 
ly reflected,  others  do  not.  The  tech- 
nique requires  skill  and  experience. 
Amnioscopy.  Saling  believes  this  to 
be  a simple,  accurate  method.  An  en- 
doscope is  inserted  through  the  cervix 
and  the  membranes  and  fluid  visual- 
ized. He  has  found  placenta  previa 
inadvertently  three  times  this  way  and 
sometimes  caused  premature  labor 
(0.7%).  But  he  states  that  his  fetal 
loss  antepartum  is  only  0.5%  in  com- 
plicated pregnancy! 

Diagnostic  ultrasound.  Apparently  ac- 
curate measurement  of  fetal  growth 
is  possible,  but  the  equipment  is  ex- 
pensive and  experience  is  necessary. 


Amniotic  fluid  volume.  Dye  dilution 
studies  reveal  placental  insufficiency, 
since  amniotic  fluid  decreases  after 
the  39th  week,  earlier  in  toxemia,  and 
most  strikingly  in  prolonged  preg- 
nancy. However,  a pregnancy  with 
no  amniotic  fluid  and  survival  after 
300  days  is  recorded.  This  is  of  little 
value  in  hydramnios. 

Radioactive  Sodium  Clearance.  This 
may  accurately  reflect  uterine  blood 
flow.  It  is  purely  a research  technique 
at  this  time. 

Amniography.  Injection  of  dye  into 
the  amniotic  sac  may  be  of  value  in 
diagnosing  fetal  death,  fetal  anomaly, 
or  placenta  previa. 

3.  Experimental  and  other.  All  the  ex- 
perimental techniques  being  investi- 
gated cannot  be  discussed,  but  a few 
are  worthy  of  comment: 

Atropine  transfer.  The  extensive 
work  of  Heilman  et  al  in  this  field 
still  remains  in  the  “holds  promise” 
category.  Despite  sophisticated  elec- 
tronic equipment,  placental  transfer 
of  atropine  seems  to  be  an  all  or 
none  phenomenon  and  not  very 
helpful  clinically. 


Mg.  Estriol 
per  24  hrs . 


Weeks  of  Gestation 

Figure  1.  Serial  Estriol  values  in  pregnancy  complicated  by  diabetes. 
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FIGLU  excretion.  The  startling 
finding  Hibbard  that  97.5%  of 
patients  with  abruptio  placentae 
had  abnormal  formiminoglutamic 
acid  excretion  deserves  further  elu- 
cidation. 

LDH.  Lactic  dehydrogenase  isoen- 
zymes 4 and  5 are  elevated  in  me- 
galoblastic anemia  of  pregnancy  and 
total  values  in  abruptio.  So  far  we 
have  not  found  this  or  oc-hydroxy- 
butyrate  dehydrogenase  of  practical 
value  in  a moderate  series  of  our 
own. 

Radioactive  tniodothyronine  red 
cell  uptake.  Since  this  is  a measure 
of  thyroxine  binding  protein,  which 
is  increased  by  estrogens,  we  have 
tried  to  relate  this  to  fetal  status 
late  in  pregnancy.  So  far  our  re- 
sults have  been  disappointing. 

Diamine  Oxidase.  A new  scintilla- 
tion technique  makes  this  assay 
more  reliable,  and  it  appears  to  ac- 
curately reflect  pregnancy,  differ- 
entiate mole  and  looks  promising. 

Heat  Stable  Alkaline  Phosphatase. 
It  has  recently  been  shown  that  the 
source  of  this  enzyme  fraction  is  the 
placenta.  Although  individual 
values  vary  from  patient  to  patient, 
serial  values  in  a given  patient  seem 
consistent  with  a pattern.  We  are 
currently  studying  variations  in 
this  pattern  in  an  attempt  to  cor- 
relate them  with  fetal  welfare. 


Pregnanelone.  Whereas  estriol  more 
directly  reflects  the  fetus,  preg- 
nanelone excretion  in  the  urine  ap- 
pears to  reflect  directly  the  state 
of  the  placenta.  This  assay  looks 
very  promising. 

Summary  and  Conclusions 
At  the  present  time,  our  ability  to  evalu- 
ate fetal  status  in  utero  is  limited.  Never- 
theless, certain  high  risk  pregnancies  should 
be  identified  and  given  special  attention. 
Two  newer  laboratory  procedures  of  value 
are  now  available  to  aid  the  clinician.  We 
believe  serial  measurement  of  urinary  estriol 
excretion  accurately  reflects  fetal  welfare 
and  is  helpful  in  the  management  of  preg- 
nancy complicated  by  diabetes,  placental 
dysfunction,  toxemia,  or  renal  disease.  Ideal- 
ly two  determinations  per  week  should  be 
carried  out,  but  this  may  have  to  be  com- 
promised somewhat  due  to  the  cost  of  the 
assay.  Since  different  methods  of  extrac- 
tion and  measurement  may  be  used,  the 
“normal”  values  vary  from  laboratory  to 
laboratory,  so  a given  “normal”  must  be 
known,  and  trends  followed.  The  value  of 
abdominal  amniocentesis  in  the  management 
of  Rh  complicated  pregnancy  seems  estab- 
lished beyond  doubt.  The  technique  and  the 
laboratory  determination  are  both  simple, 
and  should  be  offered  to  women  who  are 
sensitized.  It  is  hoped  that  the  near  future 
will  find  us  with  other  practical  tests  de- 
vised from  current  research  and  experi- 
mental methods. 

(References  available  from  author). 


The  number  of  births  in  hospitals  declined  from  3,857,626 
in  1962  to  3,784,666  in  1963  reflecting  a nationwide  lowering  in 
the  birth  rate. 


258 


Nebraska  S.  M.  J. 


Cellular  Production  of  Gonadal 
Steroid  Hormones 


WITH  the  advent  of  carbon-14 
and  tritium  labeled  precursors, 
the  biosynthetic  and  metabolic 
pathways  of  steroid  hormone  production 
have  been  readily  elucidated  in  “normal”  and 
“abnormal”  tissues.  The  large  numbers  of 
in  vitro  experiments  have  produced  many 
insights  into  the  enzymatic  transformations 
capable  by  various  endocrine  tissues.  It 
turns  out,  however,  that  many  of  these 
transformations  are  not  significant  in  the 
normal  course  of  de  novo  honnone  synthesis. 

At  the  present  time  our  knowledge  of 
steroid  biosynthesis  shows  that  all  trans- 
formations occur  in  the  microsomal  fraction 
of  tissues  (liver,  adrenal,  ovary  and  pla- 
centa). The  microsomal  fraction  is  the  par- 
ticulate matter  which  sediments  from  80,000 
X g to  105,000  X g in  the  ultracentrifuge. 
Included  in  this  fraction  is  the  Golgi  ap- 
paratus, lysosomes,  the  granular  endoplasmic 
reticulum  (membranes  which  bear  numerous 
adhering  particles),  and  the  agranular  endo- 
plasmic reticulum  (no  adhering  particles). 
Three  exceptions  to  this  observation  are  (1) 
C-21  hydroxy lation  in  sheep  adrenal  which 
occurs  in  the  mitochondrial  fraction,  (2)  the 
reductive  processes  requiring  pyridine  coen- 
zymes (TPN  and  DPN)  which  are  located 
in  the  soluble  cell  fraction,  and  (3)  choles- 
terol conversion  to  pregnenolone  and  pro- 
gesterone in  the  mitochondrial  fraction  of 
human  placenta. 

I'ROGESTKKONK 


BARNEY  KADIS,  PhD 

Departments  of  Obstetrics  and  Gynecology  and 
Biochemistry,  University  of  Nebraska 
College  of  Medicine 
Omaha,  Nebraska 

The  conversions  of  acetate  to  cholesterol 
by  various  tissues  will  not  be  discussed  nor 
the  subsequent  transformation  of  cholesterol 
to  pregnenolone.  Trivial  names  of  steroids 
will  be  used  throughout  this  discussion.  Fi- 
nally, because  of  the  vast  amount  of  reported 
work,  literature  references  will  be  kept  to 
a minimum  since  cross  references  may  be 
found  in  the  main  body  of  the  work  cited. 

Testicular  Biosynthesis  ^ Biosynthetic 
pathways  originate  with  either  pregnenolone 
or  progesterone.  The  impetus  for  testicular 
synthesis  began  with  the  elegant  work  of 
Lynn  and  Brown^  utilizing  the  microsomal 
fraction  of  guinea  pig  testes.  From  their 
work  the  following  generally  accepted  path- 
way was  demonstrated.  (See  figure  1). 

The  significance  of  this  work  cannot  be 
underestimated,  for  the  identical  pathway 
exists  in  ovarian  tissue.  Androstenedione 
plus  acetic  acid  production  shows  that  an 
oxygen  atom  has  been  incorporated  into  the 
17-hydroxyprogesterone.  This  is  in  contrast 
to  bacterial  systems  in  which  the  oxygen  is 
incorporated  directly  into  progesterone  as 
depicted  in  figure  2. 
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Figure  4 


A second  pathway  (certainly  more  im- 
portant in  the  adrenal  cortex)  is  derived  di- 
rectly from  pregnenolone  or  pregnenolone 
sulfate.  (See  figure  3).  The  role  of  steroid 
sulfates  will  be  discussed  later. 

Testicular  interstitial  cells,  or  leydig  cells, 
are  thought  to  be  the  major  site  of  steroid 
hormone  production  in  the  testes.  The  cyto- 
plasm of  these  cells,  when  examined  with 
the  electron  microscope,  is  abundant  with 
agi’anular  endoplasmic  reticulum.®  This  or- 
ganelle is  also  involved  in  the  steroid  bio- 
synthesis of  steroid-secreting  organs  such  as 
the  adrenal  cortex,  corpus  luteum  or  theca 
interna  of  the  Graafian  follicle.  Thus,  there 
is  a primary  function  for  this  organelle  in 
endocrine  tissue. 

Ovarian  Biosynthesis Steroid  biosyn- 
thesis has  been  demonstrated  with  slices, 
minced  tissues,  microsomes,  corpora  lutea 
and  follicles.  The  Graafian  follicle  has  been 
shown  to  be  concerned  with  the  synthesis 
and  secretion  of  steroids.  Histologically  the 
follicles  consist  of  an  outer  fibrous  theca 
externa  layer  surrounding  the  vascular  and 


granular  theca  interna.  The  theca  interna 
is  bounded  on  its  inner  side  by  a basement 
membrane  through  which  no  blood  vessels 
penetrate.  Within  the  lumen  of  the  follicle 
are  large  numbers  of  granulosa  cells.  A “two 
cell  type”  theory  of  steroid  synthesis  in  the 
ovary  has  been  proposed  by  Short.'^  This 
theory  states  that  the  theca  interna  cells 
have  all  of  the  enzyme  systems  necessary  for 
the  synthesis  of  estradiol-1 7b  from  choles- 
terol; whereas  the  gi’anulosa  cells  have  only 
17-hydroxylase  ability  and  no  desmolase  ac- 
tivity (C-17  side  chain  cleavage).  Because 
of  this  limitation  of  the  granulosa  cell,  and 
once  the  corpus  luteum  has  been  formed 
from  the  granulosa  cell,  it  would  mean  that 
the  newly  formed  luteal  tissue  would  be 
forced  to  produce  mainly  progesterone. 

Electron  microscope  studies  with  human 
ovarian  tissue  have  been  performed  by 
Green  and  Maqueo.®  Their  conclusions  con- 
cerning the  organization  and  function  of  the 
fine  structure  agree  with  the  testicular 
studies  of  Christensen  and  Fawcett.®  Lu- 
teinization  of  the  granulosa  cell  involves  a 
complete  reorganization  of  the  endoplasmic 
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reticulum  during  the  process  of  differentia- 
tion to  a luteal  cell.  The  change  from  gran- 
ular to  a vast  amount  of  agranular  endoplas- 
mic reticulum  is  noted,  therefore,  suggesting 
that  these  membranous  structures  are  in- 
volved in  steroidogenesis.  The  biosynthetic 
pathway  may  then  be  illustrated  in  figure  4. 

Comparison  of  transformations  occurring 
in  human  granulosa  and  thecal  cells  is  pos- 
sible.® Both  can  accomplish  the  conversion 
of  pregnenolone  to  progesterone  and  the  sub- 
sequent conversion  of  progesterone  to  17- 
hydroxyprogesterone.  The  thecal  cells  are 
definitely  capable  of  the  conversion  of  17- 
hydroxyprogesterone  to  androstenedione  fol- 
lowed by  aromatization  to  estrogens.  Only 
a small  amount  of  the  above  conversion  was 
noted  with  granulosa  cells.  The  most  strik- 
ing difference  between  the  cells  was  the 
conversion  of  pregnenolone  to  progesterone 
in  the  granulosa  (60%)  compared  to  the 
theca  (2.5%).  It  appears,  then,  that  the 
granulosa  cell  was  behaving  like  a corpus 
luteum,  while  the  theca  cell  like  that  of  the 
whole  follicle.  The  conversion  of  testos- 
terone to  estrone  and  estradiol,  mainly  by 
the  granulosa  cell  as  compared  to  the  theca 
cell,  has  been  reported  for  the  mare.  The 
pathway  from  dehydroisoandrosterone  to 
estrogen  is  not  considered  of  great  importance 
in  the  ovary,  although  these  transformations 
can  be  demonstrated  in  vitro.  This  is  in  con- 
trast to  the  synthesis  reported  for  placenta 
and  adrenal  cortex. 

The  significance  of  16a-hydroxylated  com- 
pounds (e.g.,  16a-hydroxyprogesterone)  has 
not  been  determined,  although  the  conversion 


of  this  compound  to  estriol  has  been  reported 
with  sow  ovary.i®  In  placenta,  16a-hydroxy 
dehydroisoandrosterone  serves  as  a precursor 
of  estriol. 

The  enigma  of  steroid  sulfates  still  re- 
mains unsolved.  Sulfatases  (sulfate  splitting 
enzymes)  are  distributed  in  nearly  all  tis- 
sues.Whether  or  not  steroid  sulfates  serve 
as  immediate  precursors  of  hormones  or 
merely  serve  as  transport  agents  has  not 
been  ascertained. 

In  summary  it  can  be  concluded  that  in 
both  testes  and  ovary  the  biosynthesis  of 
steroids  occurs  in  the  agranular  endoplasmic 
reticulum  with  identical  steroidogenic  path- 
ways. Definitive  proof  of  the  role  of  the 
agranular  endoplasmic  reticulum  has  not 
been  shown,  and  work  towards  this  end  is 
now  in  progress  in  our  laboratories. 
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COMMENTS  FROM  YOUR  PRESIDENT 


The  Annual  Meeting  of  the  Nebraska 
State  ]\Iedical  Association,  May  2-5,  1966  re- 
flected that  there  is  no  lack  of  interest  by 
the  physicians  of  Nebraska.  This  meeting 
had  the  highest  attendance  of  any  state 
meeting  yet,  which  refutes  the  rumblings 
in  the  press  and  other  news  media  that  doc- 
tors are  paying  more  attention  to  their 
charges  and  collections  and  to  organized 
medicine  than  they  are  to  patient  care.  The 
scientific  sessions  were  excellently  attended, 
with  physicians  actively  participating  in  the 
discussions. 

It  is  true  that  physicians  are  paying  more 
attention  to  their  fees,  as  well  as  to  other 
facets  of  organized  medicine  than  they  did 
before.  But  why  shouldn’t  we?  The  De- 
partment of  Health,  Education  and  Welfare 
is  sending  regulations  regularly,  not  only  on 
how  they  are  going  to  implement  various 
services  of  organized  medicine,  but  also  what 
fees  are  to  be  paid  for  what  seiwices,  and 
we  can  expect  more  and  more  regulations. 
So  we  must  look  out  for  ourselves.  We  can 
do  this  only  by  a tightly  knit  State  Associa- 
tion to  work  for  the  doctors  in  Nebraska. 
We  do  not  need  to  apologize  to  anyone  for 
working  together  to  help  on  all  the  issues 
of  the  practice  of  medicine,  to  give  our  pa- 
tients the  best  medical  care  we  can. 

This  leads  us  to  the  subject  of  NMpac, 
which  is  the  Nebraska  ann  of  Ampac.  This 
organization  is  supported  by  physicians  and 
friends  of  the  medical  profession  to  get  men 
elected  in  our  government  who  will  help  us 
in  the  Congress  and  in  the  Senate.  We  can- 
not compete  with  labor  and  others  dedicated 
to  completely  socializing  medicine  without 


help,  so  if  you  have  not  joined  NAIpac,  do 
so  by  writing  Ken  Neff,  our  Executive  Sec- 
retary, right  away. 

The  minimal  dues  increase  of  $15,  for  our 
State  Association,  is  very  nominal  to  cover 
the  increased  activities  in  the  Association 
office.  It  is  hard  to  see  that  this  small 
increase  will  not  be  worthwhile  to  all  of  us, 
with  the  ever  additional  increasing  duties 
of  the  state  office. 

I feel  the  physicians  in  the  House  of  Dele- 
gates made  an  excellent  choice  in  selecting 
Dr.  Robert  Morgan  of  Alliance  for  Presi- 
dent-Elect, and  Dr.  Clinton  Dorwart  of  Sid- 
ney, as  Vice-President,  in  our  Association. 
These  men  are  hard  workers  and  will  be  a 
great  asset  in  running  our  affairs.  We 
should  thank  the  House  of  Delegates  for 
their  wise  choices. 

DAN  A.  NYE,  President 
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ally  large  for  a thoroughbred.  Cherry  Coke 
is  now  ten  years  old;  Dr.  Cherry  got  him 
when  he  was  four  years  of  age.  The  jump 
you  see  in  the  picture  is  approximately 
five  feet;  our  hobbyist  has  jumped  six  feet, 
three  inches  in  competition. 


Dr.  Dwight  Cherry’s  hobby  is  the  kind 
that  takes  you  out-of-doors;  he  trains  and 
shows  hunters  and  jumpers.  His  horses  are 
mostly  thoroughbreds.  We  always  thought 
that  a thoroughbred  could  be  a person  or 
certainly  a nonhuman  other  than  a horse, 
but  we  learned  that  a thoroughbred  is  a 
horse,  and  a definite  kind  of  horse,  and  that 
the  word  we  were  thinking  of,  when  applied 
to  other  animals,  is  purebred.  Dr.  Cherry 
has  been  doing  this  for  about  ten  years; 
he  says  he  became  interested  in  this  pur- 
suit when  someone  gave  him  an  untrained 
colt.  The  horse  in  the  picture  is  Cherry 
Coke,  a gelding  (we  learned  what  that  means, 
too)  standing  17  hands  high  and  weighing 
1400  pounds,  which  we  are  told  is  exception- 


We  learned  that  the  horse  gets  the  prize, 
which  seems  only  fair.  This  animal  won 
the  championship  at  the  Denver  National 
Stock  Show  twice,  in  1964  and  in  1966;  the 
horse  was  not  shown  in  1965.  We  must 
report,  in  all  fairness,  that  our  surgical 
friend’s  son  John  helped  win  the  prize  in 
this  year’s  event.  This  animal  has  won 
about  30  trophies  and  a hundred  ribbons 
during  the  past  five  years.  While  the  horse 
does  get  the  prize,  we  must  tell  you  that 
Dr.  Cherry  won  the  United  States  Eques- 
trian Team  Challenge  Trophy  in  1966,  in 
Denver.  Our  good  doctor  has  also  won  in 
combined  training  events.  A combined  T.E., 
we  learned,  is  a three  phase  competition; 
dressage,  cross-country,  and  stadium  jump- 


ing.  Dr.  Cherry  has  jumped  other  horses, 
and  is  training  two  more  now. 

This  is  a grand  hobby,  and  we  would  be 
proud  to  have  our  picture  taken  atop  a 
horse  as  Dr.  Cherrj^  did,  and  to  have  won  all 
those  prizes.  All  we  need  is  ability  and 
practice;  you  don’t  win  championships  and 
challenge  trophies  without  practice.  And 
0 yes,  courage.  But  as  they  say,  the  out- 
side of  a horse  is  good  for  the  inside  of  a 
man. 

— F.C. 


Welcome,  New  Members 


Carnazzo,  Anthony  J.,  M.D Omaha 

Harman,  Denham,  M.D ....Omaha 


Our  Medical  Schools 

Creighton — 

The  Creighton  University  School  of  Medi- 
cine was  featured  twice  in  national  medical 
journals  in  May. 

Dr.  Donal  Magee,  chairman  of  the  depart- 
ments of  physiology  and  pharmacology",  and 
Dr.  Masso  Nakamura  of  the  Nagoya,  Japan. 
Medical  School,  were  the  subject  of  a fea- 
ture article.  Dr.  Nakamura  is  doing  re- 
search at  Creighton  under  the  auspices  of 
Dr.  Magee. 

Dr.  Albert  Lorincz,  chairman  of  the  de- 
partment of  gynecology  and  obstetrics,  was 
featured  in  IMedical  World  News  for  a paper 
he  gave  at  a national  medical  meeting. 

The  1966  senior  class  at  the  Creighton 
University  School  of  Medicine  participated 
100  per  cent  in  the  “Graduating  Seniors  Pio- 
neer Pledge  Program”  at  the  University. 
The  fund-raising  effort,  conducted  among 
the  500  seniors  in  the  University,  realized 
nearly  $47,000  for  the  annual  fund.  This 
amount  was  pledged  over  a five-year  period. 

The  73  seniors  from  the  School  of  Medi- 
cine pledged  $8,486  to  the  campaign.  The 


entire  University  participation  was  96  per 
cent  of  the  500  seniors.  The  goal  for  the 
appeal  was  '32,000  which  was  exceeded  by 
46  per  cent. 

L.  Kent  Smith,  a sophomore  at  the 
Creighton  University  School  of  Medicine, 
has  received  a three-month  student  trainee- 
ship  at  the  Mayo  Clinic,  Rochester,  Minn. 

Smith,  whose  home  is  in  Topeka,  Kan., 
will  begin  the  special  studies  next  February. 
He  will  take  the  traineeship  during  the  two- 
month  elective  period  Creighton  medical 
students  take  in  either  their  junior  or  senior 
year.  To  this  he  will  add  on  another  month 
which  would  be  his  vacation  time. 

Dr.  Doberneck  Named — 

Dr.  Raymond  C.  Doberneck,  Assistant 
Professor  of  Surgeiy  at  the  Creighton  Uni- 
versity School  of  Medicine,  has  been  named 
a Markle  Scholar  by  the  John  and  Maiy  R. 
Markle  Foundation  of  New  York  City.  He 
was  one  of  25  Markle  Scholars  chosen  from 
the  United  States  and  Canada. 

The  School  will  receive  a total  of  $30,000 
during  the  next  five  years  to  help  Dr.  Dober- 
neck’s  research,  supplement  his  salary,  or 
otherwise  aid  in  his  development  as  a teacher 
or  researcher. 


All  About  Us 

Doctors  L.  L.  Ericson  and  E.  L.  Sucha, 
West  Point,  have  moved  into  the  new  Elk- 
horn  Valley  Clinic. 

Doctor  Albert  A.  Carr,  Omaha,  was  a re- 
cent recipient  of  the  Lederle  Medical  Faculty 
Award. 

Doctor  Walter  J.  Friedlander,  Omaha, 
has  been  appointed  Professor  of  Neurology 
at  the  University  of  Nebraska  College  of 
Medicine. 

Doctor  L.  W.  Forney,  Crete,  was  pre- 
sented the  Seiwice  to  Mankind  Award  by  the 
Southern  Nebraska  Sertoma  Clubs  in  April. 

Doctor  J.  Harry  Murphy,  Omaha,  has 
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been  elected  President  for  1966-67  of  the 
Pan-American  Doctors  Club  at  San  Miguel 
Regia,  Huasca,  Hidalgo,  Mexico. 

The  Lincoln  County  Medical  Society  pre- 
sented North  Platte  College  with  a check 
of  $100  to  be  used  as  a scholarship  for  a 
student  taking  science-related  courses. 

Doctors  R.  R.  Morgan  and  G.  A.  Harris, 
Cambridge,  were  honored  with  special  gifts 
and  awards  at  the  first  annual  Cambridge 
Memorial  Hospital’s  get-acquainted  dinner. 

Doctor  Beverley  T.  Mead,  Omaha,  pre- 
sented a paper  on  the  older  patient  at  a 
seminar  for  family  physicians  at  the  Kansas 
City,  Missouri,  Neurological  Hospital  in 
April. 


be  provided  if  the  patient  has  no  other  finan- 
cial resources.  In  less  than  a year  this 
Project  has  demonstrated  a reduction  in  the 
number  of  patients  without  prenatal  care, 
with  the  concomitant  reduction  in  prema- 
turity and  in  perinatal  mortality. 

Our  Department  will  be  pleased  to  provide 
information  concerning  this  Project  to  any 
interested  individuals. 

Sincerely  yours, 

Warren  H.  Pearse,  M.D., 
Professor  and  Chairman, 

Dept,  of  Obst.  and  Gynec., 
University  of  Nebraska 
College  of  Medicine. 


Correspondence 


Dear  Doctor  Cole : 


May  11,  1966 


Several  members  of  our  faculty  have 
called  our  attention  to  the  article  by  Doctors 
McCarty  and  Lyman  on  “Infant  Mortality 
in  Omaha  and  Douglas  County”  which  ap- 
peared in  the  May  issue  of  the  Journal.  Doc- 
tors McCarty  and  Lyman  point  out  that 
mothers  unable  to  meet  the  minimal  cost  of 
outpatient  service  often  do  forego  prenatal 
care  and  comment  that  attention  might  more 
profitably  be  directed  toward  finding  ways 
and  means  of  extending  preventive  care  and 
in  the  application  of  what  is  already  known. 


Since  this  article  was  written,  a Maternal 
and  Infant  Care  Project  has  been  instituted 
by  the  Children’s  Bureau  in  certain  high  risk 
census  tracts  in  Douglas  County,  under  the 
direction  of  the  Nebraska  State  Health  De- 
partment and  administered  by  the  Univer- 
sity of  Nebraska  College  of  Medicine.  This 
project  makes  available  comprehensive  pre- 
natal care  to  all  mothers  living  in  these 
census  tracts,  and  for  those  found  to  have 
conditions  during  pregnancy  or  at  the  time 
of  delivery  which  would  be  likely  to  lead  to 
mental  retardation  in  the  child,  expenses  of 
hospital  care  for  the  mother  and  baby  may 


Announcements 

Douglas  County  Heart  Association — 

A member  of  the  staff  of  the  Heart  Re- 
search Center  at  Creighton  Memorial  St. 
Josephs  Hospital  has  been  elected  president 
of  the  Douglas  County  Heart  Association  for 
1966. 

Dr.  Anthony  Carnazzo,  an  alumnus  of  the 
Creighton  University  School  of  Medicine, 
and  a Heart  Association  Fellow,  succeeds 
Dr.  Paul  Mooring.  Named  chairman  of  the 
board  of  directors  was  Evan  Olson,  who 
headed  the  Heart  Fund  campaign  the  past 
year. 


(From  the  left,  outgoing  president,  Dr.  Paul 
Mooring  hands  over  the  heart  symbol  to  Dr. 
Anthony  Carnazzo,  his  successor. 
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fKnow  Your 

Blue  Shield  Plan 

Nebraska  Physician’s  Service  Benefit 
Agreement 

The  Nebraska  Physician’s  Service  Benefit 
Agreement  is  a proposed  new  contract  which 
embraces  the  traditional  service  benefit 
concepts  of  Nebraska  Blue  Shield.  It  is 
based  upon  the  1965  Relative  Value  Study 
of  the  Nebraska  State  Medical  Association, 
Second  Edition,  with  a recommended  conver- 
sion factor  of  5 or  such  other  conversion  fac- 
tor as  the  Nebraska  State  Medical  Associa- 
tion may  determine  from  time  to  time. 

The  proposed  new  contract  would  be  of- 
fered for  sale  only  to  groups  of  25  or  more 
because  of  the  uncertainty  of  rating  applica- 
tions in  so  broad  a program.  Experience 
will  be  accumulated  on  a group  by  group 
basis  before  any  attempt  is  made  to  broaden 
the  scope  of  the  eligible  market. 

The  proposed  new  contract  will  use  the 
actual  terminology,  codes,  procedures,  and 
general  instructions  of  the  Relative  Value 
Study,  and  will  be  updated  as  the  Relative 
Value  Study  itself  is  revised.  The  scope  of 
benefits  will  be  based  on  the  Relative  Value 
Study  with  the  basic  agreement  containing 
as  a minimum  the  scope  of  seiwices  provided 
by  the  Series  90  Agreement.  Riders  vary- 
ing the  basic  scope  of  services  will  be  avail- 
able as  approved  by  the  Policy  Committee 
of  the  Nebraska  State  Medical  Association. 

The  proposed  new  contract  would  avoid  the 
uncertainty  of  income  limits  and  would  be 
geared  to  the  physician’s  normal  charges 
with  the  Relative  Value  Study  as  the  maxi- 
mum schedule  of  allowances,  except  for  com- 
plicated cases  as  discussed  below.  The  most 
important  point  is  that  the  State  Medical 
Association  maintains  absolute  control  over 
the  conversion  factor  on  a year  to  year  basis 
in  order  that  the  pricing  structure  may 
truly  reflect  the  normal  charges  or  fees  of 
physicians  in  Nebraska. 

Equal  allowances  will  be  paid  for  services 
rendered  regardless  of  whether  the  patient 


selected  a participating  or  non-participating 
physician.  A fundamental  and  basic  prin- 
ciple of  the  program  is  the  right  of  physi- 
cians to  participate  or  not  to  participate  and 
the  right  of  Blue  Shield  to  contract  or  not 
to  contract.  This  mutual  respect  is  inherent 
in  this  program.  In  the  event  the  service 
is  rendered  by  a non-participating  physi- 
cian, the  benefits  would  be  paid  directly  to 
the  patient. 

The  agreement  does  not  require  notices 
of  increased  fees  or  profiles  of  or  by  physi- 
cians, by  procedures,  or  by  geographical 
areas.  It  does  not  rely  upon  statistically  es- 
tablished percentiles  to  determine  eligibility 
for  participation. 

In  accordance  with  the  instructions  in  the 
Relative  Value  Study  defining  complicated 
cases  and  for  cases  which  are  filed  “by  re- 
port,’’ the  following  procedure  is  proposed; 

1.  Review  by  the  Medical  Director.  If 
he  believes  the  charge  is  proper,  the 
case  is  paid. 

2.  In  the  event  the  Medical  Director 
does  not  authorize  payment,  the  case 
is  submitted  to  the  Adjudication  Com- 
mittee of  Blue  Shield.  If  the  Com- 
mittee believes  the  charge  is  proper, 
the  case  is  paid. 

3.  If  the  Adjudication  Committee  does 
not  authorize  payment,  the  case  is  sub- 
mitted to  the  Board  of  Directors  of 
Blue  Shield.  If  the  Board  believes 
the  charge  is  proper,  the  case  is  paid. 

4.  If  the  Blue  Shield  Board  does  not  au- 
thorize payment,  the  case  is  referred 
to  the  Policy  Committee  of  the  State 
Medical  Association  for  final  deter- 
mination. 

THE  MONTH  IN  WASHINGTON 

Washington,  D.C.  — The  importance  of 
the  role  of  the  general  practitioner  is  em- 
phasized in  the  recommendations  of  the  Na- 
tional Commission  on  Community  Health 
Services  to  President  Johnson. 

The  Commission  stated  that  everyone 
should  have  a personal  physician,  even  under 
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the  group  practice  system.  Under  these 
conditions,  the  commission  added,  group  prac- 
tice should  be  stimulated.  It  is  essential 
that  the  physician -patient  relationship  be 
strengthened  “if  comprehensive  personal 
health  services  of  high  quality  for  each  indi- 
vidual are  to  be  achieved,”  the  commission 
said. 

“The  long  range  import  of  the  recommen- 
dation of  having  the  personal  physician  as- 
sume responsibility  as  the  central  source  for 
preventive  health  service  and  continuing 
care,  most  particularly  its  impact  on  medical 
education,  is  well  appreciated. 

“The  possibility  of  attracting  a sufficient- 
ly large  number  of  medical  graduates  to 
careers  as  personal  physicians  presupposes 
a general  recognition  of  the  importance  of 
the  role  and  commensurate  rewards  in  pro- 
fessional satisfaction  and  income  compar- 
able to  that  of  other  physicians.  In  all  its 
ramifications,  the  national  effort  must  be 
comparable  in  magnitude  to  that  which  ex- 
panded medical  research  personnel  in  the 
last  two  decades.  Large  scale  financing  will 
be  necessary  for  the  support  of  teachers,  stu- 
dents, facilities,  programs  and  educational 
research.” 

Other  commission  recommendations  in- 
cluded: breaking  down  eventually  all  sep- 
arate systems  of  health  care  such  as  for  vet- 
erans, labor  members,  merchant  seamen,  and 
the  medically  indigent;  orienting  all  health 
care  services  on  a community  basis. 

President  Johnson  endorsed  the  recom- 
mendations, but  predicted  that  it  would  be 
many  years  before  they  would  be  fully  im- 
plemented. 

The  commission  is  a private,  nonprofit 
study  group  formed  in  1962  by  the  Na- 
tional Health  Council  and  the  American 
Public  Health  Association.  Thirty-two  mem- 
bers from  medicine,  business,  labor  and 
other  fields  make  up  the  commission,  which 
is  headed  by  Marion  B.  Folsom,  former  Sec- 
retary of  Health,  Education  and  Labor. 

“To  achieve  an  integrated  program  which 
will  provide  comprehensive  personal  health 
services  of  high  quality  to  all  in  each  com- 
munity, it  will  be  necessary  to  weld  together 


many  separate  programs  into  a community- 
wide program,”  the  commission  said.  “Ac- 
complishment of  this  goal  would  preclude 
new  construction  or  the  expansion  of  hos- 
pitals for  these  separate  groups,  and  would 
require  total  integration  of  such  facilities 
into  the  total  community  services.  Fi- 
nancing . . . will  continue  to  come  from  a 
variety  of  resources.” 

The  National  Academy  of  Sciences-Nation- 
al  Research  Council  will  undertake  for  the 
Food  and  Drug  Administration  a new  evalu- 
ation of  the  efficacy  of  about  4,000  prescrip- 
tion drugs,  starting  this  summer. 

“The  determination  of  the  efficacy  of  new 
drugs  marketed  from  1938  to  1962  is  called 
for  under  the  Kefauver-Harris  Amendments 
of  1962,”  Dr.  James  L.  Goddard,  FDA  Com- 
missioner said. 

“I  am  grateful  that  the  National  Academy, 
with  its  capability  of  calling  upon  the  tal- 
ents of  the  nation’s  most  distinguished  sci- 
entists, is  willing  to  accept  this  important 
public  responsibility.” 

The  review  will  be  the  most  extensive  ef- 
ficacy study  of  drugs  ever  undertaken,  God- 
dard said.  Results  of  the  study  will  guide 
the  FDA  in  its  final  determination  of  the  ef- 
fectiveness of  the  drugs. 

C.  Joseph  Stetler,  president  of  the  Phar- 
maceutical Manufacturers  Association,  com- 
mended the  selection  of  the  academy  for  the 
task. 

“PMA  is  delighted  that  this  method  was 
selected,”  Stetler  said.  “Based  on  past  ac- 
tivities, we  are  certain  that  the  acedemy  will 
work  with  both  industry  and  medical  prac- 
titioners in  forming  guidelines  for  determin- 
ing the  effectiveness  of  these  products.” 

“Although  this  undertaking  will  be  of 
extraordinary  magnitude  for  an  Academy- 
Research  Council  advisory  study,  it  is  also 
one  of  extraordinary  importance  to  the  med- 
ical profession  and  the  nation,”  Dr.  Freder- 
ick Seitz,  NAS-NRC  president  said.  “It  is 
essential  that  the  study  have  the  strongest 
possible  professional  base;  we  shall,  there- 
fore, depend  on  the  cooperation,  not  only  of 
many  individual  medical  scientists,  but  also 
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of  the  major  professional  societies  interested 
in  therapeutic  drugs.” 

Since  October,  1962,  manufacturers  have 
been  required  under  the  Kefauver-Harris 
Amendments  to  submit  substantial  evidence 
to  support  therapeutic  claims  before  receiv- 
ing FDA  approval  to  market  a new  drug. 
The  NAS-NRC  review  will  put  to  the  ef- 
ficacy test  new  drugs  marketed  under  the 
provisions  of  1938  legislation,  which  re- 
quired only  a showing  that  drugs  were 
safe  for  their  intended  use.  The  1938  Act 
excluded  from  FDA  approval  procedures 
drugs  already  on  the  market,  as  well  as 
drugs  introduced  after  that  date  that  were 
generally  recognized  as  safe  by  qualified 
experts. 

Dr.  James  Z.  Appel,  president  of  the 
American  Medical  Association,  sharply  criti- 
cized the  FDA’s  enforcement  of  the  1962 
Drug  Act  Amendments  in  a speech  at  Chi- 
cago. He  listed  ten  counts  on  “the  minus 
side”  of  the  FDA  record  on  administering 
the  amendments. 

“The  manner  in  which  the  Agency  sud- 
denly seizes  drugs  and  accompanies  this  ac- 
tivity with  alarming  language  tends  to  create 
an  atmosphere  of  hysteria,”  Appel  said.  “It 
also  is  creating  a restrictive  and  undesirable 
medico-legal  climate  that  will  inevitably  ex- 
ert a deleterious  influence  on  the  effective 
use  of  drugs  by  the  physician.  This  trend 
is  causing  the  medical  profession  much 
concern  . . . 

“Nagging  us  is  the  increasing  suspicion 
that  regulatoi'y  decision  may  be  dictated 
more  by  the  technicalities  of  regulatory  lan- 
guage than  by  appeal  to  competent  medical 
and  scientific  analysis  and  judgment.  The 
tame  submission  of  the  pharmaceutical  in- 
dustry to  any  and  every  regulatory  sugges- 
tion or  directive,  regardless  of  the  medical 
and  scientific  facts  involved,  is  unsettling  . . . 

“At  the  time  of  the  passage  of  the  1962 
amendments  and  subsequent  regulations,  we 
were  concerned  about  the  advisability  of 
nonmedically  oriented  lay  FDA  inspectors 
being  permitted  to  inspect  and  copy  the 
case  records  of  physicians  engaged  in  clin- 
ical investigation.  This  could  only  result 


in  a nonprofessional  acting  as  a judge  in  a 
professional  area  and  also  invading  the 
physician-patient  relationship.  We  have 
been  apprised  of  incidents  where  such  in- 
spection has  extended  even  to  the  personal 
file  of  an  investigating  physician.  The  fu- 
ture implementing  of  this  aspect  of  drug  in- 
vestigation cannot  help  but  concern  us.” 

Appel  also  listed  some  “plus  factors”  for 
the  FDA,  including  the  fact  that  a physi- 
cian now  is  FDA  Commissioner. 

The  AMA  has  reiterated  its  support  of 
a federal  progi'am  to  aid  in  modernization 
of  hospitals. 

Dr.  F.  J.  L.  Blasingame,  executive  vice- 
president  of  the  AMA,  wrote  the  Senate 
Health  Subcommittee  that  the  AMA  sup- 
ports that  provision  of  an  Administration 
bill  (S.  3009)  that  would  provide  gi'ants 
and  loans  for  modernization  of  hospitals  and 
other  medical  facilities,  through  direct  fed- 
eral loans,  government  guarantee  of  private 
loans,  and  also  federal  gi-ants  with  respect 
to  loans,  amortizing  principal  and  interest 
payments  thereon  up  to  40%  of  the  cost  of 
a project. 

“While  the  present  Hill-Burton  progi’am 
does  provide  for  modernization  of  hospital 
facilities  with  priority  ‘in  the  case  of  proj- 
ects for  modernization  of  facilities,  to  fa- 
cilities serving  densely  populated  areas,’ 
we  nevertheless  feel,  becaus  of  the  gi’eat  need 
which  exists,  that  the  special  program  con- 
templated under  S.  3009  for  modernization 
of  facilities  in  metropolitan  areas  is  indeed 
warranted,”  Blasingame  said. 

The  AMA  opposed  some  other  provisions 
of  the  legislation.  It  was  recommended  that 
aid  for  diagnostic  or  treatment  centers  be 
eliminated  and  that  federal  money  be  avail- 
able to  only  those  public  health  centers  oper- 
ated by  a public  health  department. 


Medicare  in  Operation 

IMutual  of  Omaha  was  selected  by  the  So- 
cial Security  Administration  on  February  9, 
1966,  as  one  of  48  organizations  in  the 
health  insurance  field  to  participate  in  the 
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administration  of  Medicare.  Specifically, 
Mutual  will  be  the  carrier  responsible  for 
Part  B (Medical  Insurance  Benefits)  in  the 
state  of  Nebraska. 

Mutual  of  Omaha,  as  all  other  carriers, 
will  perform  their  duties  as  a public  service. 
For  this  service,  carriers  are  reimbursed 
on  a straight  cost  reimbursement  basis. 

The  carriers’  principal  responsibilities  un- 
der the  law  are  twofold: 

1.  To  determine  reasonable  charges  for 
the  services  furnished  and 

2.  To  make  payments  to  beneficiaries, 
physicians  or  others  for  covered  serv- 
ices. 

There  are  two  methods  of  payment: 

1.  The  physician  will  bill  the  patient. 
The  patient  pays  the  bill  and  then 
claims  payment  for  80%  of  the  rea- 
sonable charge  from  the  carrier. 

The  patient  completes  the  top  half 
of  the  form,  part  I and  attaches  item- 
ized receipted  bill.  The  bottom  half 
need  not  be  completed  by  the  physi- 
cian unless  the  receipted  bill  fails  to 
provide  the  related  facts. 

THE  RECEIPTED  BILL  MUST  IN- 
CLUDE: 

1.  Name  of  physician. 

2.  Name  of  patient. 

3.  Each  date  services  were  provid- 
ed. 

4.  Places  where  services  were  pro- 
vided. 

5.  Description  of  services. 

6.  Diagnosis  or  nature  of  illness. 

7.  Charge  for  each  medical  service. 

8.  A receipt  showing  the  bill  was 
paid. 

9.  To  help  speed  the  handling  of 
claims  the  claim  number  which 
will  be  the  HIB  number  of  the 
patient  should  be  written  on  each 
bill. 

2.  If  the  physician  takes  an  assignment, 
the  entire  claim  form,  13  questions, 
should  be  completed.  Payment  is  then 
made  directly  to  the  physician. 


In  such  cases  the  physician  must 
agree  not  to  charge  his  patient  any 
additional  sum  for  the  service  over 
and  above  the  total  amount  determined 
by  the  intermediary  to  be  the  reason- 
able charge  for  that  service.  In  other 
words,  the  80%  of  a reasonable  charge 
plus  the  20%  due  from  the  patient 
must  make  up  the  full  charge. 

An  explanation  booklet  will  be  distribut- 
ed to  all  physicians  before  July  1,  1966. 

The  Military  Dependents' 
Medical  Care 

Physician  and  Dentist  Signatures  Under  the 
Military  Dependents  Medicare  Program — 

Services  by  Civilian  Physicians  and  Den- 
tists under  the  Dependents  Medicare  Pro- 
gram must  be  filed  on  a DA  Form  1863-2. 

The  signature  on  this  form  must  be  the 
authentic  signature  of  the  Physician,  or  the 
claim  cannot  be  paid.  The  claim  cannot  be 
signed  by  other  than  the  Physician  or  Den- 
tist furnishing  the  case  and  must  be  by  the 
person  named  in  Item  Number  14  on  the 
claim. 

If  the  signature  is  difficult  from  Item 
Number  14,  the  Physician  signing  the  claim 
should  attach  sufficient  clarification  of  this 
to  the  claim.  If  any  part  of  the  clarifica- 
tion of  Item  Number  29  is  crossed  out,  the 
claim  cannot  be  paid. 

The  only  exception  to  the  Dependents 
Medicare  rule  on  signatures  of  the  Physi- 
cian or  Dentist  is  as  follows: 

ONLY  in  the  case  of  a deceased 
physician  is  a variance  allowed  between 
Item  Number  14  and  29  on  the  DA 
Form  1863-2.  In  cases  such  as  this, 
the  claim  is  forwarded  to  the  Office 
for  Dependents  Medical  Care  at  Den- 
ver, Colorado  for  counter  signature  be- 
fore payment  is  sent  to  the  representa- 
tive of  the  deceased  Physician  or  Den- 
tist. 

Deaths 

BLEICK  — Louis  C.  Bleick,  M,D.,  Omaha 
eye,  ear,  nose  and  throat  specialist  for  44 
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years,  died  March  11,  1966  at  the  age  of 
92.  He  had  been  retired  for  the  ten  years 
prior  to  his  death.  Born  in  Russia,  he  came 
to  the  United  States  at  the  age  of  18,  join- 
ing relatives  at  Norfolk,  Nebraska.  He  at- 
tended Fremont  Normal  College  and  then 
received  his  medical  education  at  Creighton 
University.  He  later  served  on  the  teach- 
ing staff  at  both  Creighton  and  the  Uni- 
versity of  Nebraska.  During  World  War 
One  he  was  in  command  of  the  Army  hos- 
pital at  Fort  Porter,  Buffalo,  New  York. 
His  office  for  years  was  in  the  City  National 
Bank  Building.  He  retired,  he  said,  because 
the  building  manager  insisted  on  a 20-year 
lease  when  Dr.  Bleick  was  82.  Suiwivors 
include  a son,  Edgax’,  living  in  Cleveland, 
Ohio,  and  a sister,  Mrs.  Bertha  Torinus, 
who  lives  in  West  Berlin. 

COURSHON  — Alexander  J.  Courshon, 
IM.D.,  prominent  Chadron  physician  and 
surgeon,  died  March  18,  1966  at  the  age 
of  77.  His  death  was  apparently  due  to  a 
heart  attack.  Doctor  Courshon  had  prac- 
ticed medicine  for  over  50  years.  He  had 
practiced  in  Chadron  for  over  39  years.  He 
was  born  January  13,  1888  in  Delmont, 
South  Dakota.  Survivors  include  his  widow, 
Kathleen,  and  one  brother. 

GLEESON  — John  J.  Gleeson,  M.D.,  a 
practicing  physician  in  Omaha  for  more 
than  50  years,  died  March  2,  1966,  at  his 
home  at  2307  South  33rd  Street.  Doctor 
Gleeson  was  graduated  from  Creighton  Uni- 
versity School  of  Medicine  in  1912.  He  is 
survived  by  his  wife,  Grace;  sons.  Dr.  Ed- 
ward Gleeson  at  O’Neill,  Nebraska,  and  Doc- 
tor John  Gleeson  in  Washington,  D.C.; 
daughters,  Mrs.  Mary  Dillard  of  Omaha,  and 
IMrs.  Thomas  Leahey  of  Wichita,  Kansas. 

HEACOCK  — Frank  M.  Heacock,  M.D., 
died  April  16,  1966  at  the  age  of  73  at  Or- 
mond Beach,  Florida.  He  had  practiced 
in  Lyons,  Nebraska  and  Bancroft,  Nebraska 
for  many  years.  Doctor  Heacock  was  grad- 
uated from  the  Creighton  Medical  School  in 
Omaha.  He  served  in  the  U.S.  Navy  during 
World  War  One.  Survivors  include  his  wife, 
Edith;  son.  Jack  of  Ormond  Beach,  and 
daughter,  Elaine,  of  Canaveral,  Florida. 


McKEE  — Neal  P.  McKee,  M.D.,  who 
practiced  medicine  in  Atkinson,  Nebraska 
for  more  than  44  years,  died  April  9,  1966 
at  the  age  of  76.  Born  in  Willow  Island, 
Nebraska,  he  attended  Cozad  High  School 
and  Creighton  University.  He  received  his 
medical  degree  from  Creighton  in  1914. 
Doctor  McKee  served  24  years  on  the  At- 
kinson School  Board.  He  was  an  Atkin- 
son City  Councilman,  and  he  held  member- 
ship in  the  Atkinson  Chamber  of  Commerce 
longer  than  any  other  person.  He  was  a 
charter  member  of  American  Legion  Post 
86.  His  wife,  the  former  Oliva  Sturdevant 
of  Atkinson,  died  in  1962.  Doctor  McKee 
is  survived  by  a daughter.  Doctor  Mary 
Ellen  McKee  of  Macomb,  Illinois,  and  a son, 
Neal  S.  McKee  of  Pueblo,  Colorado. 

McNAMARA — J.  W.  McNamara,  M.D., 
Omaha  physician  and  surgeon,  died  April  6, 
1966  at  the  age  of  63.  Born  in  Alexandria, 
South  Dakota,  he  attended  Trinity  High 
School  and  College  in  Sioux  City,  Iowa.  He 
received  his  medical  education  at  Creighton 
University.  At  the  time  of  his  death  he 
was  serving  on  the  staffs  of  St.  Joseph’s 
Hospital  and  Children’s  Memorial  Hospital. 
He  had  been  on  the  faculty  at  Creighton  Uni- 
versity Medical  School  since  1926,  and  for- 
merly served  as  Head  of  the  General  Prac- 
tice Department  of  that  school.  He  was  in 
general  practice  in  Omaha  since  1928.  Sur- 
vivors include  his  wife,  Dorothy;  daugh- 
ters, Sue  of  Omaha,  Mrs.  Patricia  Boiler  of 
Medford,  Oregon,  and  Mrs.  Kathleen  Shelly 
of  Park  Forest,  Illinois;  sons,  Joseph  W. 
McNamara,  Jr.,  and  Doctor  Lee  F.  McNa- 
mara, both  of  Omaha. 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
June  4 — Norfolk,  Norfolk  State  Hospital 
June  18  — Grand  Island,  St.  Francis  Hos- 
pital 

July  9 — Chadron,  Elks  Club 
July  23  — Ogallala,  Elks  Club 

FIRST  INTERNATIONAL  CONGRESS  ON 
SMOKING  AND  HEALTH  — June  5 to 
8,  1966,  at  the  New  York  Hilton  Hotel  in 
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New  York  City.  Write  to  the  Congress 
office:  Overseas  Press  Club,  54  West 

40th  Street,  New  York,  N.Y. 

EMERGENCY  CARE  AND  TRANSPOR- 
TATION — First  New  York  3-Day  Ad- 
vanced Practical  Course  for  Ambulance 
Attendants,  Firemen,  Policemen,  Emer- 
gency Squads,  Safety  Engineers,  Public 
Health  and  Civil  Defense  Personnel  on  Ini- 
tial Emergency  Care  and  Transportation 
of  the  Sick  and  Injured,  sponsored  by  the 
Committee  on  Injuries  of  the  American 
Academy  of  Orthopaedic  Surgeons;  June 
9,  10,  11,  1966,  at  the  Police  Academy, 
235  East  20th  Street,  New  York,  N.Y. ; 
registration  fee  $20;  write  to  Charles  S. 
Neer  II,  MD,  Columbia-Presbyterian  Med- 
ical Center,  180  Fort  Washington  Ave., 
New  York,  N.Y.  10032. 

FIRST  ANNUAL  BIOMEDICAL  LASER 
CONFERENCE  — June  17-18,  Sheraton- 
Boston  Hotel,  Boston,  Massachusetts. 

CONFERENCE  OF  PRESIDENTS  AND 
OTHER  OFFICERS  OF  STATE  MEDI- 
CAL SOCIETIES  — Sunday,  June  26th, 
9 :30  a.m..  Palmer  House,  Chicago. 

AMA  ANNUAL  CONVENTION  — 116th 
Annual  Convention,  Chicago,  June  26-30, 
1966;  Scientific  Program  in  McCormick 
Place,  House  of  Delegates  in  the  Palmer 
House. 

SCHOOL  HEALTH  — The  8th  Annual 
AMA  - ASHA  Preconvention  Session  on 
School  Health  will  be  held  at  7 :30  p.m., 
Sunday,  June  26,  1966,  at  the  Palmer 
House,  Chicago,  Illinois,  in  conjunction 
with  the  AMA  Annual  Convention.  Write 
to:  Department  of  Health  Education, 

AMA,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

ROCKY  MOUNTAIN  CANCER  CONFER- 
ENCE — July  15-16,  at  the  Brown  Palace 
Hotel,  Denver,  Colorado.  Write  to  Rocky 
Mountain  Cancer  Conference,  1809  East 
18th  Avenue,  Denver,  Colorado  80218. 


Future  Meetings  of  the  American 

College  of  Surgeons — 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 

Secretary,  American  College  of  Surgeons,  55 

East  Erie  Street,  Chicago,  Illinois  60611. 

INFANT  MORTALITY  — San  Francisco 
August  12-13,  1966;  AMA  National  Con- 
ference on  Infant  Mortality;  write  to  the 
Secretary,  Committee  on  Maternal  and 
Child  Care,  AMA,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 

TENTH  WORLD  CONGRESS  OF  THE  IN- 
TERNATIONAL SOCIETY  FOR  RE- 
HABILITATION OF  THE  DISABLED 
— September  11-17,  1966,  Rhein-Main- 
Hall,  Wiesbaden,  Germany. 

NEBRASKA  CHAPTER  OF  THE  AMERI- 
CAN ACADEMY  OF  GENERAL  PRAC- 
TICE — Scientific  Meeting;  September  15 
and  16,  1966,  Hotel  Comhusker,  Lincoln, 
Nebraska. 

OTOLARYNGOLOGIC  ASSEMBLY  — The 
Annual  Otolaryngologic  Assembly  of  1966 
will  be  held  October  1 through  7,  1966, 
in  the  new  Illinois  Eye  and  Ear  Infirmary 
at  the  Medical  Center,  Chicago.  Write  to : 
Department  of  Otolaryngology,  P.O.  Box 
6998,  Chicago,  Illinois  60680. 

ENDOCRINE  SOCIETY  — October  3rd 
through  7th,  1966;  Eighteenth  Postgradu- 
ate Assembly  of  the  Endocrine  Society,  in 
Oklahoma  City,  Oklahoma ; co-sponsored 
by  the  University  of  Oklahoma  Medical 
Center  at  the  Skirvin  Hotel.  Registration 
fee:  $100;  write  to  Dr.  Henry  H.  Turner, 
1200  North  Walker,  Oklahoma  City. 

INTERNATIONAL  CANCER  CONGRESS 
— The  IX  International  Cancer  Congress 
will  be  held  in  Tokyo,  Japan,  from  October 
23-29,  1966.  Write  to  Hirsch  Marks,  MD, 
435  East  57th  St.,  New  York  22,  N.Y. 

OMAHA  MIDWEST  CLINICAL  SOCIETY 
— 34th  Annual  Postgraduate  Assembly, 
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(propantheline  bronnide) 


Intragastric  photography  has  provided  a 
new  and  precise  method  of  measuring  the 
effectiveness  of  anticholinergic  drugs.  The 
transition  from  gastric  motor  activity  to  re- 
laxation seen  with  effective  doses  of  such 
drugs  takes  only  a few  seconds  and  is  easily 
demonstrated. 

The  importance  of  vagal  stimulation  of 
gastric  hyperacidity  and  hypermotility 
makes  such  measurements  particularly  im- 
portant in  evaluating  the  parasympatholytic 
effect  of  drugs  used  in  patients  with  peptic 
ulcer,  gastritis,  biliary  dyskinesia  and  other 
gastrointestinal  disorders. 

Pro-Banthine  has  been  shown^  to  produce 
complete  gastric  motor  inactivity  with  doses 
of  6 to  8 mg.  intravenously.  Comparison 
tests  were  made  with  the  belladonna  frac- 
tion, atropine.  Measured  usual  dosage  unit 
versus  usual  dosage  unit,  Pro-Banthine  was 
more  than  four  times  as  effective  as  the 
belladonna  alkaloid. 

Indications;  Peptic  ulcer,  functional  hypermotiUty, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 

Oral  Dosage:  Adequate  dosage  should  be  given  for 
optimal  results.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tablets  four  to  six 
times  daily  may  be  required.  Pro-Banthine  (brand  of 
propantheline  bromide)  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications:  Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a curare- 
like action  may  occur.  Pro-Banthine  is  contraindi- 
cated in  patients  with  glaucoma,  severe  cardiac 
disease  and  prostatic  hypertrophy. 

I.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D.:  Cinegastro- 
scopic  Observations  on  the  Effect  of  Anticholinergic  and 
Related  Drugs  on  Gastric  and  Pyloric  Motor  Activity,  Amer. 

J.  Dig.  Dis.  10:506-513  (June)  1965. 


See  for 
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Complete  gastric  relaxation  with  Pro-BanthJne.  As  this  intragastric  photo- 
graph demonstrates,  gastric  relaxation  is  attained  with  6 mg.  of 
Pro-BanthTne  intravenously;  the  antrum  is  relaxed  and  the  pyloric  orifice 
remains  open.  Full  intravenous  doses  of  atropine  (4  mg.)  produce  no 
measurable  effect. 
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October  31,  November  1,  2,  and  3 in 
Omaha’s  Civic  Auditorium. 

EIGHTH  NATIONAL  CONFERENCE  ON 
THE  MEDICAL  ASPECTS  OF  SPORTS 
— Las  Vegas,  Nevada,  November  27, 
1966,  in  conjunction  with  the  Annual  Clin- 
ical Convention  of  the  AMA,  November 
27-30,  1966. 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
the  following  Postgraduate  Education 
Courses  during  1965  and  1966: 

— December,  1966:  17th  Hahneman  Sym- 
posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 


Current  Comment 

Veterans  Administration  Hospitals  in  Nebraska — 

Malaria,  amputations  and  paraplegic 
problems  will  probably  be  major  problems 
facing  staffs  when  the  Veterans  Adminis- 
tration hospitals  in  Omaha,  Lincoln,  and 
Grand  Island  begin  to  receive  Vietnamese 
war  casualties.  This  assessment  comes  from 
Doctor  J.  Melvin  Boykin,  Administrator  of 
the  Lincoln  V.A.  Hospital,  who,  along  with 
27  other  Veterans  Hospital  directors  recent- 
ly attended  a nine-state  regional  meeting  in 
Kansas  City,  Missouri.  When  this  patient 
population  increase  might  begin  is  still  con- 
jectural. Most  wounded  are  still  in  mili- 
tary hospitals. 

“The  malaria  patients  may  be  in  and  out 
of  hospitals  over  the  years,”  said  Doctor 
Boykin.  He  added,  “Many  of  the  para- 
plegics were  paralyzed  in  helicopter  acci- 
dents. In  addition  there  are  many  veter- 
ans with  amputation  problems.” 

Diabetic  Children  to  New  Camp — 

Camp  Floyd  Rogers,  one  of  35  camps  in 
the  United  States  for  diabetic  boys  and  girls, 
will  have  its  16th  annual  season  in  a new 
location  — the  Esther  K.  Newman  Camp 
overlooking  the  Platte  River  near  Louisville. 
A change  from  the  Camp  Catron  site  at 
Nebraska  City  was  necessitated  by  Girl 


Scout  plans  to  expand  their  own  camping 
season  this  year. 

Sherman  Poska  of  Omaha,  the  Floyd  Rog- 
ers Camp  director  for  1966,  said  that  the 
new  camp  will  accommodate  more  than  100 
campers.  Sixty  “insulin  kids”  have  already 
signed  up  for  the  June  12-25  camp  session. 
Fun  and  learning  are  two  important  activ- 
ities, but  the  main  purpose  is  to  teach  the 
diabetic  child  how  to  administer  his  own  in- 
sulin shots,  to  recognize  proper  diet  foods, 
and  to  teach  the  child  how  to  properly  care 
for  himself. 

The  camp  group,  supported  by  private 
donations,  is  governed  by  a board  of  direc- 
tors headed  by  Doctor  Michael  Krofoot  of 
Omaha.  Doctor  E.  S.  Wegner,  Lincoln  pedi- 
atrician, is  vice  president.  Those  doctors 
desiring  additional  information  may  write 
to  either  Doctor  Krofoot  or  Doctor  Wegner. 
Information  regarding  registration  may  be 
obtained  from  the  camp  director,  Mr.  Sher- 
man Poska,  101  North  20th  Street,  Omaha, 
Nebraska. 


A Comparison  of  Spinal  Analgesia  and  Gen- 
eral Anesthesia  for  Elective  Cesarean  Sec- 
tion; Interim  Report  — J.  S.  Crawford 
(Chicago  Lying-In  Hosp,  Chicago).  Amer 
J Obstet  Gynec  94:858-860  (March  15) 
1966. 

The  recommended  technique  of  general 
anesthesia  (thiopental  sodium,  succinylcho- 
line,  nitrous  oxide,  and  endotracheal  intuba- 
tion) was  used  in  a series  of  cases  of  elective 
cesarean  section  in  order  to  compare  the 
results  obtained  from  a similar  series  con- 
ducted under  spinal  analgesia.  Allowing  for 
the  extent  of  the  induction-delivery  interval 
of  25  to  40  minutes,  the  infants  were  sig- 
nificantly less  asphyxiated  when  the  moth- 
ers were  given  a general  anesthetic  than  was 
the  case  when  a spinal  analgesia  was  admin- 
istered to  the  mother.  The  major  factor 
which  contributes  to  the  greater  degree  of 
asphyxia  observed  among  infants  delivered 
under  spinal  analgesia  may  be  diminuation 
in  the  uteroplacental  blood  flow  because  of 
the  action  of  the  vasopressor  agent  used  to 
maintain  maternal  blood  pressure. 
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Synopsis  of  Obstetrics  (Seventh  Edition)  by  Charles 
E.  ^IcLennan,  M.D.  Published  March  14,  1966 
by  the  C.  V.  Mosby  Company  of  St.  Louis,  Mis- 
souri. 471  pages  (5"  by  8")  with  166  pictures. 
Price  $6.8.5. 

The  author  of  this  concisely  written  publication 
is  Professor  of  Gynecology  and  Obstetrics  at  the 
Stanford  University  School  of  Medicine  in  Palo 
Alto,  California. 

Like  its  previous  editions,  this  book  is  intended 
primarily  for  the  undergraduate  medical  students 
who  may  at  times  need  a synopsis  of  the  material 
presented  in  a wide  variety  of  much  larger  volumes. 
Innumerable  minor  and  a few  major  additions  have 
been  made  to  the  text  in  order  to  incorporate  most 
of  the  seemingly  useful  obstetric  opinions  and  data 
published  in  the  last  few  years.  The  emphasis,  in 
the  clinical  portions  of  the  book,  is  on  basic  prin- 
ciples. Though  the  practicing  physician  or  the 
trainee  is  unlikely  to  be  able  to  use  this  com- 
pendium as  a “cookbook”  to  guide  him  through 
clinical  situations  never  previously  experienced,  he 
should  be  able  to  use  this  text  as  a sound  basis 
for  making  a decision  for  or  against  a specific 
action. 


Physician  - Generals  in  tbe  Civil  War  (A  Study 
in  Nineteenth  Mid-Century  American  Medicine) 
by  Paul  E.  Steiner,  M.D.  Published  April  5,  1966 
by  the  Charles  C.  Thomas  Company  of  Spring- 
field,  Illinois.  194  pages  (6"  by  9”)  with  33 
pictures.  Price  $8.00. 

Doctor  Steiner  is  Professor  of  Pathology  at  the 
University  of  Pennsylvania  School  of  Medicine  in 
Philadelphia.  He  has  written  a unique  study  of  33 
physicians  who  seiwed  in  nonmedical  capacities 
during  the  American  Civil  War.  An  attempt  has 
been  made  to  determine  the  significance  of  this 
phenomenon  ...  a peculiar  feature  of  American 
history  which  has  never  been  repeated. 

The  lives  of  these  33  doctors  are  studied  in 
depth  . . . theii'  early  environment,  primary  edu- 
cation, medical  and  postdoctoral  training,  medical 
practice,  and  extramedical  interests  both  before 
and  after  the  war. 

A remarkably  clear  picture  of  American  medicine 
and  medical  education  in  the  middle  of  the  nine- 
teenth century  emerges  as  does  the  part  played 
by  physicians  in  the  Civil  War.  Dealing  as  it 
does  with  a previously  unexplored  field,  this  book 
will  hold  special  interest  for  physicians,  medical 
historians,  students  of  the  nineteenth  century,  and 
Civil  War  and  American  historians. 


Hashish:  Its  Chemistry  and  Pharmacology  (Pro- 

ceedings of  the  Ciba  Foundation  Study  Group 


No.  21).  Published  in  1965  by  Little,  Brown  and 

Company  of  Boston.  96  pages  (5"  by  T'/z") 

with  8 illustrations.  Price  $2.95. 

This  book  is  a record  of  the  proceedings  of  the 
one-day  symposium  sponsored  by  the  Ciba  Foun- 
dation and  attended  by  26  eminent  authorities 
from  8 different  countries.  Papers  read  and  dis- 
cussed included  the  following; 

1.  Natural  and  smoked  hashish 

2.  Recent  results  of  hashish  analysis 

3.  Some  aspects  of  cannabis  action 

4.  Drug  dependence  of  hashish  type 

5.  Effects  of  a cannabis  extract  on  gross  be- 
behavior 

Following  the  above  papers  is  the  verbatim  rec- 
ord of  a general  discussion  dealing  with: 


1. 

A theory 

of  drug  dependence 

2. 

Treatment 

of  depression 

3. 

Tests  for- 

identifying  hashish  users. 

Functions  of  the  Corpus  Callosum  (Proceedings  of 
the  Ciba  Foundation  Study  Group  No.  20).  Pub- 
lished in  1965  by  Little,  Brown  and  Company 
of  Boston.  156  pages  (5"  by  7Vz”)  with  28  illus- 
trations. Price  $3.75. 

This  book  is  a record  of  the  proceedings  of  the 
one-day  symposium  sponsored  the  Ciba  Founda- 
tion and  attended  by  25  eminent  authorities  from 
six  different  countries.  Papers  read  and  discussed 
included  the  following: 

1.  The  spread  of  epileptic  activity  from  one 
hemisphere  to  the  other 

2.  Alexia  and  color-naming  disturbance 

3.  A neurological  investigation  of  the  eye-hand 
control  in  the  chimpanzee 

4.  A search  for  the  cortical  subtrate  of  tactual 
memories 

5.  Psychological  studies  in  three  cases  of  con- 
genital agenesis  of  the  corpus  callosum 

6.  The  neocortical  commissures  and  iirterhemis- 
pheric  transmission  of  information 

7.  A note  on  auditory  discrimination  behavior 
of  the  corpus  callosum. 
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ORGANIZATIONS.  STATE  = 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
State  House  Station 

Post  Office  Box  4813,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 

Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 

Miss  Betty  Seibert,  510  South  42nd  St.,  Omaha 
Lancaster  County  Chapter 
Mr.  and  Mrs.  Gayle  Voller,  530  North  75th  St., 
Lincoln 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebiaska 
Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 
Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
ICOl  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 

Nebraska  Public  Health  Association 
Geoige  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  President 
5 West  31st  Street,  Kearney,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 

Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 

Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “O”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Hariy  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CEN’TER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  0 St.,  Lincoln  68508 
University  of  Nebraska  College  of  ^ledicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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fEv«ti  doctors  Sometimes  O*orget 

Even  debtors  sometimes  forget  there’s  a difference  between  Blue  Cross-Blue  Shield 
membership  and  health  insurance. 

We  don’t  sell  insurance. 

We  merely  provide  a service — to  our  members  and  the  medical  profession.  That 
service  is  voluntary  prepa3mient  of  hospital  and  doctor  bills. 

We  support  ourselves,  and  pay  9 1 cents  out  of  every  dollar  we  get  to  hospitals  and 
doctors. 

In  two  out  of  every  three  cases,  we  pay  the  hospital  and  doctor  bills  in  full. 

No  insurance  company  can  match  this  record. 

There  are  thousands  of  insurance  companies. 

But  only  one  Blue  Cross-Blue  Shield. 

NEBRASKA 

Wue  Cross  / fBlue  Shield 

Fifth  Floor,  Kilpatrick  Building.  Omaha,  Nebraska 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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understanding . . . precedes  development 


at  Merck  Sharp  & Dohme...  - 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research; 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thus  acquired  might  come  clues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems - 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

^MERCKSHARP& DOHME  OMMS'On  of  Merck  4 Co  .Inc  .West  Poml,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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is  often  the  seat  of 
low  back  pain 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the  ' 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely  ' 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu-  ' 
loskeletal  conditions.  It  also  may  act  to  normalize  ' 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 

In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

sni\/i^ 

(CARISOPRODOL) 

Wallace  Laboratories,  Cranbury,  N.J. 
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Professional  Protecfion  Exclusively  since  1899 


OMAHA  OFFICE:  Robert  C.  Schmitz,  Representative 


9132  Dorcas  Street,  Omaha  Telephone  402-393-5797 

Mailing  Address:  Elmwood  Station,  Box  6076,  Omaha  68106 
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Mental  Health — 

(Continued  from  page  10-A) 

period  of  only  four  years,  even  though  the 
patients  have  remained  in  the  hospital  for 
longer  periods,  and  despite  the  fact  that 
families  of  the  patient  are  able  to  pay  the 
costs. 

Doctor  Charles  Landgraf,  Hastings,  psy- 
chiatrist, representing  the  Nebraska  State 
Medical  Association,  made  the  following 
points  before  the  committee: 

1.  There  are  some  county  boards  who 
are  careless  in  their  handling  of  mental  cases. 

2.  Some  mental  patients  confined  in  state 
hospitals  are  competent  to  do  a day’s  work 
downtown,  and  are  competent  to  drive  their 
own  cars  back  and  forth  to  work. 

3.  Judges  should  have  the  right  to  ap- 
point a defender  for  the  accused  patient. 

4.  Sexual  psychopaths  as  a whole  are 
not  dangerous  people. 


“We’re  doing  the  best  we  can,  Sir,  the  hos- 
pital ran  out  of  beds  this  morning!’’ 
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following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B)  (as Thiamine  Mononitrate)  10  mg 


Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  B»  (Pyridoxine  HCl)  2 mg 

Vitamin  Bi,  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


626-6-3612 


now... introducing  a new  high-strength  dosage  form 

SIONEM 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC* 

^ THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

^ WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


VCIN  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being'^ 
New  York,  N.Y.  10017 


cxv 

1966 


Chicago,  the  convention  capital  of  the  world,  hosts  the  world's  largest  medical 
convention.  Each  year  the  AMA  Annual  Convention  presents  a wider  and 
greater  range  of  medical  subjects.  This  year  s convention  will  be  held  in  mag- 
nificent McCormick  Place.  Air-conditioned,  it  offers  almost  unparalleled  facili- 
ties. View  and  participate  in  the  following;  • Six  general  scientific  meetings 

• 23  medical  specialty  programs  • 800  scientific  and  industrial  exhibits 

• Lectures,  panel  discussions,  motion  pictures  and  color  television.  Plan  to 
attend — continue  your  post-graduate  education. 

See  JAMA  May  9 for  complete  scientific  program — forms  for  advance  registra- 
tion and  hotel  accommodations. 
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dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&E  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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REPRINTS 


Technical  Article 

0 Are  a direct  presentation  of  research 
5 and  a valuable  supplement 

0 to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
■write  us  for  prices 
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Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Do\ley  medich 

SUPPLY  COMPANY 

2415  '*0”  St.,  Lincoln  1.  Nebraska 
AUTHORIZED  CONTRACT  AGENT 


Current  Comment 

The  Nebraska  Sertoma  Hearing  Project — 

Of  the  3834  children  and  adults  who  re- 
ceived hearing  tests  as  a result  of  last  year’s 
Nebraska  Sertoma  Clubs’  Hearing  Project 
testing,  approximately  4.5%  of  all  children 
tested  were  found  to  have  some  impairment 
of  hearing,  and  about  20%  of  the  adults 
tested  showed  some  impairment  of  auditory 
acuity.  In  contrast  to  the  adults,  most  of 
whom  were  aware  of  some  hearing  defi- 
ciency, the  children  with  abnormal  hearing 
were  not  aware  of  their  impairment. 

Lincoln  pharmacist  Norman  Leuthauser, 
President  of  the  Nebraska  Sertoma  Hear- 
ing Project,  said  that  last  year  brought 
many  donations  for  the  nation’s  Temporal 
Bone  Banks.  These  banks  are  not  like  nerve 
or  eye  banks,  where  healthy  parts  are  stored 
and  later  transplanted  to  the  living.  In- 
stead, they  are  ear  research  laboratories, 
where  bequeathed  inner  ear  structures  are 
studied,  along  with  the  medical  records  and 
hearing  records  of  the  donors.  To  make 
such  bequests  easier  to  carry  out,  Nebraska 
Sertoma  members  have  worked  with  Ne- 
braska doctors,  teaching  them  how  to  pro- 
cess the  human  organ  gifts. 


“Doctor  put  it  in  . . . he’s  conducting  his  own 
War  on  Poverty!” 
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eczema:  scourge  of  childhood 


R.  R.,  Age  n — Before  treatment- 
atopic  eczema  of  long  standing 


! ARISTOCORT*  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
I patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
I area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
|l  effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
I under  an  occlusive  dressing. 

' Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 

I chicken  pox  and  vaccinia. 

I'  Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
; favorably  under  certain  conditions.  If  side  effects  are  en- 
' countered,  the  drug  should  be  discontinued  and  appropriate 

■Aristocort’  Topical 

1 Triamcinolone  Acetonide 

LEDERLE  LABORATORIES,  A Division  of 


After  treatment— with  ARISTOCORT 
Topical  Ointment  0.1%  for  two  weeks 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  V2  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.D. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


American  Cyanamid  Company,  Pearl  River,  New  York 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln,  Nebraska. 

WILL  DO  LOCUM  TENENS  — General  Prac- 
tice. April  through  July.  Write:  D.  E.  Short,  M.D., 
8402  Blondo,  Omaha,  Nebraska. 

EQUIPMENT  FOR  SALE  — 100  mi  GE  X-ray 
unit,  good  condition.  Contact  F.  J.  Schwertley, 
M.D.,  614  Barker  Building,  Omaha,  Nebraska  68102. 

YOUNG  GENERAL  PRACTITIONER  — In  west- 
ern Nebraska  needs  associate  with  partnership  in 
mind.  Write  Joe  Saults,  M.D.,  Mullen,  Nebraska. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

USED  MEDICAL  AND  SURGICAL  EQUIPMENT 
— 100  milliamp  X-ray,  BMR  machine,  photrometer 
and  numerous  items  of  equipment  for  sale.  Contact 
R.  T.  Sattei’field,  M.D.,  724  East  Jefferson  St.,  Mil- 
lard, Nebraska. 

GENERAL  PRACTITIONER  — Excellent  oppor- 
tunity for  association  with  General  Practitioner. 
Partnership  opportunities.  Western  Nebraska. 
Trade  area  45,000.  Excellent  hospital  facilities. 
Write:  Douglas  Campbell,  M.D.,  3639  Avenue  B, 
Scottsbluff,  Nebraska  69361. 

INTERNAL  MEDICINE  — Internist  or  Generalist 
interested  in  Internal  Medicine  to  fill  a vacancy 
soon  to  develop  on  the  staff  of  the  VA  Hospital, 
Grand  Island,  Nebr.,  an  equal  opportunity  employ- 
er. Contact:  Hospital  Director,  VA  Hospital,  Grand 
Island,  Nebraska  68801. 

EASTERN  WISCONSIN  CLINIC  — In  rapidly 
growing  community  of  40,000  desires  board-eligible 
or  certified  physicians  in  pediatrics,  obstetrics  and 
gynecology  and  internal  medicine.  Well-equipped 
clinic  and  excellent  hospital  facilities.  Lake  shore 
location  offers  ample  recreational  facilities.  Attrac- 
tive financial  plan  leading  to  early  full  partnership. 
Full  expenses  paid  for  applicants  invited  to  inter- 
view. Call  or  write:  F.  L.  Hildebrand,  M.D.,  River- 
side Clinic,  Menasha,  Wisconsin. 


INTERNIST  — For  5-man  department  in  busy 
and  steadily  growing  north  central  Kansas  13- 
member  multispecialty  group.  Partnership  after 
salary  for  two  years.  Board  eligible  or  certified. 
Write  Gelvin-Haughey  Clinic,  Concordia,  Kansas. 

RESIDENTS  IN  PSYCHIATRY  — OPENING  for 
July  1st,  1966  and  January  1st,  1967.  Stipend 
$11,400  for  physicians  just  completing  internship. 
Federal  stipend  available  to  physicians  with  4 
years  non-psychiatric  training  or  experience  follow- 
ing internship  amounting  to  $12,000  annually  with 
an  extra  $3600  tax  exemption.  Graduates  of  Amer- 
ican Schools  must  be  eligible  for  Iowa  licensure. 
Foreign  graduates  must  have  ECFWG  certificate. 
Hospital  has  450  in-patients,  large  out-patient  de- 
partment, children’s  unit  with  Board-certified  Child 
Psychiatiist.  Eclectic  progi’am  with  emphasis  on 
community  and  existential  psychiatiy.  Thirteen 
senior  staff  members  including  ten  Board  certified. 
Numerous  consultants.  Authorized  for  12  I’esidents. 
Affiliation  with  University  of  Iowa.  Enthusiastic 
and  dynamic  training  and  treatment  programs  that 
are  best  understood  by  a personal  visit.  Write  or 
call  collect:  W.  C.  Brinegar,  M.D.,  Superintendent 
or  John  Worthington,  M.D.,  Mental  Health  Institute, 
Cherokee,  Iowa. 


30-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


The  Nebraska  State 
^^Medical  Journal 

1966 
INDEX  ON 


*)3lNf03M  8 « X inNiS3H3 
3A^9  id 

3031105  3h|  jo  811 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

27  years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request. 


PARKE-DAVIS 

PARKE.  DAVIS  A COMPANY.  Delro'f.  M,ch,gin  48732 
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Nasal  Spray 


(contains  Neo-Synephrine  HCI) 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


own  antibodies 


Whatever  term  describes  him  in  this  new  era  of 
immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea  and  sneezing  haven’t  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz'®'  Nasal  Spray 
relieves  the  symptoms.  It  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
balanced  formula  of  effective  components  relieves  in 
three  ways  with; 

• Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes  and 
allow  more  comfortable  breathing. 

• Thenfadil®  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 

•Zephiran®  Cl  1:5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  promote 
the  rapid  spread  of  components  to  less  ^ 

accessible  nasal  areas. 


Supplied  in  convenient  pocket-size  plastic 
spray  bottle  of  20  ml.  Also  available  as  a 
solution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
and  473  ml.  (1  pint). 
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Once  merely  a man 
with  HAY  FEVER- 

now  a victim  of  his 
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Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 


Regroton* 

chlorthalidone  50  mg.  reserpine  0.2S  mg. 

1 tablet  daily 
brings  pressure  down 

Mvantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH.  or  digitalis.  Sait  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris. anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Avaifabitily:  Bottles  of  100  and  1000  tablets. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
f all  have  to  measure  up  to  the  same  standards;  they 

all  are  underpaid,  too.  Therefore,  all  interns  are 
; alike. 

' That's  utter  nonsense,  of  course.  But  it's  no 

I more  nonsensical  than  what  some  people  say 

|j  about  aspirin.  Namely:  since  all  aspirin  is  at  least 

^ supposed  to  come  up  to  certain  required  stand- 

1,  ards,  then  all  aspirin  tablets  must  be  alike. 

I Bayer's  standards  are  far  more  demanding.  In 

fact,  there  are  at  least  n/ne  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  tbe  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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Current  Comment 

Omaha  Doctors  Assist  Boys’  Clubs — 

It  happened  last  October  at  Conestoga 
School,  to  8,000  Near  North  Side  children 
who  had  never  been  immunized.  They  re- 
ceived immunization  for  diphtheria,  whoop- 
ing cough,  tetanus,  polio  and  smallpox. 

^"olunteer  doctors  and  nurses  worked  from 
10  a.m.  to  6 p.m.  to  fulfill  the  need  found  by 
the  North  Omaha  Gene  Eppley  Boys’  Club 
and  the  Omaha-Douglas  County  Health  De- 
partment. 

This  clinic  was  one  of  the  results  of  the 
organization  of  the  North  Omaha  Gene  Ep- 
pley Boys’  Club  Health  Education  Service 
in  1963  by  Jon  B.  McWilliams,  unit  director 
of  the  North  Omaha  club,  and  Dr.  C.  Lee 
Retelsdorf. 

A boy’s  membership  in  the  club  starts  with 
a physical  examination.  It  is  as  much  a 
part  of  the  program  as  are  the  game  tables 
and  swimming  pool.  But  examination  and 
treatment  of  a boy  do  not  just  happen.  It 
takes  people  who  are  interested  in  the  boy’s 
welfare  to  help  make  these  things  happen. 

When  they  found  out  so  many  of  the  boys 
coming  to  the  club  had  not  been  immunized, 
iMcWilliams  and  Retelsdorf  conceived  the 
plan  for  the  immunization  clinic,  deciding  to 
include  all  the  children  in  the  neighborhood 
if  possible.  It  was  possible,  with  much 
volunteer  help  and  the  participation  of  the 
board  of  health. 

When  a man  like  Dr.  G.  P.  McCardle  is 
touched  by  the  results  of  a Boys’  Club  health 
examination  session  enough  to  call  and  say, 
“What  can  I do?’’  and  another  man  like  Dr. 
C.  Lee  Retelsdorf,  gets  caught  up  in  the  pur- 
pose of  the  program,  a Boys’  Club  Health 
Service  has  begun. 

Dr.  Retelsdorf  is  known  by  his  associates 
as  a dynamic  man  with  a love  for  boys  and 
a willingness  to  help.  One  staff  member 
said  it  this  way:  “Dr.  Retelsdorf  really  real- 
izes the  greatness  of  it.’’ 

The  Health  Education  Service  functions  as 
(Continued  on  page  12- A) 


Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a 
button  popper 


Second  aid  for  a 
button  popper 


Bamadex*  Sequels" 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


I.EDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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PENTID-SULFAS  FOR  SYRUP 

SQUIBB  BUFFERED  PENICILLIN  POWDER  WITH 
SULFADIAZINE,$ULFAMETHAZINE,AND$ULFAMERAZINE 


the  fruit  punch 
that  packs  a wallop 


Pentid-Sulfas  for  Syrup  is  a real  knock-out  when  it 
comes  to  good  taste.  And,  with  a single  prescrip- 
tion, you  provide  an  anti-infective  that  combats 
both  gram-positive  and  gram-negative  bacteria. 
Notable  for  its  economy,  Pentid-Sulfas  for  Syrup  is 
everybody’s  choice,  patient,  parent  and  physician. 


Contraindications:  Contraindicated  in  patients  sensitive  to 
sulfa  or  penicillin,  pregnant  females  at  term,  premature  in- 
fants, newborns  during  first  week  of  life.  Precautions:  Watch 
for  hypersensitivity  reactions  and  overgrowth  of  nonsuscep- 
tible  organisms.  Observe  usual  precautions  for  sulfonamide 
therapy:  adequate  fluid  intake;  force  fluids  if  urine  volume  is 
low;  maintain  urinary  pH  of  7 or  higher;  use  only  after  critical 
appraisal  in  patients  with  liver  or  renal  damage,  urinary  ob- 
struction, blood  dyscrasias.  Adverse  Reactions:  Anaphylactoid 


shock  (rare),  G.l.  disturbances,  hepatitis,  pancreatitis, 
blood  dyscrasias,  neuropathy,  drug  fever,  urticaria,  pur- 
pura, hematuria,  crystalluria,  conjunctival  and  scleral 
varicula,  petechiae  may  occur.  Dosage:  Daily  pediatric  dos- 
age should  supply  65-100  mg.  trisulfapyrimidines  per 
pound  body  weight  in  divided  doses  q.  4 to  6 h.  Supply: 
Pentid-Sulfas  for  Syrup  when  prepared,  provides  80  cc.  (16 
doses)  or  150  cc.  (30  doses)  of  fruit-flavored  syrup  provid- 
ing in  each  5 cc.  teaspoonful  125  mg.  (200.000  u.)  potas- 
sium penicillin  G and  167  mg.  each  of  sulfadiazine,  sulfa- 
methazine, and  sulfamerazine. 

Now  , . . NEW  PENTID®  ‘400’-SULFAS  FOR  SYRUP  (buffered 
penicillin  powder  with  sulfadiazine,  sulfamethazine,  and  sulfa- 
merazine each  5 cc.  providing  250  mg.  [400,000  units]  potas- 
sium penicillin  G and  167  mg.  each  of  sulfadiazine,  sulfa- 
methazine, and  sulfamerazine).  Available  in  16-dose  (80  cc.) 
and  30-dose  (150  cc.)  bottles. 

For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 
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the  sedentary  life 
is  often  the  seat  of 


low  back  pain 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because'  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 


SOMA 

(CARISOPRODOL) 


Wallace  Laboratories,  Cranbury,  N.J. 
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PROFESSIONAL  LIABILITY  INSURANCE 

Cl  lil(^L  niarL  clldUnctioit 


Professional  Protecfion  Exclusively  since  1899 


OMAHA  OFFICE:  Robert  C.  Schmitz,  Representative 
9132  Dorcas  Street,  Omaha  Telephone  402-393-5797 

Mailing  Address:  Elmwood  Station,  Box  6076,  Omaha  68106 


Omaha  Doctors  Assist  Boys’  Clubs — 

(Continued  from  page  8- A) 
a screening  agency,  examining  and  making 
appropriate  referrals.  “We’re  not  practic- 
ing therapeutic  medicine  here,”  he  said. 
“However,  an  important  aspect  of  the  pro- 
gram is  encouraging  parents  to  go  through 
with  the  recommended  medical  attention.” 

“The  actual  decisions  to  go  ahead  and  have 
treatment  are  made  by  the  parents  but 
Boys’  Club  staff  members  make  every  ef- 
fort possible  to  help  make  the  necessary  con- 
tacts with  physicians  and  to  find  financial 
assistance  if  necessary.” 

Dr.  Jerome  E.  Bleicher  will  head  up  its  or- 
ganization in  South  Omaha  filling  much  the 
same  role  as  that  of  Dr.  Retelsdorf  in  the 
North  Omaha  service. 

The  North  Omaha  club  follows  a program 
as  close  as  possible  to  recommendations  made 
by  Dr.  E.  D.  Lyman,  health  director  of  the 
Omaha-Douglas  Countj’  Board  of  Health. 
Some  procedures  have  been  included  in  the 
program.  Others  await  needed  finances. 


Two  of  the  major  problems  have  been  ton- 
sils and  hernias.  Fifty  per  cent  of  the  boys 
examined  warranted  reexamination  where 
umbilical  hernia  was  indicated.  Out  of  these 
15  to  20  per  cent  needed  work  done.  Lack 
of  treatment  can  keep  the  boys  out  of  foot- 
ball and  other  events  important  to  boys,  the 
doctor  said. 

About  30  cardiac  examinations  have  re- 
vealed some  abnormality  of  heart  in  varying 
degrees.  No  definitive  action  has  been  tak- 
en on  these  cases,  although  some  have  been 
referred  to  the  Nebraska  Crippled  Children’s 
seiwice.  Enough  facilities  are  available  for 
parents  who  wish  to  follow  through  and  ob- 
tain major  attention  for  their  boy. 

The  Nebraska  Psychiatric  Institute  serv- 
ices are  also  available  for  help. 

Staff  members  have  found  the  health 
service  greatly  appreciated  by  parents.  Tom 
Davis,  guidance  education  director,  is  the 
go-between  for  parents,  visiting  nurse,  hos- 
pital and  doctors.  A visiting  nurse  is  pro- 
vided by  the  ^Tsiting  Nurse  Association. 

(Continued  on  page  14- A) 
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B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B|  (Thiamine  Mononitrate)  10  mg 


Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  65  (Pyridoxine  HCI)  2 mg 

Vitamin  Bjj  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


otysp 


'nyxin  B - 


htibiotic  (H 


USE  ‘polysporih:l 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


Omaha  Doctors  Assist  Boys’  Clubs — 

(Continued  from  page  12-A) 

A number  of  dental  work-ups  has  been 
completed.  Drs.  Earle  G.  Person,  Jr.,  and 
Ben  Nachman  make  a great  team  as  they  as- 
sist each  other  on  the  dental  examination 
“front.” 

“During  the  first  series  of  examinations,” 
Person  remembers,  “there  was  quite  a line 
of  boys.  Most  of  them  had  never  before  seen 
a dentist.  There  was  a certain  prestige  in 
having  had  a dental  examination.” 

Each  boy  is  presented  a dental  kit,  in- 
cluding a toothbrush,  toothpaste  and  mouth- 
wash. The  toothbrush  he  gets  at  the  Boys’ 
Club  is  often  the  first  one  a boy  has  owned. 

Gross  problems  are  given  first  attention. 
The  “dental  cripples”  who  have  lost  enough 
teeth  that  chewing  is  difficult  and  speech 
incoherent  or  abnormal  are  a main  concern 
of  the  doctors.  They  are  also  anxious  to  do 
something  for  several  problems  of  dental 
cosmesis,  cases  where  the  boy’s  teeth  make 

(Continued  on  page  20-A) 


“.All  I think  he  needs  is  a little  rest.” 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  anil  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
still  package  circular. 

WALLACE  LABORATORIES 
\krt>Cranbnry,  N.J.  cm-ibi* 


Miltown* 

(meprobamate) 
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11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOE-MARK  ® 


things  go 

better,! 

^with 

Coke 
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Many 
anxious 
patients 
need  more 
than  just 
calming. 

Stelazine 

brand  of  trifluoperazine 

offers 


tranquilization. 


Sedative  or  nnuscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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good  reason 
to  select 

Ilosone' 


Erythromycin  Estolate 

for  bacterial 
infections 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules*',  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  availabie  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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WE  NEED  DRIVER  EDUCATION 

We  read  a great  deal  these  days  about 
safer  automobiles,  and  while  we  are  all  for 
safety  and  for  helping  people  live,  we  are 
also  for  logic.  It  is  easy  to  write  an  edi- 
torial saying  the  automobile  should  be  made 
safer,  but  other  things  want  saying,  too. 
Automobile  manufacturers  do  test.  They 
test  endlessly,  over  and  over  again,  in  the  in- 
terest of  public  safety.  They  spend  a great 
amount  of  money,  and  their  own  money,  and 
time  and  effort,  to  make  the  automobile 
safer  to  drive.  Progress  is  being  made. 
Safety  improvements  are  added  every  year; 
we  need  only  look  at  the  automobile  of  a few 
years  ago  to  see  the  changes  that  have  been 
made  in  the  interest  of  safety.  We  do  not 
mean  to  be  callous,  but  we  must  introduce 
logic  where  it  is  wanting,  and  to  say  to 
those  who  point  to  the  increase  in  highway 
toll  with  horror,  that  every  year  there  is 
more  of  everything;  there  are  more  surgical 
operations,  more  voters,  more  television  sets, 
and  there  are  more  automobiles  and  more 
drivers.  Automobile  makers  make  what  the 
public  wants,  and  they  sell  what  the  public 
will  buy.  It  is  common  knowledge  that  if 
you  make  the  automobile  thicker  and  more 
rigid,  and  what  ever  else  may  seem  to  make 
it  safer,  and  thus  costlier,  and  less  attractive, 
the  public  will  not  buy  it. 

It  has  seemed  to  us  for  a long  time  that 
what  is  primarily  at  fault  is  the  driver.  It 
is  old,  but  it  is  true,  that  the  most  dangerous 
nut  in  the  automobile  is  the  one  behind  the 
wheel.  You  can  make  the  automobile  thick- 
er and  slower,  but  drivers  coming  down  the 
wrong  side  of  the  road  will  still  become  sta- 
tistics, people  will  still  go  through  red  lights, 
and  stop  signs,  speeders  will  speed,  and  drunk- 
en drivers  will  kill  sober  pedestrians.  “There 
is  a great  hue  and  cry  these  days,”  wrote  a 
prominent  insurance  company  a year  and  a 
half  ago,  “for  a ‘safer  automobile,’  but  from 
here  it  seems  that  the  great  need  is  for  more 
and  better  driver  education.”  We  agree. 
“The  prime  cause  of  these  accidents,”  the 
company’s  remarks  continued,  “was  exces- 
sive speed  — human  error,  lack  of  judg- 


ment, and  perhaps  a lack  of  respect  for  the 
other  fellow.” 

We  are  for  safety;  we  are  for  fewer  acci- 
dents, fewer  injuries,  and  fewer  deaths.  But 
first,  people  speed,  people  drive  while  drunk, 
they  come  down  the  wrong  side  of  the  street, 
they  sleep  while  driving,  and  some  people  are 
accident  prone.  And  second,  they  will  not 
spend  money  on  safety  devices,  they  will  not 
use  seat  belts  that  are  already  there,  they 
buy  more  and  more  powerful  automobiles. 
Automobile  makers  are  happy  to  build  cars 
that  the  public  wants  and  will  buy.  And 
third,  a life  insurance  company  has  put  the 
blame  where  it  belongs,  on  the  driver,  while 
a state  has  sharply  diminished  its  death  toll 
by  enforcing  driver  safety  rules.  To  let  peo- 
ple speed,  drink,  sleep,  and  drive  recklessly, 
while  scolding  the  manufacturer,  is  like  turn- 
ing off  the  fire  alarm.  We  are  on  the  side 
of  continuing  safety  improvements  in  auto- 
mobiles and  we  always  will  be.  But  we  need 
driver  education  even  more,  and  we  need  it 
badly.  This  is  where  the  trouble  lies;  this 
is  where  the  need  is;  this  is  the  way  to  re- 
duce the  number  of  accidents,  injuries,  and 
deaths.  It  is  easier  to  scold  the  manufac- 
turer, it  is  far  more  popular.  But  while  the 
alarm  bell  is  silenced,  the  fire  still  burns. 
It  may  even  be  dangerous  to  let  drivers  feel 
that  they  may  drive  recklessly  because  the 
automobile  will  be  safer;  that  is,  safer  for 
them  to  drive  faster.  We  do  not  mean  to 
stop  progress.  We  do  not  believe  that  safety 
devices  should  not  be  added,  of  course  they 
should.  But  this  thought  is  not  too  far- 
fetched, that  if  you  concentrate  on  construc- 
tion when  the  greater  danger  lies  in  reckless 
driving,  if  you  tell  the  poor  driver  that  it  is 
now  safe  for  him  to  collide  with  another  car 
at  60  miles  per  hour,  unsafe  drivers  will  be 
encouraged  to  go  even  faster  and  will  even- 
tually cause  more  accidents.  There  is  a 
vehicle  in  which  it  may  be  harder  to  get  hurt. 
They  have  been  building  it  for  years.  It 
is  not  pretty,  it  will  no  go  fast,  and  it  is 
expensive.  It  is  called  a tank. 

It  is  characteristic  of  our  civilization  that 
character  building  and  personal  responsibil- 
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ity  are  not  encouraged;  instead,  the  driver 
continues  his  irresponsible  way  and  the 
manufacturer  must  protect  him  from  his 
foolishness  and  even  sell  him  a car  he  does 
not  want.  Two  factors  contribute  to  safety, 
but  which  is  more  important?  “Auto  makers 
are  adding  more  safety  features  to  their 
product,”  says  the  insurance  company,  “but 
until  the  driver  recognizes  his  responsibility, 
the  fatality  list  will  continue  to  increase.” 
It  is  too  easy  to  get  a driver’s  license  these 
days,  and  it  is  far  too  easy  to  have  it  re- 
newed. It  is  too  easy  to  drive  cars  that  are 
not  kept  in  proper  repair.  It  is  too  easy  to 
cause  accidents  and  to  continue  to  drive. 
The  highway  death  toll  was  significantly  re- 
duced in  Connecticut  by  getting  after  the 
drivers.  We  think  that’s  where  safety  lies. 
In  driver  education. 

— F.C. 

WHERE  DOES  THE  PATIENT’S 
MONEY  GO? 

Well,  Americans  are  spending  more  these 
days  for  health  care,  but  they  continue  to 
use  more  money  for  cosmetics  and  haircuts 
than  for  doctor  bills.  They  spent  23.4  bil- 
lion dollars  for  health  care  in  1963,  and  25.2 
billion  dollars  in  1964.  This  is  how  the 
health-care  dollar  was  divided  in  1944,  1954, 
and  in  1964: 


1944 

1954 

1964 

Hospitals  - 

18 

.24 

.30 

Physicians  

28 

.28 

.27 

Drugs  - 

23 

.18 

.17 

Dentists  

12 

.12 

.10 

Health  insurance 

.07 

.08 

.07 

Appliances  - 

07 

.05 

.04 

Other  services  — . 

05 

.05 

.05 

—F.C. 


SCOTTS  BLUFF 

Historic  Scotts  Bluff  National  Monument 
stands  along  the  Oregon  Trail  in  western  Ne- 
braska, near  Scottsbluff.  It  is  dedicated  to 
the  thousands  of  pioneers  who  passed  this  fa- 
mous landmark  on  their  way  west.  Ruts  left 
by  the  pioneers’  wagons  may  still  be  seen  in 
Mitchell  Pass  behind  the  monument.  (Ne- 
braska Game  Commission  photograph). 

—F.C. 
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Current  Comment 

Progre.ss  Report  — The  1967  Nebraska 
Centennial  Health  Fair — 

Financial  sponsorship  of  the  1967  Nebras- 
ka Centennial  Health  Fair  has  reached  the 
point  where  success  is  now  certain,  accord- 
ing to  Chairman  E.  D.  Zeman,  M.D.,  of  Lin- 
coln. The  Fair  is  being  sponsored  by  the 
Nebraska  State  Medical  Association,  the 
Nebraska  State  Dental  Society,  the  Nebras- 
ka State  Pharmacy  Association,  the  Ne- 
braska State  Veterinary  Association,  the  Ne- 
braska State  Heart  Association,  the  Ne- 
braska State  Cancer  Society,  the  Nebraska 
State  Nurses  Association,  and  other  medical, 
paramedical,  and  voluntary  health  groups  too 
numerous  to  list  in  this  column. 

However,  in  spite  of  the  attempts  of  the 
Centennial  Health  Fair  Planning  Commit- 
tee to  notify  each  interested  group  of  people 
who  would  like  to  participate  in  sponsorship 
of  the  Fair  and  in  preparing  exhibits  for 
the  Fair,  it  is  still  possible  that  some  poten- 
tially interested  groups  have  not  been  noti- 
fied. It  is  hoped  that  each  doctor  who  reads 
this  column  will  check  with  the  groups  in 
which  he  is  active,  to  make  sure  that  they 
are  on  the  mailing  list  of  Centennial  Health 
Fair  Planning  Committee,  and  if  any  groups 
have  been  inadvertently  omitted,  they  can 
be  added  to  the  mailing  list  by  calling  or 
writing  to  Leonard  Peterson,  Executive  Sec- 
retary, The  Nebraska  Centennial  Health  Fair 
Headquarters,  920  Sharp  Building,  Lincoln, 
Nebraska. 

Mr.  Peterson  states  that  a letter  has  been 
sent  to  all  Nebraska  Junior  High  and  Senior 
High  School  superintendents,  advising  them 
of  the  dates  of  the  Nebraska  Centennial 
Health  Fair  (April  29,  1967  through  May  5, 
1967)  urging  their  participation  in  an  essay 
contest  to  be  held  in  the  fall  of  1966.  They 
were  advised  that  their  local  doctors,  den- 
tists, pharmacists,  veterinarians,  and  nurses 
would  serve  as  resource  contacts  to  furnish 
information  for  students  entering  the  essay 
contests.  A packet  of  Health  Career  Infor- 
mation Material  from  all  of  the  professional 
and  voluntary  health  agencies  will  be  sent 
to  each  school  in  August. 

Nebraska  S.  M.  J. 
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ARTICLES 


Arteriography:  An  Aid  in  the  Diagnosis 
of  Vascular  Disease 


Introduction 

SIMPLE  and  safe  techniques  for 
visualization  of  the  aorta  and 
its  major  branches  are  now 
available.  Adequate  delineation  of  arterial 
stenosis  and  occlusion  is  important  prior  to 
the  performance  of  vascular  reconstructive 
surgery.  The  purpose  of  this  paper  was  to 
mention  some  of  the  indications  for  these 
various  forms  of  arteriography  and  to  illus- 
trate some  of  the  currently  used  methods  to 
visualize  the  aorta  and  its  major  branches. 

Material 

Sixty-five  patients  whose  ages  ranged 
from  31  to  78  were  studied  from  January, 
1965,  through  December,  1965.  Thirty- 
three  of  the  patients  were  males  and  thirty- 
two  were  females.  Table  1 lists  the  various 
types  of  arteriography  employed  over  this 
period  of  time.  No  major  complications 
were  seen  in  this  group;  three  patients  de- 
veloped hematomas  of  moderate  size. 

Methods 

Carotid  and  vertebral  arteriography  was 
done  on  31  patients  with  symptoms  of  cere- 
bral arterial  insufficiency.  People  who  have 
had  a stroke  or  stroke-like  symptoms  can  be 
categorized  into  the  following  groups. 
(1)  Transient  ischemic  attack  (T.I.A.)  was 
characterized  by  intermittent  episodes  of 
minimal  dysfunction  to  complete  hemiplegia 
which  lasted  for  a few  minutes  to  several 
days  but  cleared  completely.  (2)  Persistent 
or  progressive  stroke  was  one  in  which  the 
defect  remained  or  became  worse.  (3)  A 
completed  stroke  was  one  which  occurred  in 
the  past,  the  symptoms  were  static,  and 
the  patient  was  left  with  some  residual  neu- 
rologic dysfunction. 1 Of  the  31  patients,  28 
had  a transient  ischemic  attack,  two  had  a 
peristent  or  progressive  stroke,  and  one 
had  a completed  stroke. 

Carotid  and  vertebral  arteriograms  were 
recommended  for  any  patient  who  had  one 
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of  the  three  mentioned  forms  of  cerebral 
arterial  insufficiency.  Thus,  the  ideal  can- 
didate for  arteriography  as  well  as  surgery 
was  the  60  year  old  person  who  had  one 
or  two  transient  episodes  of  cerebral  vas- 
cular insufficiency,  and  who  had  unilateral 
disease  of  a stenotic  rather  than  of  an  oc- 
clusive nature. 

The  technique  used  for  visualization  of 
the  extracranial  vessels  was  as  follows : The 
right  carotid  and  right  vertebral  arteries 
were  visualized  by  direct  right  brachial  non- 
catheter retrograde  pressure  injection  of  30 
to  40  cubic  centimeters  of  60  per  cent  Con- 
ray. ^ Films  were  taken  with  the  patient  in 
the  right  oblique  position  with  the  Sanchez- 
Perez  rapid  film  changer*  (figure  1).  Most 
patients  were  anesthetized ; however,  local 
anesthesia  and  sedation  were  also  used.  The 
left  carotid  artery  was  visualized  by  direct 
percutaneous  puncture  of  the  left  common 
carotid  artery  with  a Command  needle.  Ten 
cubic  centimeters  of  60  per  cent  Conray  was 
injected  by  hand;  lateral  and  anteroposterior 
films  were  taken  (figure  2).  This  combined 
procedure  was  the  method  of  choice  when 
visualization  of  three  out  of  four  extra- 
cranial vessels  was  sufficient  and  when  the 
femoral  vessels  were  of  poor  quality.  If 
visualization  of  all  four  extracranial  vessels 
was  important,  and  if  no  significant  aorto- 
iliac  disease  was  present,  a catheter  was  per- 
cutaneously  placed  in  the  aortic  arch  using 
the  Seldinger  technique.^  Forty-five  cubic 
centimeters  of  half  and  half  solution  of  80 
per  cent  Angio-Conray  and  60  per  cent 
Conray**  were  injected  with  the  Enscof  or 
Amplatz  pressure  injectorj  at  450  pounds 

‘Available  at  both  Bryan  Memorial  and  Lincoln  General 
Hospitals,  Lincoln,  Nebraska. 

“Conray  400  is  now  used. 

tAvailable  at  Bryan  Memorial  Hospital.  Lincoln,  Nebraska. 

tAvailable  at  Lincoln  General  Hospital,  Lincoln,  Nebraska. 
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Figure  1.  Right  brachial  retrograde  injection  of  35 
cubic  centimeters  of  60  per  cent  Conray.  Note  stenosis 
of  internal  carotid  artery  at  the  bifurcation  as  well 
as  stenosis  of  vertebral  artery  at  its  take-off.  Pa- 
tient was  treated  by  carotid  endarterectomy  w'ith  relief 
of  symptoms. 


Figure  2.  Left  percutaneous  carotid  arteriogram 
which  shows  a marked  stenosis  of  internal  carotid 
artery  at  its  bifurcation.  Similar  lesion  visualized  on 
opposite  side.  Patient  treated  by  bilateral  carotid 
endarterectomy  with  relief  of  symptoms. 


per  square  inch.  The  patient  was  placed  in 
both  oblique  positions  as  separate  injections 
were  made  to  visualize  the  extracranial  por- 
tion of  the  carotid  and  vertebral  arteries  ac- 
curately. Filming  was  with  the  Sanchez- 
Perez  rapid  film  cassette  changer,  and  com- 
menced at  the  time  of  injection.  Twelve  ex- 
posures were  usually  taken  (figure  3). 

It  was  important  to  obtain  preoperative  ar- 
teriograms in  almost  all  patients  for  the 
following  reasons.  Carotid  bruits  may  be 
due  to  stenosis  of  the  external  carotid  ar- 
tery, and,  while  quite  rare,  not  all  patients 
with  carotid  bruits  had  a significant  sten- 
osis (figure  4). 

Seventeen  of  the  31  symptomatic  patients 
seen  during  the  12  month  inteiwal  had  extra- 
cranial lesions  which  were  amenable  to  sur- 
gery. Most  of  these  patients  were  treated 
by  endarterectomy  and  Dacron  or  vein  patch 
arterioplasty. 


Selective  celiac  arteriography  was  done 
on  a 50-year-old  white  male  who  had  bizarre 
abdominal  pains.  This  form  of  selective 
arteriography  appeared  to  have  increasing 
usefulness  as  a diagnostic  procedure  in  any 
patient  with  an  undiagnosed  disease  of  the 
upper  gastrointestinal  tract,  and  in  any  pa- 
tient with  symptoms  of  intestinal  angina. 

Odman^  in  1954  was  the  first  to  describe 
this  technique,  and  the  procedure  has  re- 
cently been  revised  by  Baum®  and  co-work- 
ers. We  employed  a similar  technique.  A 
preshaped  end-hole  catheter  was  placed  in  the 
femoral  artery  via  the  Seldinger  technique. 
The  preshaped  catheter  with  a bend  of  at 
least  180  degrees  was  advanced  to  the  level 
of  the  eleventh  thoracic  vertebra.  The  tip 
was  then  rotated  anteriorly,  and  the  catheter 
was  withdrawn  until  the  tip  fell  into  the 
orifice  of  the  celiac  artery.  Thirty  cubic 
centimeters  of  60  per  cent  Conray  were  in- 
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Figure  3.  Bilateral  carotid  and  vertebral  arterio- 
gram utilizing  the  transfemoral  Seldinger  technique. 
Good  visualization  of  all  four  extracranial  vessels  was 
obtained  and  the  stenotic  lesion  of  the  right  internal 
carotid  artery  at  the  bifurcation  was  clearly  seen. 
Patient  successfully  treated  with  carotid  endar- 
terectomy. 

jected  by  hand,  and  films  were  taken  with 
the  rapid  cassette  changer. 

This  procedure  showed  good  filling  of  the 
main  celiac  artery  and  its  major  branches; 
however,  the  vascular  supply  to  the  pan- 
creas was  definitely  decreased  (figure  5). 
This  picture  of  hypovascularity  was  seen 
and  reported  in  patients  with  carcinoma  of 
the  pancreas  previously.®  The  usual  pan- 
creatic vascular  arcades  are  well  visualized 
in  most  aortograms  (figure  6).  The  patient 
was  explored  by  a general  surgeon,  and  was 
found  to  have  a carcinoma  of  the  body  of  the 
pancreas. 

Renal  arteriography  was  employed  on  sev- 
en patients.  In  the  past,  nearly  all  patients 
with  hypertension  were  thought  to  have  pri- 
marily a medical  disease.  DeBakey,  Morris, 
and  coworkers  have  stated  that  15  to  20  per 
cent  of  all  hypertensive  patients  have  some 
form  of  renal  vascular  hypertension.®  The 


Figure  4 : Right  brachial  retrograde  arteriogFam 

which  illustrates  only  slight  plaque  formation  of  the 
internal  carotid  artery  at  the  bifurcation  in  a pa- 
tient who  had  a carotid  bruit  and  was  asymptomatic. 
Operation  was  not  performed. 

more  common  causes  of  renal  artery  stenosis 
are  (1)  atherosclerosis,  (2)  fibromuscular 
hyperplasia,  and  (3)  aneurysm  of  the  renal 
artery. 

A physician  who  sees  a hypertensive  pa- 
tient for  the  first  time,  regardless  of  age, 
should  carry  out  certain  tests,  take  a thor- 
ough history,  and  do  a complete  physical 
examination.  These  should  be  done  to  rule 
out  any  organic  form  of  hypertension.  Sev- 
en renal  arteriograms  were  done,  and  one 
patient  had  a very  characteristic  atheroscle- 
rotic lesion  of  the  proximal  portion  of  the 
right  renal  artery  (figure  7).  This  was 
successfully  repaired,  together  with  resec- 
tion of  the  abdominal  aortic  aneurysm. 

Renal  arteriograms  were  accomplished 
either  by  a direct  percutaneous  lumbar  aor- 
tic puncture,  or  by  the  retrograde  femoral 
approach,  using  the  Seldinger  technique. 
The  method  used  depended  upon  the  presence 
or  absence  of  aorto-iliac  arterial  disease. 
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Figure  6.  Percutaneous  lumbar  aortogram  which 
illustrates  good  filling  of  dorsal  arter>'  to  pancreas 
from  splenic  artei*y  as  well  as  many  other  smaller 
pancreatic  branches. 

contrast  material.  Thirty  cubic  centimeters 
of  80  per  cent  Angio-Conray  was  injected 
by  hand  from  a plastic  syringe.  At  the 
end  of  the  injection,  a 14  by  34-inch  film 
was  exposed.  This  visualized  the  aorta, 
iliac  and  proximal  portion  of  the  femoral 
arteries  (figure  8).  In  patients  who  were 
suspected  of  having  femoral  occlusion,  a sec- 
ond 14  by  17-inch  film  was  taken  four  to 
eight  seconds  after  the  initial  exposure  to 
visualize  the  run-off  in  the  popliteal  arteries. 
The  time  delay  was  an  estimate  of  the  cir- 
culation time  around  the  obstruction.  If  an 
intravenous  pyelogram  had  not  been  ob- 
tained, X-ray  exposure  of  the  abdomen  10 
minutes  after  the  initial  film  was  made  to 
obtain  an  excretory  pyelogram.  The  pa- 
tient was  then  turned  to  the  supine  position 
and  in  so  doing  was  placed  on  a second  tun- 
nel especially  designed  for  femoral  arterio- 
grams** (figure  9).  Cournand  18-gauge 

♦♦Original  thought  and  design  of  this  cassette  holder  was 
through  the  diligent  efforts  of  Mr.  Joseph  Barr>’,  Tech- 
nical Supervisor  of  Radiology,  St.  Elizabeth  Hospital,  Lin- 
coln. Nebraska. 


Twenty-six  aortogmms  and  femoral  ar- 
teriograms were  done  on  patients  with  aorto- 
iliac  and  femoral-popliteal  atherosclerotic  le- 
sions. The  major  indications  for  arteriog- 
raphy of  this  type  was  stenotic  or  occlusive 
lesions  of  the  iliac  and  femoral  arteries, 
which  produced  symptoms  of  claudication  in 
the  hips,  thighs,  or  lower  legs. 

The  techniques  of  translumber  aortogra- 
phy began  with  the  intravenous  infusion  of 
500  cubic  centimeters  of  10  per  cent  dex- 
trose and  water. The  patient  was  anes- 
thetized and  placed  in  the  prone  position  on 
a specially  designed  tunnel  which  extended 
from  the  nipples  to  below  the  knees.  A 14 
by  34  inch  cassette  was  placed  within  the 
tunnel.  A 17-gauge  thin-wall  seven  inch 
needle  was  placed  percutaneously  through 
the  left  flank  and  into  the  aorta  at  the  level 
of  the  twelfth  thoracic  vertebra.  A flexible 
30-inch  plastic  tube  was  attached  to  the 
needle  so  that  the  operator  could  stand  be- 
hind a lead  shield  while  he  injected  the 


Figure  5.  This  illustrates  a transfemoral  selective 
celiac  arteriogram  in  a patient  with  carcinoma  of  the 
body  of  the  pancreas.  Note  absence  of  small  pan- 
creatic vessels. 
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Figure  7.  Transfemoral  renal  arteriogram  on  a 62- 
year-old  male  with  recent  onset  of  hypertension. 

Note  large  atherosclerotic  plaque  at  the  origin  of 
right  renal  artery  as  well  as  abdominal  aortic  aneu- 
rysm. Patient  is  normotensive  10  months  after  renal 
artery  endarterectomy  and  arterioplasty  as  well  as  re- 
section of  the  aortic  aneurysm  and  insertion  of  a 
Dacron  graft. 

needles  were  percutaneously  placed  into  the 
(common)  femoral  arteries.  The  needle  was 
connected  to  30  inch  plastic  tubing  and  the 
injection  of  30  cubic  centimeters  of  60  per 
cent  Conray  was  made  as  previously  de- 
scribed. The  first  half  of  the  14  by  34-inch 
film  was  exposed  at  the  end  of  the  injec- 
tion. A technician  then  moved  the  cassette 
inward  to  expose  the  second  half  of  the  film 
after  a delay  of  4 to  14  seconds,  which  al- 
lowed the  contrast  media  to  travel  around 
the  occlusive  lesion  and  fill  the  popliteal  ar- 
tery (figure  10)  . 

These  people  had  a variety  of  surgical  pro- 
cedures to  correct  the  defects.  The  primary 
purpose  was  to  shunt  blood  around  the  sten- 
otic or  occlusive  lesion.  Most  of  the  proce- 
dures consisted  of  insertion  of  an  aorto- 
iliac  bifurcation  graft,  insertion  of  a Dacron 
tube  bypass  graft,  or  vein  graft  from  the 


Figure  8.  Translumbar  aortogram  in  a patient  with 
hip  pain,  impotence  and  bilateral  calf  claudication. 

No  stenotic  lesion  of  iliac  arteries  found.  See  figure 
10  for  illustration  of  superficial  femoral  artery  occlu- 
sion in  this  patient. 

common  femoral  artery  to  the  popliteal  ar- 
tery. 

Discussion 

A 50:50  mixture  of  80  per  cent  Angio- 
Conray  and  60  per  cent  Conray  produced 
excellent  contrast  for  the  carotid  and  ver- 
tebral transfemoral  arteriograms.  Angio- 
Conray,  80  per  cent,  was  the  contrast  ma- 
terial of  choice  for  the  aortograms  due  to 
its  low  viscosity,  excellent  contrast,  and 
low  degree  of  pharmacologic  toxicity.® 

Often,  a gross  diagnosis  can  be  made  in 
the  patient  who  has  carotid  bruit  and  contra- 
lateral symptoms  or  in  the  patient  who  has 
isolated  unilateral  calf  claudication.  How- 
ever, accurate  visualization  of  the  suspect- 
ed vessels  is  indicated  to  insure  successful 
surgical  therapy.  In  the  case  of  leg  claudi- 
cation, it  is  important  to  know  the  distal 
extent  of  the  occlusive  lesion  before  proceed- 
ing with  any  bypass  surgery,  and  certainly 
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Figure  9.  Illustration  of  specially  constructed  tunnel 
for  femoral  arteriography.  Note  that  the  center 
section  is  without  a shield  while  both  lateral  thirds 
of  the  tunnel  contain  a protective  shield.  Initially,  one 
half  of  the  long  film  was  taken,  and  during  the  delay 
inter\'al  the  cassette  was  pushed  inward.  The  lead 
shield  on  the  left  protected  the  second  half  of  the 
film  during  the  initial  exposure  while  the  shield  on 
the  right  protected  the  initial  exposure  when  the 
delayed  exposure  was  taken. 

one  must  know  the  most  proximal  location 
of  the  occlusive  disease. 

The  technique  of  translumbar  aortography 
appears  the  simplest  and  certainly  the  safest 
method  in  the  presence  of  extensive  iliac 
or  femoral  artery  disease.'  The  technique 
of  direct  noncatheter  left  brachial  retrograde 
aortography  has  produced  films  whose  con- 
trast quality  was  less  than  those  obtained  by 
translumbar  aortic  puncture.®  Incoi-pora- 
tion  in  the  future  of  the  large  field  14  by  51- 
inch  arteriography  table  which  can  expose 
five  films  of  this  length  will  greatly  facili- 
tate some  of  the  problems  encountered  in  ob- 
taining high  quality  instantaneous  and  de- 
layed arteriogram  films. 

Summary 

The  methods  used  to  approach  the  arteri- 
ographic  diagnosis  of  certain  atherosclerotic 


Figure  10.  Illustration  of  a percutaneous  femoral 
arteriogram  which  was  done  using  the  specially  de- 
signed tunnel.  The  left  half  of  the  film  was  taken 
at  the  end  of  the  injection  and  showed  an  occlusive 
lesion  in  the  lower  portion  of  the  left  superficial 
femoral  arter>\  Right  half  of  film  was  taken  after 
a four  second  delay  and  indicated  excellent  runoff  in 
the  popliteal  arterj*.  The  patient  had  a similar  lesion 
on  the  opposite  side  and  was  treated  by  the  insertion 
of  femoral  to  popliteal  bypass  Dacron  graft  in  both 
legs  with  relief  of  symptoms. 

disease  conditions  were  explained,  and  rep- 
resentative arteriograms  were  illustrated. 
Indications  for  arteriography  included  sjunp- 
toms  of  cerebral  arterial  insufficiency,  ob- 
scure upper  gastrointestinal  or  pancreatic  dis- 
ease, abdominal  angina,  renovascular  hyper- 
tension, aorto-iliac  occlusive  disease,  femoral 
artery  occlusion,  and  occasionally  s^miptoms 
of  abdominal  aortic  aneurysm.  No  major 
complications  or  mortality  occurred  in  these 
65  consecutive  patients  who  had  an  arterio- 
gram or  aortogram. 

ARTERIOGRAPHY;  FOR  VASCULAR 
DISEASE 

(January  1965  - December  1965) 


Type  Number 

Carotid  and  Vertebral 31 

Aorta  13 

Femoral 13 

Renal  T 

Celiac  1 


Total 65 
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VALUE  OF  THE  INDIVIDUAL 
We  must  reaffirm  the  unique  value  of  the  individual  and  elevate 
the  human  factor  in  our  society  before  the  power  to  do  so  passes 
out  of  our  hands  and  the  golden  promise  of  the  Space  Age  becomes 
a hollow  mockery  in  an  echo  chamber.  (Urbahn:  “A  Space-Age 
Architect’s  Warning.”  Pageant,  January",  1965,  p.  51). 
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Pregnancy  And  Delivery  Following 
Bilateral  Ureteral  Transplant  To  The  Bowl 
For  Exstrophy  Of  The  Bladder 

Report  of  a Case 


Exstrophy  of  the  bladder  is 

an  uncommon  congenital  an- 
omaly. Its  association  with 
pregnancy  is  even  more  uncommon.  Ex- 
strophy of  the  bladder  is  described  by  Over- 
street  and  Hinman^  as  follows : “It  is  a 

congenital  anomaly  characterized  by  ab- 
sence of  the  anterior  bladder  wall  with 
eversion  of  the  posterior  bladder  wall.  Other 
genital  abnormalities  are  always  present: 
The  urethra  is  usually  absent;  frequent  are 
cleft  or  absent  clitoris,  wide  labial  separa- 
tion wdth  exposure  of  the  vaginal  orifice, 
defect  of  the  anterior  vaginal  wall,  wide 
separation  of  the  symphysis  pubis,  anomalies 
of  the  vagina  and  uterus.”  The  incidence  is 
placed  at  about  one  in  25,000  to  50,000  births, 
and  it  occurs  about  five  times  more  often 
in  males  than  in  females.®  Mayo^  in  1919 
found  that  50%  of  all  persons  so  affected 
were  dead  by  the  10th  year  and  66%  were 
dead  by  the  20th  year. 

However,  with  the  introduction  of  anti- 
biotics and  chemotherapeutic  agents,  and 
advancements  in  surgical  accomplishments, 
more  of  these  patients  are  being  successfully 
treated  surgically.  They  are  surviving  to 
adult  life,  and  so  more  pregnant  women  with 
this  complication  are  likely  to  be  seen.  Bon- 
net in  1722,  according  to  Lotimer,^  was  the 
first  to  report  a delivery  in  a case  of  ex- 
strophy of  the  bladder.  A survey  of  the 
world  literature  in  1958  by  Clementsoni  dis- 
closed 64  pregnancies  in  45  women  with 
varying  degrees  of  ectopia  vesicae.  These 
pregnancies  have  resulted  in  two  maternal 
deaths,  four  abortions  and  one  set  of  twins, 
49  live  births  and  9 still  births.  None  of 
the  infants  were  abnormal. 

Pyelonephritis,  premature  labor,  malpre- 
sentation  (25%  of  cases  reported),  vaginal 
stenosis  and  uterovaginal  prolapse  (more 
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than  half  of  those  delivered  vaginally)  are 
the  main  obstetric  problems  in  this  group 
of  patients.!  Because  of  this  latter  compli- 
cation following  vaginal  delivery  and  the 
problems  associated  with  its  attempted  re- 
pair, many  investigators  have  felt  that  elec- 
tive cesarean  section  should  be  adopted  for 
the  majority  of  these  patients. 

The  following  report  is  that  of  a case 
successfully  managed  through  four  preg- 
nancies. 

Mrs.  D.  P.,  present  age  34,  was  first  ex- 
amined for  pregnancy  in  November  1957, 
with  a history  of  last  normal  menstrual  pe- 
riod September  5,  1957.  Menstrual  history 
revealed  menarche  age  14,  periods  regular 
every  28  days,  flow  7 days,  normal  amount. 

Past  medical  history  revealed  patient  af- 
flicted with  exstrophy  of  the  bladder  at 
birth.  At  the  age  of  six  years,  condition 
treated  surgically  with  bilateral  ureterosig- 
moid  anastomoses  and  repair  of  the  anterior 
abdominal  wall  following  removal  of  the 
exstrophied  bladder.  Patient  had  had  usual 
childhood  diseases,  but  no  serious  illnesses 
other  than  repeated  urinary  tract  infections 
throughout  her  life. 

Family  history  revealed  her  parents  and 
seven  siblings  were  normal.  Patient  had 
married  at  age  24  — two  years  prior  to 
pregnancy.  Physical  examination  revealed 
patient  to  be  a well  developed,  well  nourished 
white  woman.  Height  was  5'  2”,  weight 
118  pounds,  blood  pressure  130/80,  pulse 
80.  Abnormal  findings  were  limited  to  the 
lower  abdomen  and  pelvic  region.  There 
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were  well  healed  bilateral  lower  abdominal 
surgical  scars  and  marked  scarring  over 
the  symphysis  pubis  area  with  a left  lower 
abdominal  ventral  hernia  protruding  about 
three  centimeters. 

Pelvic  examination  revealed  marked  scar- 
ring in  the  areas  of  the  symphysis  pubis  and 
anterior  fourchette.  A clitoris  was  not  iden- 
tified. The  vaginal  orifice  and  vagina  were 
found  to  be  very  small,  admitting  two  fingers 
with  difficulty.  The  vagina  was  short.  The 
cervix  was  anteflexed  and  enlarged  about 
average  two  months  pregnancy  size.  Ad- 
nexa were  negative  to  palpation.  The  anus 
was  characteristically  located  in  a more 
ventral  position  than  normally. 

Except  for  a few  episodes  of  presumed 
pyelonephritis,  which  responded  readily  to 
chemotherapeutic  and  antibiotic  short  term 
treatment,  the  patient  tolerated  pregnancy 
well. 

On  May  26,  1958,  the  patient  was  hos- 
pitalized for  an  I.V.  pyelogram  in  anticipa- 
tion of  an  elective  cesarean  section  delivery. 
Report  of  the  radiologist  is  as  follows:  “Ex- 
cretory urography  shows  bilateral  renal 
function.  On  the  right  side  there  was  quite 
a bit  of  dilation  of  the  renal  structures  and 
the  ureters.  I was  able  to  follow  this  di- 
lated ureter  down  to  the  level  of  the  5th 
lumbar  vertebra,  but  I was  not  able  to  def- 
initely identify  where  the  lower  end  was 
anastomosed  to  the  colon.  Presumably  this 
is  posterior  to  the  enlarged  uterus.  On  the 
left  side  the  renal  structures  and  ureter  are 
not  dilated.  On  this  side  the  ureter  can  be 
followed  down  to  the  level  of  the  5th  lumbar 
vertebra,  but  exact  site  of  anastomosis  was 
not  determined.  On  this  side  the  lower  por- 
tion of  the  outlined  ureter  is  deviated  some- 
what laterally.  There  was  marked  separa- 
tion of  the  pubic  bones  at  the  symphysis  and 
this  deformity  is  typical  for  exstrophy  of 
the  bladder.  In  the  uterus  there  was  a 
single  well  developed  fetus  with  the  head 
presenting.” 

On  May  28,  1958,  an  elective  classical 
cesarean  section  was  performed.  A nonnal 
male  infant  weighing  5 lb,  I51/2  oz  was  de- 
livered. The  placenta  revealed  several  areas 
of  old  infarction.  The  infarcts  collectively 


made  up  about  15%  of  the  placental  sub- 
stance. The  immediate  and  subsequent  post- 
operative convalescence  was  uneventful  for 
both  mother  and  infant. 

In  October,  1959,  the  patient  was  again 
seen  for  prenatal  care,  with  a history  of  last 
menstrual  period  July  27,  1959.  On  April 
20,  1960,  a cesarean  section  delivery  of  a 
normal  male  infant  weighing  5 lb  8 oz  was 
accomplished.  Both  mother  and  child  con- 
valesced well. 

Prenatal  care  was  again  sought  on  July 
31,  1962.  Patient  gave  a history  of  last 
menstrual  period  on  March  8,  1962.  On 
December  4,  1962  a normal  male  infant, 
weighing  6 lb  11V2  oz  was  delivered  by 
cesarean  section.  The  postoperative  con- 
valescence was  again  uneventful. 

Patient  again  became  pregnant  with  a last 
menstrual  period  date  of  May  11,  1964.  On 
January  28,  1965,  the  patient  developed  a 
small  amount  of  vaginal  bleeding.  Cesarean 
section  was  performed  with  delivery  of  a 
normal  male  infant  weight  5 lb  14 V2  oz. 
The  postoperative  convalescence  was  un- 
eventful for  both  mother  and  infant. 

The  patient  at  no  time  offered  any  par- 
ticular complaints  following  her  deliveries. 
At  the  time  of  her  six  week  check-up  fol- 
lowing the  last  pregnancy  the  patient 
weighed  115  lb,  blood  pressure  136/84,  pulse 
80,  blood  urea  26  mg  per  100  ml,  creatinine 
0.6  mg  per  100  ml,  and  CBC  was  normal.  The 
cesarean  section  scar  was  firm  and  well 
healed.  There  was  no  apparent  weakening 
of  the  lower  abdominal  wall.  The  ventral 
hernia  remained  unchanged.  No  apparent 
weakening  of  the  pelvic  floor  or  further 
descensus  was  noted. 

McGoogan,®  in  a review  of  the  literature 
and  a report  of  a case  of  his  own,  reported 
17  cases  of  exstrophy  of  the  bladder  treated 
by  bilateral  ureteral  transplantation  to  the 
bowel.  These  17  women  had  27  pregnancies 
of  which  four  terminated  as  spontaneous 
abortions,  one  terminated  as  a therapeutic 
abortion  at  six  months  for  ureteral  dilata- 
tion, three  pregnancies  terminated  prema- 
turely, and  19  delivered  at  or  near  term. 
There  was  one  set  of  twins.  Of  the  23  viable 
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infants,  one  was  stillborn,  and  one  died  as  a 
result  of  difficult  labor.  All  other  infants 
survived  and  there  were  no  fetal  abnormal- 
ities noted.  There  w'as  no  maternal  mor- 
tality. 

The  present  case  increases  the  number 
of  patients  to  18,  and  the  number  of  preg- 
nancies to  31.  There  were  27  viable  infants 
with  a fetal  mortality  of  7.4  per  cent. 

Summary 

a.  A brief  study  and  review  of  the  litera- 
ture on  bladder  exstrophy  and  preg- 
nancy is  presented. 

b.  The  report  of  a patient  afflicted  with 


congenital  exstrophy  of  the  bladder 
previously  treated  surgically  at  age 
of  six  years  and  her  successful  man- 
agement through  four  pregnancies 
with  delivery  by  cesarean  section  is 
presented.  The  first  pregnancy  oc- 
curred at  age  26,  twenty  years  follow- 
ing her  reconstructive  surgery. 

References 

1.  Clemetson,  C.  A.  B.:  J Obstet  Gynaec  Brit 

Emp  6.5:973,  1958. 

2.  Lotimer,  L.  E.:  Amer  J Obstet  Gynec  67:28, 

1954. 

3.  McGoogan,  L.  S.:  J Urol.  In  print  1965-66. 

4.  Mayo,  C.  W.:  JAMA  49:2079,  1917. 

5.  Overstreet,  E.  W.,  and  Hinman,  F.,  Jr.:  West- 
ern J Surg  64:131,  1956. 

6.  Rubovitis,  S.  E.  and  Arnhoff,  M.:  J.  Urol 

62:52,  1949. 


American  pharmaceutical  firms  spent  $43,483,900  on  charitable 
causes  during  1963. 


286 


Nebraska  S.  M.  J. 


Progress  In  Earlier  Recognition  Of 
Breast  Cancer 


PROGRESS  in  the  earlier  recog- 
nition of  carcinoma  of  the 
breast  requires  an  increased 
effort  on  both  the  part  of  the  physician  and 
the  patient.  The  physician  should  advise  and 
carry  out  periodic  physical  examination  of 
his  female  patients  over  age  thirty.  This  is 
especially  important  in  patients  thought  to 
be  more  susceptible  to  breast  cancer  such 
as  nulliparous  women,  women  with  cystic 
disease  of  the  breast,  and  women  with  a fam- 
ily history  of  breast  cancer.  The  patient 
should  carry  out  periodic  self-examination  of 
her  breasts  and  avoid  procrastination  when 
she  discovers  a breast  mass. 

Haagensen^  notes  that  98  per  cent  of 
breast  tumors  are  first  discovered  by  the 
patient.  In  the  past  15  years  the  American 
Cancer  Society  has  disseminated  information 
to  the  public  that  emphasized  the  importance 
of  self-examination  of  the  breasts  in  the 
early  detection  of  breast  cancer,  and  physi- 
cians more  regularly  advised  periodic  physi- 
cal examination  to  their  patients  and  in- 
structed them  in  self-examination  of  their 
breasts. 

To  determine  if  the  effort  of  physicians 
and  the  Cancer  Society  toward  earlier  diag- 
nosis of  breast  cancer  has  been  worthwhile, 
we  examined  the  records  of  the  breast  can- 
cer patients  at  the  University  of  Nebraska 
Hospital  from  the  period  1930-1935  and 
1955-1960.  In  the  1930-1935  period  there 
were  77  cases  of  carcinoma  of  the  breast 
admitted  to  the  University  Hospital.  In  the 
1955-1960  period  there  were  157  cases. 

Table  1 demonstrates  the  classification  of 
carcinoma  of  the  breast  by  stage  used  by 
the  Tumor  Registry  at  the  University  Hos- 
pital. In  Stage  I the  tumor  is  less  than 
two  centimeters  in  diameter  and  confined 
to  the  breast.  In  Stage  II  the  tumor  is 
greater  than  two  centimeters  in  diameter, 
and  has  no  proven  metastasis.  In  Stage  III 
the  tumor  has  regional  metastasis,  and  in 
Stage  IV  there  are  distant  metastases. 
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Table  2 indicates  the  staging  distribution 
of  the  carcinoma  of  the  breast  in  the  1930- 
1935  period.  The  breast  tumor  was  less 
than  two  centimeters  in  diameter  in  only 
three  per  cent  of  the  patients.  The  tumor 
was  greater  than  two  centimeters,  but  with- 
out evidence  of  regional  metastasis  in  17 
per  cent  of  the  patients.  There  was  proven 
regional  metastasis  in  52  per  cent  of  the  pa- 
tients and  distant  metastasis  in  28  per  cent. 

Table  3 indicates  the  staging  distribution 
of  carcinoma  of  the  breast  in  the  1955-1960 
period.  The  breast  tumor  was  less  than  two 
centimeters  in  diameter  in  18  per  cent  of  the 
patients.  The  tumor  was  greater  than  two 
centimeters,  but  without  evidence  of  regional 
metastasis  in  20  per  cent.  There  was  re- 
gional metastasis  in  42  per  cent  of  the  pa- 

Table  1 

CARCINOMA  OF  THE  BREAST 


Stage  I Localized  less  than  2 cm. 

Stage  II Localized  greater  than  2 cm. 

Stage  III Regional  Metastasis 

Stage  IV Distant  Metastasis 


Table  2 

CARCINOMA  OF  THE  BREAST 


stage  1930-1935  1955-1960 

I 3%  18% 

II  17%  20% 

III  52%  42% 

IV  28%  20% 

Table  3 

CARCINOMA  OF  THE  BREAST 
1930-1935 

Stage  I 3% 

1955-1960 

Stage  I 18% 
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tients,  and  distant  metastasis  in  20  per 
cent. 

Discussion 

Physicians  recognize  that  the  early  diag- 
nosis and  treatment  of  carcinoma  of  the 
breast  has  a favorable  influence  on  the  sur- 
vival of  the  patient.  Haagensen^  empha- 
sized the  importance  of  early  diagnosis  and 
stated  that  some  patients  discover  their 
breast  tumor  when  it  is  as  small  as  one 
centimeter  in  diameter.  He  found  that  the 
average  size  of  the  breast  tumor  when  the 
patient  reported  to  his  clinic  was  five  cen- 
timeters. The  overall  incidence  of  axillary 
metastasis  was  70  per  cent.  When  the- tumor 
was  less  than  1.5  centimeters,  the  incidence 
of  axillary  metastasis  was  10.7  per  cent. 


(1)  The  average  five-year  survival  in  those 
patients  without  axillary  metastasis  was  90 
per  cent,  as  compared  to  less  than  50  per 
cent  in  the  presence  of  axillary  metastasis. 

Summary 

These  findings  indicate  progress  in  the 
earlier  recognition  of  breast  cancer.  Con- 
tinued progress  in  the  early  detection  of 
breast  cancer  should  show  a marked  benefit 
in  the  expected  survival  from  carcinoma 
of  the  breast. 
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New  York  City  reported  over  12,000  cases  of  whooping  cough 
in  1939  with  105  deaths.  In  1963,  there  were  212  cases  and  no 
deaths,  due  largely  to  introduction  and  use  of  new  drugs. 
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Current  Acid -Fast  Bacilli 
In  Douglas  County 


During  the  twelve  month  period 
from  July  1,  1964,  through 
June  30,  1965,  a total  of  1495 
specimens  were  submitted  to  the  laboratories 
of  the  Omaha-Douglas  County  Health  De- 
partment for  acid-fast  bacilli  examination. 
Of  this  number,  92%  were  sputum  speci- 
mens, the  remaining  percentage  being  com- 
posed of  samples  of  gastric  washing,  cere- 
brospinal fluid,  urine,  and  other  body  dis- 
charges, including  one  fecal  sample. 

The  majority  of  these  specimens  were 
from  patients  hospitalized  at  the  Douglas 
County  Hospital;  76%  were  male  and  24% 
female,  with  ages  ranging  from  22  to  93, 
the  average  being  48  years  old. 

The  treatment  of  the  submitted  specimens 
followed  the  procedure  outlined  by  Cum- 
mings.^ The  results  of  these  specimen 
treatments  were  measured  both  by  initial 
microscopic  examination  and  cultural  exam- 
ination. Culture  media  used  during  this 
period  consisted  of  tubed  Lowenstein- Jensen 
and  Petragnani  media,  each  specimen  be- 
ing used  to  inoculate  both  types.  The  re- 
sulting cultures  were  incubated  routinely 
at  37°C  with  weekly  examination  and  aera- 
tion. The  minimal  incubation  maintained 
was  eight  weeks. 

Any  culture  demonstrating  bacterial 
growth  was  examined  macroscopically,  mi- 
croscopically, and  biochemically. 

Macroscopic  examination  was  concerned 
with  texture,  size,  quantity,  and  pigment 
of  the  colonial  growth,  both  before  and  after 
exposure  to  white  light  for  30  minutes. 

Microscopic  examination  consisted  of  ex- 
amining the  cellular  morphology  of  the  iso- 
lates (cording,  size,  beaded  appearance). 

Biochemical  tests  used  to  distinguish  these 
isolates  included  the  niacin  test,  the  catalase 
test  and  drug  sensitivity  patterns. 

By  these  means,  knowledge  necessary  to 
divide  the  isolated  acid-fast  bacteria  into 
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a uniform  classification  was  sought.  The 
classification  begun  by  Runyon2  and  varied 
by  Albertson®  was  used  as  a criterion  for 
distinguishing  isolates. 

The  results  of  these  investigations  are  pre- 
sented in  Chart  I. 

From  the  material  in  Chart  I,  it  would 
appear  that : 

1.  8.9%  of  the  total  specimens  provided 
sufficient  numbers  of  acid-fast  bacilli 
to  initiate  a positive  culture. 

2.  3.2%  of  the  total  specimens  provided 
sufficient  numbers  of  My.  tuberculosis 
var.  hominis  to  initiate  a positive  cul- 
ture. 

3.  35%  of  the  cultures  exhibiting  acid 
fast  bacilli  are  My.  tuberculosis  var. 
hominis. 

Discussion 

The  individual  being  examined  for  tuber- 
cular disease  at  the  Douglas  County  Hospital 
is  quite  often  from  a lower  socio-economic 

Chart  I 

ACID-FAST  CULTURAL  ISOLATES 


Isolate  Number 

Mycobacterium  tuberculosis 49 

var  hominis  49 

var  bovis 0 

var  avis 0 

Saprophytic  Organisms  exhibiting 

acid-fast  staining  11 

Unclassified  Mycobacteria  70 

Group  I Photochromogens 20 

Group  II Skotochromogens 19 

Group  III Battey  Strain 12 

Group  IV Rapid  Growers 19 

Grand  Total 130 
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segment  of  the  population.  INIany  of  these 
individuals,  especially  the  males,  are  involved 
in  part-time  employment  as  temporary  un- 
skilled labor  in  Omaha’s  fringe  business  dis- 
trict. As  such,  they  often  congregate  in  es- 
tablishments catering  to  this  labor  source 
and  thus  are  localized.  From  this  locale, 
many  of  these  men  seek  employment  in 
Omaha’s  downtown  business  district,  quite 
often  in  food  and  drink  preparation  and 
handling  positions.  Both  wholesale  and  re- 
tail outlets  make  use  of  paid-time  help  from 
this  group. 

From  the  histories  of  these  patients  at  the 
Douglas  County  Hospital,  it  was  learned  that 
four  of  the  patients  diagnosed  as  tuberculous 
were  employed  full-time  in  food  and  drink 
dispensing  capacities.  Many  other  men 
give  histories  of  past  employment  on  a part- 
time  basis  in  such  situations. 

Thus  a focus  of  infection  once  initiated 
could  be  fostered  by  such  improper  health 
conditions  and  be  further  spread  by  food 
and  drink  contamination  through  employ- 


ment practices.  In  such  a manner,  due  to  the 
resistant  capacities  of  the  organism,  Myco. 
tuberculosis,  a continued  hazardous  condi- 
tion could  result. 

Summary 

Approximately  nine  per  cent  of  the  speci- 
mens submitted  to  laboratories  of  the  Oma- 
ha-Douglas  County  Health  Departments  con- 
tain sufficient  numbers  of  acid  fast  bacilli 
for  cultivation.  Over  one  third  of  these  cul- 
tures exhibit  Mycobactejium  tuberculosis  var. 
hominis.  Medical  history  obtained  from  the 
submitting  patients  often  includes  employ- 
ment in  food  and  drink  establishments  in 
Omaha.  This  would  seem  to  be  a focus  of 
tubercular  infectivity. 
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Health  insurance  benefits  paid  insured  persons  for  hospital- 
surgical-medical  care  in  1963  totaled  $6.9  billion,  an  increase  of 
$622  million  over  the  previous  year. 
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NEUROLOGIC  MANIFESTATIONS  of 


Hyperpyrexia 


Exposed  to  high  environmental 
temperature,  the  healthy  indi- 
vidual may  acclimate  physio- 
logically if  given  time  to  do  so.  Under  other 
circumstances,  physiologic,  biochemical  and 
even  structural  breakdown  may  occur  as  in 
those : 

Suddenly  subjected  to  high  temperature. 
Physically  unfit  for  vigorous  adjustments. 
Experiencing  temperatures  elevated  beyond  hu- 
man endurance. 

Remaining  excessively  long  in  high  tempera- 
tures. 

Increased  humidity,  lack  of  air  currents, 
febrile  illness  and  physical  exertion  may  in- 
crease the  temperature  load.  Drugs,  as 
atropine,  some  antihistamines  or  mepazine 
(Pacatal)  which  suppress  sweating  may  dis- 
able the  body’s  ability  to  cope  with  heat.^^ 
Excessive  draping  during  surgery  and  the 
debility  of  postoperative  state  have  con- 
tributed to  hyperpyrexia.^^ 

The  clinical  syndromes  resulting  from  ex- 
cessive and/or  prolonged  heat  are  these: 

Heatstroke 

Water  depletion  (dehydration) 

Simple  hyperpyrexia 
Heat  exhaustion 
Heat  cramps 
Heat  syncope 

Cerebrovascular  insult  (in  elderly) 
Anhidrotic  heat  exhaustion 
(Thermogenic  anhydrosis) 

Acute  heat  fatigue 

Febrile  convulsions  of  infancy 

Heatstroke^'i® 

Under  sustained  high  temperatures,  ther- 
moregulatory centers  of  hypothalamus  may 
cease  functioning.  Hyperpyrexia,  mental 
and  neurologic  phenomena,  shock  and  even 
fatality  may  ensue. ^ Direct  thermal  dam- 
age to  cerebral  neurones  appears  as  rectal 
temperature  reaches  and  exceeds  109.4°  F 
(43°  C)  in  the  adult.  Medullary  vital  cen- 
ters are  not  spared.  Peripheral  circulatory 
failure  often  occurs.  Blood  fibrinogen, 
prothombin  and  platelet  levels  may  diminish 
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greatly.2  Tetany  adds  its  burden,  appear- 
ing due  to  hyperventilation,  CO,  loss  in  pre- 
ceding perspiration  and  rapid  shifts  in  blood 
electrolytes.*  Renal  failure,  hepatic  damage, 
hypernatremia,  hyperkalemia  or  hypoka- 
lemia and  dehydration  may  occur. 

Pathologic  study  exhibits  edema,  conges- 
tion and  petechiae  in  many  organs  includ- 
ing the  brain.  Degenerative  neuronal 
changes  are  common,  outstanding  in  Pur- 
kinje  cells  of  cerebellum.  Edema,  small 
hemorrhages  and  parenchymal  damage  ap- 
pear regularly  in  kidneys,  liver,  lungs,  and 
myocardium. n 2, 3,  e,  7. 9 

Noteworthy  are  records  of  occasional  larg- 
er intracerebral  hemorrhages  and  subdural 
hematomas^- 

The  complete  clinical  picture  demon- 
strates 2-  5, 9 

Exposure  to  high  environmental  temperature 
(commonly  heavy  labor,  sports  competition, 
military  maneuvers). 

Sweating  ceases;  hot,  dry  skin. 

Syndrome  of  rapid  onset  and  evolution  (often 
sudden). 

Dizziness,  nausea,  vomiting. 

Diplopia. 

Personality  change:  appears  able  to  hear  and 
see,  but  makes  no  response;  vacant  expres- 
sion; out  of  contact. 

Confusional,  delirious  states. 

Stupor,  coma. 

Temperature  commonly  105°  F or  more;  occa- 
sional exceptions  with  shock  and  particularly 
when  opportunity  for  cooling  allowed. 

Tachycardia. 

Early,  systolic  blood  pressure  and  pulse  pres- 
sure elevated;  then  shock  levels. 

Hyperventilation. 

Meningism. 

Ataxia. 

Coarse  tremor. 
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Tetany. 

Hypertonia. 

Paresis  (upper  motor  neurone  deficit). 

Convulsions  (may  be  unilateral);  not  common. 

Decorticate  or  decerebrate  state. 

Small  pupils. 

Up  to  50  per  cent  mortality. 

Those  surviving  heatstroke  occasionally 
reveal  sequelae: 

Personality  changes  including  syndromes  re- 
sembling post-concussional  states  (headache, 
dizziness,  autonomic  and  emotional  instabil- 
ity). 

Intellectual  defects. 

Ataxia. 

Treatment  requires  emergency  measures 
to  rapidly  reduce  body  temperature  to  102° 
F ( rectal ) ; control  motor  restlessness 
(Chlorpromazine) ; administration  of  oxy- 
gen; cardiovascular  support.^® 

Water  Depletion 

Dehydration  is  not  a necessary  concomit- 
ant to  heat  stroke.  It  may  occur,  however, 
in  situations  where  water  intake  is  restrict- 
ed thereby  compounding  the  chemical  and 
physical  stresses.  In  the  desert  an  indi- 
vidual deprived  of  water  will  die  in  12-48 
hours  whereas  in  temperate  climate  he 
may  linger  7-10  days.®^ 

Simple  Hyperpyrexia 

This  is  a clinical  syndrome  of  body  tem- 
perature elevation  rarely  over  106°  F,  with- 
out neurologic  symptoms.  In  fact,  symp- 
toms may  be  remarkably  few.  It  may  rep- 
resent a transient  phase  in  the  development 
of  heat  stroke.  These  patients  are  not  in 
critical  condition  and  respond  readily  to 
cooling. 

Heat  Exhaustion'^’ 

This  clinical  expression  presents  a vari- 
able mixture  of  one  or  more  of  the  follow- 
ing: 

Muscular  weakness  (“exhaustion”). 

Muscular  cramps. 

Syncope. 

An  average  man  working  in  heat  loses 
1 L.  sweat  per  hour.  Elevations  to  3 L. 
stveat  per  hour  have  been  recorded  for  brief 
periods.'®  Sodium  and  chloride  are  par- 


ticularly lost  in  this  activity,  potassium  to  a 
smaller  degree.  Two  to  four  grams  of  NaCl 
are  necessary  for  each  liter  of  sweat  lost. 

The  complete  clinical  syndrome  discloses: 

Exposure  to  heat. 

Physical  exertion. 

Copious  perspiration. 

Adequate  to  excessive  water  intake  without 
sufficient  electrolyte  replacement  (on  occa- 
sion the  question  of  water  intoxication 
arises). 

Variable,  though  seldom  sudden,  onset  and 
evolution;  acute,  subacute  or  insidious. 

Fatigue,  dizziness,  headache. 

Nausea,  vomiting. 

Cold  sweats,  pallor. 

Orthostatic  syncope  (peripheral  vasodilation), 
even  oligemic  shock. 

Tachycardia. 

Paresthesias. 

Muscular  aches,  then  spasms. 

Temperature  normal  to  slightly  elevated  (seldom 
over  102°  F) ; occasionally  subnormal. 

Serum  hyponatremia. 

On  occasion  the  manifestations  of  heat  ex- 
haustion are  surprisingly  monos^miptomat- 
ic.®^ 

Heat  syncope  is  more  apt  to  appear  in  the 
non-acclimatized  and  following  strenuous 
exercise.  Peripheral  vascular  tone  is  lost 
and  hypotension  occurs.  Anemia  and  alco- 
holic excess  aggravate.  Strenuous  physical 
exercise  in  the  heat  by  those  unacclimated 
may  suffice  to  cause  peripheral  vasodilata- 
tion, collapse  of  vasomotor  tone,  hypotension 
and  syncope  without  hyponatremia  occur- 
ring. 

Heat  cramps  may  also  appear  alone,  usual- 
ly associated  with  sodium  loss  and  physical 
exertion. 

The  elderly  patient  with  cerebrovascular 
disease  is  at  risk  in  sudden  or  prolonged 
periods  of  elevated  environmental  tempera- 
tures. Sodium  loss,  hypotension,  hypo- 
volemia, vasodilation  and  even  dehydration 
occur,  at  times  aggravated  by  hypotensive 
and  diuretic  therapies  which  should  be  di- 
minished during  these  crises.'®^ 

Treatment  of  heat  exhaustion  syndromes 
requires  sodium  chloride  replacement  and 
cardiovascular  support. 
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Anhidrotic  Heat  Exhaustions^’  s9-2i 

This  disorder  occurs  in  persons  acclimated 
to  heat  in  relatively  long  exposure.  Present- 
day  explanation  implicates  a local  irritative 
or  obstructive  process  in  the  orifices  of  over- 
worked sweat  glands.  Anhydrosis  results. 

The  complete  clinical  picture  features: 

Prolonged  residence  in  heat  with  acclimatization. 
Papular  eruption  (“prickly  heat”). 

Acute,  subacute,  chronic  syndromes. 

Headache,  dizziness,  blurred  vision. 

Fatigue,  dyspnea,  palpitation. 

Polyuria,  polydipsia. 

Anorexia. 

Perspiration  ceases  excepting  on  limited  areas 
(as  face,  neck). 

Body  temperature  rarely  over  102°  F. 

Lethargy,  confusion. 

Ataxia. 

Weakness. 

May  be  transient  and  benign;  may  progress  to 
heat  stroke  if  unrecognized. 


Acute  Heat  Fatigue^*® 

Excessive  and  prolonged  exposure  to  heat 
is  a stress  which  diminishes  speed  and  ef- 
ficiency in  performance  of  skilled  motor  and 
psychologic  tasks.  Reaction  time  and  visual 
vigilance  are  notably  affected.  As  a stress, 
too,  high  ambient  temperatures  may  serve  as 
one  of  several  factors  to  precipitate  a variety 
of  personality  and  emotional  reactions  the 
form  of  which  depends  largely  on  the  psycho- 
physiological  makeup  of  the  individual. 

Other  Effects  of  Hyperp)Texia 
The  debilitated  and  those  at  extremes  of 
age  cope  less  well  with  hyperpyrexia,  which 
also  brings  with  it  dehydration,  hemoconcen- 
tration,  oliguria,  increased  metabolism  (in- 
creased heart  rate,  O2  and  glucose  needs) 
and  vasodilation.22 

In  infants  the  syndrome  of  febrile  con- 
vulsions has  long  been  known.  This  ap- 
pears to  be  a non-specific  cerebral  response 
to  elevated  body  temperature. 

(References  are  available  from  the  author). 


More  than  145  million  persons  — 77  per  cent  of  the  population  — 
had  some  form  of  voluntary  health  insurance  in  1963,  nearly  3.9 
million  more  than  in  the  previous  year. 
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A Virtually  Continuous  Measurement  of  Hu- 
man Systolic  and  Diastolic  Blood  Pressure 
Transients  Without  Direct  Arterial  Punc- 
ture — M.  T.  Lategola,  H.  Harrison,  and 
C.  Barnard  (Civil  Aeromedical  Research 
Institute,  Oklalioma  City).  Aeropsace 
Med  37:228-238  (March)  1966. 

A system  for  \irtually  continuous  meas- 
urement of  both  systolic  and  diastolic  blood 
pressures  without  recourse  to  direct  arterial 
puncture  has  been  effected  by  the  modifica- 
tion of  standard  equipment.  This  system  en- 
tails the  measurement  of  systolic  blood  pres- 
sure \ia  a dig-ital  pressure  cuff  on  one  arm 
simultaneously  with  the  measurement  of 
diastolic  blood  pressure  from  a brachial  cuff 
mounted  on  the  other  arm.  The  systolic 
pressure  device  was  originally  designed  to 
measure  both  systolic  and  diastolic  pressures 
automatically.  The  modification  consisted 
mainly  in  the  elimination  of  the  systolic 
portion  of  the  automatic  cycle.  The  com- 
bined system  is  capable  of  routinely  obtain- 
ing measurement  frequencies  in  the  order 
of  20  per  minute  for  protracted  time  periods. 
The  system  functions  well  under  all  resting 
subject  conditions  and  under  some  body- 
movement  conditions. 

Splenectomy  in  Leukemia:  Hematological 

and  Clinical  Effects  on  34  Patients  and 
Review  of  299  Published  Cases  — M.  M. 
Strumia  (Bryn  IMawr  Hosp,  Brjn  DIawr, 
Pa),  P.  Strumia,  and  D.  Bassert.  Can- 
cer Res  26:519-528  (March)  1966. 

The  results  of  splenectomy  in  34  patients 
are  presented  with  a critical  review  of  re- 
sults obtained  in  a total  of  299  cases  collected 
from  the  literature.  The  criteria  for  sple- 
nectomy in  leukemia  and  myelofibrosis  are: 
(a)  Ineffectiveness  of  other  fonns  of  ther- 
apy to  control  cytopenia,  particularly  anemia 
in  the  presence  of  a splenomegaly  when  the 
anemia,  or  cytopenia  in  general,  is  sufficient- 
ly severe  to  be  a major  element  of  illness. 
In  such  a state,  splenectomy  must  be  condi- 
tioned on  ertdence,  by  study  of  the  bone  mar- 
row and  by  determination  of  the  rate  of  turn- 
over of  red  cells,  that  the  production  of  red 
cells  is  at  least  normal,  preferably  if  it  is 
increased.  (b)  Intractable  pain,  referable 


to  the  size  of  the  spleen,  of  such  severity  as 
to  interfere  with  the  patient’s  welfare.  Sple- 
nectomy is  followed  by  a significant  increase 
in  granulocytes  in  chronic  hunphatic  leu- 
kemia, in  myelofibrosis,  and  in  reticuloen- 
dotheliosis,  by  a significant  increase  in  the 
hemoglobin  level  in  chronic  lymphatic  leu- 
kemia and  myelofibrosis.  Clinically,  splenec- 
tomy is  more  frequentlj’  effective  in  chronic 
lymphatic  leukemia  and  in  myelofibrosis;  it 
is  only  occasionally  effective  in  reticuloen- 
dotheliosis,  including  Hodgkin’s  disease.  It 
has  no  significant  effect  in  patients  suffering 
from  various  fomis  of  chronic  myeloid  leu- 
kemia. 

Value  of  the  Double-Track  Sign  as  a Differ- 
entiating Factor  Between  Pylorospasm  and 
Hypertrophic  Pyloric  Stenosis  in  Infants — 
P.  J.  Haran,  Jr.  (Boston  Dispensary,  Bos- 
ton), D.  B.  Darling,  and  R.  Sciammas.  Ra- 
diology 86:723  (April)  1966. 

Roentgenogi’aphic  signs  in  14  proved  cases 
of  hjTJertrophic  pyloric  stenosis  with  pre- 
operative gastrointestinal  series  were  com- 
pared with  those  in  21  cases  of  pylorospasm. 
A simple  yet  constant  sign  in  hypertrophic 
pyloric  stenosis  was  obseiwed,  refeiTed  to 
as  the  “double-track”  sign.  Consistency  of 
this  sign  in  proved  cases  of  pyloric  stenosis 
indicates  that  its  demonstration  helps  to 
differentiate  pyloric  stenosis  from  pyloro- 
spasm. In  the  present  series,  the  sign  ap- 
pears to  be  specific  for  hypertrophic  pyloric 
stenosis. 

Coffee  and  Serum  Lipids  in  Coronary  Heart 
Diseases  — J.  A.  Little  et  al  (Sunnybrook 
Hosp,  Toronto).  Lancet  1 :732-734  (April) 
1966. 

Significant  correlation  between  coffee 
drinking  and  serum  lipid  and  lipoprotein  con- 
centrations were  found  in  men  with  coronary 
heart  disease,  but  not  in  healthy  controls. 
Tea  tended  to  have  negative  correlations 
with  the  serum  lipids  and  lipoproteins  in  the 
patients.  Other  nutrients  had  no  consistent 
correlation  in  either  group.  The  data  sug- 
gest that  coffee  contains  a substance  which 
elevates  serum  lipids  in  susceptible  persons 
and  that  such  persons  may  be  liable  to  coro- 
nary heart  disease. 
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ORGANIZATION  SECTION 


Dr.  George  Stafford’s  patients  are  all  little, 
which  obviously  gives  him  time  for  other 
things.  He  is  particularly  interested  in  al- 
lergj’,  is  a Fellow  in  the  American  College 
of  Allergists,  and  is  Director  of  Nebraska 
Services  for  Crippled  Children.  He  has 
published  widelj%  and  is  co-author  of  “The 
Allergic  Child.”  But  these  things,  and  the 
practice  of  pediatrics,  do  not  take  all  day, 
and  he  paints  and  carves  when  the  little  pa- 
tients stop  crying,  or  whatever  they  do. 

He  started  his  career  in  art  while  in 
Africa,  some  20  years  ago;  he  began  with 
woodcarving.  He  still  carves,  and  now 


turns  out  oil  paintings  and  water-colors.  He 
has  exhibited  locally,  and,  besides  giving 
some  of  these  to  friends,  has  sold  many  of 
his  creations.  He  is  largely  self-taught;  he 
has  produced  “a  couple  of  thousand”  of  these 
works  of  art.  He  is  a member  of  the  Lincoln 
Art  Guild. 

The  nearest  we  ever  got  to  art  was  with  a 
camera,  with  someone  else  doing  the  de- 
veloping and  printing.  Painting  must  be 
fun ; it  is  as  artistic  and  creative  as  you  can 
get.  Hobbyists  of  this  kind  and  Sunday 
painters  have  included  Churchill  and  Eisen- 
hower and  even,  at  one  time,  Gaugin.  Who 
knows?  Pediatrics  may  be  or  may  become 
Dr.  Stafford’s  hobby  and  we  may  have  an- 
other Gaugin  on  our  hands.  His  painting 
looks  good  to  us,  but  then  who  are  we  to 
judge?  We  don’t  appreciate  pop  art. 

We’d  rather  have  an  original  Stafford. 

— F.C. 
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Welcome,  New  Members 


Cegielski,  C.,  M.D ...Omaha 

Kershaw,  Vincent  E.,  M.D Omaha 

Langsam,  \hctoria  H.,  M.D Omaha 

Waters,  Henry  G.,  M.D Omaha 


PROCEEDINGS 
of  the 

HOUSE  OF  DELEGATES 

.\EBRASK.\  ST.\TE  MEDIC.\L  ASSOCIATION 
.May,  1966 

The  first  session  of  the  House  of  Delegates  was 
held  May  2,  1966,  at  the  Hotel  Comhusker.  The 
meeting  was  called  to  order  by  the  Speaker  of  the 
House,  Dr.  Wm.  Nutzman. 

The  report  of  the  Ci'edentials  Committee  showed 
that  54  members  wei'e  present,  and  the  meeting  was 
declared  in  session. 

Reference  Committee  appointments  and  room  as- 
signments were  read  by  the  Speaker,  and  these  ap- 
pointments were  approved  by  the  House. 

The  Speaker  called  for  approval  of  the  minutes  of 
the  Mid-Winter  Meeting  as  printed  in  the  April, 
1966,  Journal.  It  was  moved  and  seconded  to  ac- 
cept these  as  printed,  and  the  motion  carried. 

Following  a short  recess,  the  following  Nominat- 
ing Committee  was  selected: 

1st  District  — George  McMurtrey,  M.D. 

2nd  District  — T.  L.  Weekes,  M.D. 

3rd  District  — H.  F.  Elias,  M.D. 

4th  District  — Stanley  Neil,  M.D. 

5th  District  — Robert  Sorensen,  M.D. 

6th  District  — W.  Ray  Hill,  M.D. 

7th  District  — C.  T.  Mason,  M.D. 

8th  District  — James  Ramsay,  M.D. 

9th  District  — Roy  Cram,  M.D. 

10th  District  — F.  M.  Karrer,  M.D. 

11th  District  — E.  E.  Colglazier,  M.D. 

12th  District  — A.  J.  Alderman,  M.D. 

Dr.  Nutzman  called  for  supplementary  Committee 
Reports  and  the  following  were  presented: 

POLICY  COMMITTEE  — W.  D.  Wright,  M.D., 

Chairman 

Since  the  Mid-Winter  Meeting  of  the  House  of 
Delegates,  the  Policy  Committee  has  been  meet- 
ing on  an  average  of  every  two  weeks  to  study 
and  carry  out  the  directives  assigned  by  the 
House  of  Delegates.  We  herewith  submit  our 
report  which  contains  both  recommendations 
and  progress  information. 

Nebraska  Blue  Shield  — The  Policy  Commit- 
tee met  with  the  Directors  of  Blue  Shield  on 
April  7,  1966,  at  which  time  they  wei’e  present- 
ed the  new  “Nebraska  Physicians  Service  Bene- 
fit Agreement.”  The  Committee  later  met  to 
review  this  proposed  plan  and  at  that  time 
made  changes  in  certain  areas.  The  amended 


“Nebraska  Physicians  Service  Benefit  Agree- 
ment” was  then  approved  by  the  Policy  Commit- 
tee and  foi-warded  to  Dr.  A.  J.  Offerman,  Presi- 
dent, Nebraska  Blue  Shield.  The  Policy  Com- 
mittee herewith  presents  this  plan  to  the  House 
of  Delegates  for  its  review  and  acceptance. 

The  following  subjects  are  progress  reports 
for  the  information  of  the  House  of  Delegates: 

1.  Compensation  Court  — Following  a public 
hearing  by  the  Compensation  Court  on  March 
31,  the  1965  Relative  Value  Study  was  accepted 
by  that  body  with  a conversion  factor  of  5 for 
all  Compensation  Court  cases  effective  May  1, 
1966.  All  members  have  been  officially  noti- 
fied of  the  effective  date  of  this  program 
through  the  April,  1966,  Bulletin. 

2.  Medicare  — The  Policy  Committee  has  held 
several  meetings  with  Mutual  of  Omaha,  the 
carrier  for  Part  B in  Nebraska.  The  position 
of  the  Nebraska  State  Medical  Association  rela- 
tive to  fees  under  this  Medicare  program  have 
been  made  known  to  the  carrier.  Mutual  of 
Omaha  has  been  most  cooperative  and  has 
made  every  effort  to  carry  our  thoughts  back 
to  Washington.  As  a result  of  the  meetings 
with  the  carrier,  we  have  been  able  to  provide 
them  with  sufficient  information  and  assur- 
rance  of  cooperation  which  the  carrier  feels  will 
be  sufficient  to  satisfy  the  requirements  of 
HEW  as  evidence  of  good  faith  and  understand- 
ing which  exists  between  the  medical  profession 
and  the  carrier.  At  this  point,  the  Policy  Com- 
mittee recommends  that  it  retain  its  assignment 
and  continue  to  seiwe  as  the  liaison  and  ad- 
judicating committee  for  the  medical  profession 
under  the  forthcoming  Medicare  Program. 

3.  Welfare  — Another  major  contract  is  that 
with  the  Department  of  Public  Welfare.  Due 
to  the  pressure  of  work  on  the  Policy  Com- 
mittee, we  have  not  made  contact  with  offi- 
cials of  the  Welfare  Department.  It  is  antici- 
pated, however,  that  a formal  meeting  will 
be  held  during  this  month.  The  approach  in 
this  program  will  utilize  the  1965  Relative  Value 
Study. 

4.  V.A.  Home  Town  Medical  Care  — A con- 
ference was  held  April  27,  1966,  with  the  Veter- 
ans Administration  officials  regarding  a sched- 
ule of  benefits  for  out-patient  care  for  V.A. 
Home  Town  Medical  Care.  Association  officers 
recommended  the  use  of  the  1965  Relative  Value 
Study  in  this  program  in  keeping  with  the 
current  policy  of  the  Nebraska  State  Medical 
Association. 

All  indications  are  that  the  program  present- 
ed by  the  Nebraska  State  Medical  Association 
will  be  favorably  accepted  by  the  V.A.  All 
members  will  be  notified  at  the  conclusion  of 
this  contract. 

Your  Policy  Committee  is  cognizant  of  its 
responsibilities  to  the  House  of  Delegates.  We 
appreciate  the  confidence  and  backing  of  the 
House  of  Delegates  in  assigning  this  Committee 
the  responsibility  for  these  impoi'tant  and  far 
reaching  negotiations.  You  may  be  assured 
that  this  Committee  will  stand  solidly  for 
the  viewpoint  of  organized  medicine  and  its 
policies  as  set  forth  by  the  House  of  Dele- 
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gates.  As  each  contract  is  completed,  all  mem- 
bers will  be  officially  notified. 

In  conclusion,  the  Policy  Committee  stands 
ready  to  receive  any  additional  directives  that 
this  House  of  Delegates  may  deem  advisable. 

Nebraska  Physician’s 
Service  Benefit  Agreement 

The  Nebraska  Physician’s  Service  Benefit 
Agreement  is  a proposed  new  contract  which 
embraces  the  traditional  service  benefit  con- 
cepts of  Nebraska  Blue  Shield.  It  is  based  upon 
the  1965  Relative  Value  Study  of  the  Nebraska 
State  Medical  Association,  Second  Edition,  with 
a recommended  conversion  factor  5 and/or  such 
other  conversion  factor  as  the  State  Medical 
Association  may  determine  from  time  to  time. 

The  proposed  new  contract  would  be  offered 
for  sale  only  to  groups  of  25  or  more  be- 
cause of  the  uncertainty  of  rating  applications 
in  so  broad  a program.  Experience  will  be  ac- 
cumulated on  a group  by  group  basis  before 
any  attempt  is  made  to  broaden  the  scope  of 
the  eligible  market. 

The  importance  of  physician  control  of  Blue 
Shield  benefit  patterns  cannot  be  overemphasized 
because  these  benefits  should  reflect  the  way 
medicine  is  actually  practiced.  Therefore,  the 
proposed  new'  contract  will  use  the  actual  term- 
minology,  codes,  procedures,  general  instructions, 
etc.,  of  the  Relative  Value  Study  and  w'ill  be 
updated  as  the  Relative  Value  Study  itself  is 
revised.  The  scope  of  benefits  will  be  based 
on  the  Relative  Value  Study  with  the  basic 
agreement  containing  as  a minimum  the  scope 
of  services  provided  by  the  Series  90  Agree- 
ment. Riders  varying  the  basic  scope  of  serv- 
ices will  be  available  as  approved  by  the  Policy 
Committee  of  the  Nebraska  State  Medical  As- 
sociation. 

The  proposed  new'  contract  would  avoid  the 
uncertainty  of  income  limits  and  w'ould  be 
geared  to  the  physician’s  normal  charges  with 
the  Relative  Value  Study  as  the  maximum 
schedule  of  allow'ances,  except  for  complicated 
cases  as  discussed  below.  The  most  important 
point  is  that  the  State  Medical  Association  main- 
tains absolute  control  over  the  conversion  factor 
on  a year  to  year  basis  in  order  that  the  pricing 
structure  may  truly  reflect  the  normal  charges 
or  fees  of  physicians  in  Nebraska. 

Equal  allowances  will  be  paid  for  services  ren- 
dered regardless  of  w'hether  the  patient  se- 
lected a participating  or  a non-participating 
physician.  A fundamental  and  basic  principle 
of  the  program  is  the  right  of  physicians  to 
participate  and  the  right  of  Blue  Shield  to 
contract  or  not  to  contract.  This  mutual  re- 
spect is  inherent  in  this  program.  In  the  event 
the  service  is  rendered  by  a non-participating 
physician,  the  benefits  w'ould  be  paid  directly  to 
the  patient. 

The  agreement  does  not  require  notices  of 
increased  fees  or  profiles  of  or  by  physicians,  by 
procedures,  or  by  geographical  areas.  It  does 
not  rely  upon  statistically  established  percentiles 
to  determine  eligilbility  for  participation. 

In  accordance  w'ith  the  instructions  in  the 
Relative  Value  Study  defining  complicated  cases 


and  for  cases  which  are  filed  “by  report,”  the 
follow'ing  procedure  is  proposed: 

1.  Review'  by  the  Medical  Director.  If  he  be- 
lieves the  charge  is  proper  the  case  is  paid. 

2.  In  the  event  the  Medical  Director  does  not 
authorize  payment,  the  case  is  submitted 
to  the  Adjudication  Committee  of  Blue 
Shield.  If  the  committee  believes  the  charge 
is  proper,  the  case  is  paid. 

3.  If  the  Adjudication  Committee  does  not  au- 
thorize payment,  the  case  is  submitted  to 
the  Board  of  Directors  of  Blue  Shield.  If 
the  Board  believes  the  charge  is  proper,  the 
case  is  paid. 

4.  If  the  Blue  Shield  Board  does  not  authorize 
payment,  the  case  is  referred  to  the  Policy 
Committee  of  the  State  Medical  Association 
for  final  determination. 

The  Board  of  Directors  of  Nebraska  Blue 
Shield  is  sensitive  to  the  desires  of  the  Nebraska 
State  Medical  Association  and  its  House  of 
Delegates.  No  program  offered  by  Blue  Shield 
can  succeed  without  broad  understanding  and 
general  acceptance  by  a large  majority  of  the 
medical  profession.  By  insisting  that  the  State 
Medical  Association  retain  complete  control 
over  definitions  of  sei-vices,  relative  values, 
scope  of  benefits,  additions  to  meet  the  changes 
in  the  practice  of  medicine,  and  the  pricing 
structure  through  conversion  factor  applica- 
tions, the  Board  of  Directors  of  Nebraska  Medi- 
cal Service  is  convinced  that  this  program  will 
obtain  acceptance  and  approval  by  Nebraska 
physicians. 

Following  presentation  of  this  report.  Dr.  Land- 
graf  moved  that  the  record  show'  the  appreciation 
of  the  House  of  Delegates  for  the  work  done  by 
the  Policy  Committee.  This  motion  was  seconded 
and  carried. 

The  report  of  the  Policy  Committee  w'as  referred 
to  Reference  Committee  No.  2. 

COMMITTEE  ON  HEALTH  EDUCATION  IN 
SCHOOLS  AND  COLLEGES  — S.  I.  Fuenning, 
M.D.,  Chaii-man.  This  report  w'as  read  to  the  House 
by  Dr.  McFadden. 

This  report  is  a brief  summary  of  the  further 
activities  of  the  Health  Education  Committee 
since  the  last  report  submitted  to  the  House  of 
Delegates  for  the  Mid-Winter  Meeting,  Febru- 
ary, 1966. 

1.  Nebraska  State-Wide  Conference  on  Health 
Education  — The  House  of  Delegates  at  the 
Mid-Winter  Meeting  of  the  Nebraska  State 
Medical  Association,  February,  1966,  approved 
the  Resolution  that  the  Nebraska  State  Medical 
Association  sponsor  a state-w'ide  conference  on 
health  education.  Interested  professional  health 
agencies,  voluntary  health  agencies,  and  offi- 
cial health  agencies  w'ill  be  invited  to  co-sponsor 
such  a conference.  This  conference  has  now' 
been  scheduled  for  May  5 and  6,  1967,  at  the 
Nebraska  Center  for  Continuing  Education, 
Lincoln,  Nebraska.  This  conference  w'as  sched- 
uled on  this  date  in  order  to  take  advantage 
of  the  Nebraska  Centennial  Health  Fair  w'hich 
W'ill  be  held  April  29  to  May  5,  1967,  and  the 
Nebraska  State  Medical  Association  annual 
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meeting  which  is  scheduled  for  May  1 to  4, 
1967. 

The  purpose  of  the  State- Wide  Health  Educa- 
tion Conference  is  to  provide  leadership  for  the 
development  of  health  education  in  the  State 
of  Nebraska.  It  will  highlight  the  importance 
of  a sound  health  education  program  in  dur 
schools,  colleges,  and  communities,  and  will  be 
strategic  in  the  mobilization  of  our  health  re- 
sources in  the  State  of  Nebraska  for  a concert- 
ed effort  in  establishing  sound  health  education 
programs  throughout  the  state. 

2.  State  Inter-Agency  Health  Council.  The 
House  of  Delegates  of  the  Nebraska  State  Med- 
ical Association  in  the  February,  1966,  meeting, 
approved  the  resolution  on  the  formation  of  a 
State  Inter-Agency  Health  Council.  In  order 
to  implement  this  objective,  a planning  ses- 
sion with  representatives  from  the  major  pro- 
fessional health  agencies,  voluntary  health 
agencies,  and  official  health  agencies  will  be 
held  in  May  to  develop  the  organizational  plan 
for  a State  Inter-Agency  Health  Council.  It 
is  anticipated  that  the  State  Inter-Agency 
Health  Council  can  be  formally  established 
sometime  this  summer. 

The  State  Inter-Agency  Health  Council  will 
have  I’epresentatives  from  the  professional 
health  agencies,  voluntary  health  agencies,  offi- 
cial health  agencies,  and  educational  agencies. 

The  function  of  such  a council  would  be  to 
mobilize,  coordinate,  and  integrate  health  educa- 
tion efforts  in  the  State  of  Nebraska,  and  to 
study  community  health  education  needs,  includ- 
ing ways  and  means  of  meeting  these  needs 
most  effectively. 

It  is  anticipated  after  the  initiation  of  a 
State  Inter-Agency  Health  Council,  that  a sub- 
committee will  be  established  on  smoking  and 
health  and  another  committee  on  alcohol  educa- 
tion. 

3.  State  Centennial  Health  Fair.  The  House 
of  Delegates  of  the  Nebraska  State  Medical 
Association  in  their  last  meeting  Februaiy, 
1966,  approved  the  resolution  to  participate  in 
the  Centennial  Health  Fair  to  be  held  April  29 
through  May  5,  1967,  at  the  Pershing  Audito- 
rium, Lincoln,  Nebraska.  The  Health  Educa- 
tion Committee  is  cooperating  with  the  Cen- 
tennial Health  Fair  Committee  in  program 
planning.  It  is  anticipated  that  the  planning 
woi'kshop  will  be  held  within  several  weeks  to 
develop  the  program  for  the  Centennial  Health 
Fair.  Consultants  from  the  American  Medical 
Association  and  official  health  agencies  will 
participate  in  the  planning  session. 

The  report  of  the  Committee  on  Health  Education 
in  Schools  and  Colleges  was  referred  to  Eeference 
Committee  No.  3. 

PLANNING  COMMITTEE  — L.  S.  McNeill,  M.D., 
Chairman. 

Several  years  ago,  the  Adams  County  Medical 
Society  introduced  a resolution  to  this  House 
which  in  substance  asked  for  a study  and  a 
plan  to  be  submitted  whereby  a more  equal  and 
more  representative  distribution  of  the  dele- 
gates in  the  House  of  Representatives  would 


be  accomplished.  This  resolution  was  finally 
presented  to  the  Council  at  the  Annual  Session 
in  1965.  Studies  were  started  by  this  body  in 
1965  and  continued  at  the  Interim  Session  in 
1966.  The  Council  then  asked  the  House  at 
their  Interim  Session  in  1966  to  take  some 
definitive  action  which  came  in  the  form  of 
a resolution  asking  the  Planning  Committee  to 
study  and  submit  a plan  to  the  House  of  Dele- 
gates at  the  1966  Annual  Session. 

In  accord  with  this  directive,  a meeting  of 
the  Planning  Committee  was  held  on  March  30, 
1966,  at  the  Headquarters  Office  in  Lincoln. 
Only  two  members  of  the  active  committee  were 
able  to  attend.  Dr.  Donald  Purvis  and  myself, 
but  we  were  ably  assisted  by  President  Dr. 
Willis  D.  Wright,  President-Elect,  Dr.  Dan  A. 
Nye,  Secretaiy-Treasurer  Dr.  Horace  V.  Mun- 
ger.  Executive  Secretary  Mr.  Kenneth  Neff  and 
Executive  Assistant  Mr.  Bill  Schellpeper. 

This  group  studied  and  reviewed  the  repre- 
sentation in  the  House  of  Delegates  as  is  now 
set  up  on  our  By-Laws.  It  became  quite  evident 
that  our  present  system  is  antiquated,  unfair 
and  utterly  ridiculous  in  many  instances.  It 
was  noted  that  many  of  our  component  societies 
have  memberships  of  only  one  to  four  members 
each  sending  a voting  delegate  to  the  House. 

The  first  plan  considered  was  that  of  the  pos- 
sibility of  revoking  the  so-called  “grandfather” 
component  society  charters  in  those  societies 
having  less  than  five  members.  Then  to  re- 
organize, join  together  or  in  some  way  make 
up  new  component  societies  each  to  consist  of 
five  or  more  members.  After  considerable  dis- 
cussion, it  was  decided  that  such  moves  would 
require  considerable  time,  burdensome  reorgan- 
ization and  probably  impossible  situations  due 
to  geographical  problems  in  some  areas  of  the 
state. 

The  second  plan  considered  reorganizing  the 
Nebraska  State  Medical  Association  on  a dele- 
gate district  basis,  based  on  present  Councilor 
Districts.  A study  was  made  of  the  present  Coun- 
cilor Districts,  their  component  societies,  their 
representation  in  the  House  of  Delegates  and 
their  physician  population.  The  results  of  this 
survey  were  quite  illuminating  and  seiwed  once 
again  to  show  how  ridiculous  our  choosing  dele- 
gates for  the  House  really  seems.  For  example 
in  the  4th  Councilor  District,  there  were  69 
physicians,  they  having  8 voting  delegates  in 
the  House  as  compared  to  540  physicians  in  the 
1st  District  having  10  delegates  or  230  physi- 
cians in  the  2nd  District  with  7 delegates. 
District  7 has  33  physicians  and  6 delegates, 
while  District  8 has  22  physicians  and  only  1 
delegate. 

We  then  started  figuring  delegate  representa- 
tion based  on  the  number  of  physicians  in  each 
Councilor  District.  There  was  no  intent  to 
change  in  any  way  the  present  geographical  dis- 
tribution of  our  present  Councilor  Districts. 
We  automatically  allowed  each  Councilor  Dis- 
trict to  be  represented  by  two  delegates  for  each 
50  physicians  or  a fraction  thereof  in  each 
district.  An  additional  one  delegate  for  each 
additional  50  physicians  or  fraction  thereof  in 
each  district.  We  then  come  up  with  44  dele- 
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gates  as  compared  to  the  present  67.  This  to 
me  would  seem  to  be  a better  number  of  dele- 
gates and  is  quite  well  distributed  and  repre- 
sents the  state  much  better  on  a population 
basis. 

Your  committee  feels  that  this  plan  has  merit 
and  is  worthy  of  your  serious  consideration. 
We  are  offering  it  to  you  at  the  Session  of  the 
House  of  Delegates  for  your  consideration  and 
discussion. 

If  this  plan  or  anything  of  a similar  nature  is 
agreeable  and  could  be  adopted,  it  will  then 
be  necessary  to  make  suitable  changes  in  the 
By-Laws.  Changes  in  the  By-Laws  will  re- 
quire reading  and  then  will  have  to  lay  over 
for  one  year  before  the  changes  can  be  adopted. 
It  is  our  hope  that  some  satisfactory  plan  can 
be  derived  from  these  suggestions  and  that  the 
changes  necessary  in  the  By-Laws  can  be  read 
at  this  Session  and  passed  next  year. 

The  report  of  the  Planning  Committee  was  re- 
ferred to  Reference  Committee  No.  2. 

A report  was  given  by  Dr.  Keith  Sehnert  relative 
to  the  Centennial  Health  Fair,  which  is  being  spon- 
sored by  the  Lancaster  County  Medical  Society.  This 
was  referred  to  Reference  Committee  No.  4. 

Mr.  Ben  Patterson  of  Mutual  of  Omaha,  was 
asked  to  discuss  their  role  in  Medicare  as  the  car- 
I’ier  of  Part  B.  Following  considerable  discussion, 
this  was  referred  to  Reference  Committee  No.  1, 
and  Mr.  Patterson  was  asked  to  meet  with  the 
Reference  Committee. 

The  Speaker  then  called  for  resolutions  from  the 
floor,  and  the  following  were  presented: 

Resolution  No.  1 — Lincoln  County  Medical  So- 
ciety. Presented  by  Dr.  Claussen.  Re:  Educational 
Television.  This  was  referred  to  Reference  Com- 
mittee No.  4. 

Resolution  No.  2 — Lancaster  County  Medical 
Society.  Presented  by  Dr.  Gogela.  Re:  Medical 
Technology.  This  was  referred  to  Reference  Com- 
mittee No.  5. 

Resolution  No.  3 — Lancaster  County  Medical 
Society.  Presented  by  Dr.  Gogela.  Re:  Centennial 
Health  Fair.  This  was  referred  to  Reference  Com- 
mittee No.  4. 

Resolution  No.  4 — Lancaster  County  Medical 
Society.  Presented  by  Dr.  Gogela.  Re:  Direct 

Billing  for  Medicare.  This  was  referred  to  Refer- 
ence Committee  No.  1. 

Resolution  No.  5 — Buffalo  County  Medical  So- 
ciety. Presented  by  Dr.  Steffens.  Re:  Direct  Bill- 
ing for  Medicare.  This  was  referred  to  Reference 
Committee  No.  1. 

Resolution  No.  6 — Four  County  Medical  Society. 
Presented  by  Dr.  Cram.  Re:  Individual  Respon- 
sibility. This  was  referred  to  Reference  Committee 
No.  1. 

Resolution  No.  7 — Nebraska  Chapter,  American 
College  of  Surgeons.  Presented  by  Dr.  McMurtrey. 
Re:  Direct  Billing  for  Medicare.  This  was  referred 
to  Reference  Committee  No.  1. 

Resolutions  No.  8 and  No.  8a  — Cass  County 
Medical  Society.  Presented  by  Dr.  Andersen.  Re: 
Opposition  to  S 2568.  These  were  referred  to  Refer- 
ence Committee  No.  3. 


Resolution  No.  9 — Omaha-Douglas  County  Medi- 
cal Society.  Presented  by  Dr.  McMartin.  Re: 
Pledges  or  Statements,  Civil  Rights  Act.  This  was 
referred  to  Reference  Committee  No.  4. 

Resolution  No.  10  — Omaha  - Douglas  County 
Medical  Society.  Presented  by  Dr.  McMartin.  Re: 
Complementary  Coverage.  This  was  referred  to 
Reference  Committee  No.  1. 

Resolution  No.  11  — Omaha  - Douglas  County 
Medical  Society.  Presented  by  Dr.  McMartin:  Re: 

Blanket  Assignment  of  Fees.  This  was  referred  to 
Reference  Committee  No.  1. 

Resolution  No.  12  — Omaha  - Douglas  County 
Medical  Society.  Presented  by  Dr.  McMartin.  Re: 
Dr.  J.  R.  Schenken,  Delegate  to  American  Medical 
Association.  This  was  referred  to  the  Nominating 
Committee. 

Resolution  No.  13  — Hall  County  Medical  Society. 
Presented  by  Dr.  Bosley.  Re : Removal  of  Com- 
pulsory A.M.A.  Dues.  This  was  referred  to  Refer- 
ence Committee  No.  4. 

Resolution  No.  14  — Cheyenne  - Kimball  - Deuel 
County  Medical  Society.  Presented  by  Dr.  Dorwart. 
Re:  Public  Image  of  Medicine.  This  was  refeiTed  to 
Reference  Committee  No.  5 . 

Mr.  Kenneth  Neff  gave  a brief  report  on  the 
People  to  People  Tour,  and  announced  that  there 
would  be  a People  to  People  luncheon. 

There  being  no  further  business,  the  meeting  was 
adjourned  until  Wednesday,  May  4,  1966. 

HOUSE  OF  DELEGATES 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  by  the  Vice  Speaker,  Dr.  Mc- 
Fadden,  on  May  4,  1966. 

A report  of  the  Credentials  Committee  showed 
that  49  members  were  present,  and  the  House  was 
declared  in  session. 

The  motion  was  made  and  seconded  to  dispense 
with  the  reading  of  the  minutes  of  the  first  session, 
and  the  motion  carried. 

Reports  of  the  Reference  Committees  were  called 
for,  and  the  following  were  presented: 

Reference  Committee  No.  1 — Dr.  L.  S.  Steffens, 
ChaiiTnan.  Other  members  of  this  Reference  Com- 
mittee were  Doctors  Loeffel  and  Nuss. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  Policy  Committee  report  which  was 
given  to  this  body  at  our  meeting  on  May  2,  1966. 
You  were  all  given  a copy  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  carried. 

Your  Reference  Committee  recommends  the  adop- 
tion of  Resolution  No.  10,  on  “Complementary  Cov- 
erage,” submitted  by  the  Omaha-Douglas  County 
Medical  Society  on  May  2,  1966,  as  follows: 

WHEREAS:  The  introduction  of  a “Comple- 
mentary Coverage”  to  fill  the  gaps  resulting 
from  deductibles,  co-insurance  and  exclusions 
for  Medical  Care  recipients  to  be  limited  to 
hospital  in-patient  or  out-patient  departments 
has  been  proposed,  and 

WHEREAS:  This  policy  encourages  hospital- 
ization and  penalizes  care  in  a physician’s  of- 
fice; 
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THEREFORE,  BE  IT  RES0L\T:D:  That  the 
Nebraska  State  Medical  Association  strongly  op- 
pose this  policy  and  urge  that  “Complementarj’ 
Coverage”  not  be  endorsed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  earned. 

Your  Reference  Committee  recommends  the  adop- 
tion of  Resolution  No.  11  on  Blanket  Assignment 
of  Fees  submitted  by  the  Omaha-Douglas  County 
Medical  Society  on  May  2,  1966,  as  follows: 

WHEREAS:  The  Nebraska  State  Medical 

Association,  for  good  and  obvious  reasons,  has 
recommended  against  the  assignment  of  fees 
under  PL  89-97  by  physicians  in  independent 
practice  as  well  as  by  hospital-based  specialists, 
and 

WHEREAS:  It  has  been  recommended  by  an 
insurance  group  which  represents  certain  inter- 
mediarj'  agents  that  hospitals  encourage  the 
blanket  assignment  of  fees  by  hospital-based 
specialists. 

THEREFORE,  BE  IT  RESOLVED:  That 

the  Nebraska  State  Medical  Association  re- 
quests that  this  group  or  any  other  Insurance 
Carrier  withdraw  their  recommendations  for 
blanket  assignment  for  all  physicians,  and 
BE  IT  FURTHER  RESOLVED:  That  the 

Nebraska  State  Medical  Association  members 
be  informed  of  this  action,  and  be  encouraged  to 
not  make  such  assignment. 

MR.  SPEAKER,  I MO\'E  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  carried. 

Your  Reference  Commitee  reviewed  Resolutions 
No.  4,  5,  6 and  7.  All  of  these  suggested  assign- 
ment refusal  under  Part  B of  Law  89-97.  It  was 
our  opinion  that  Resolution  No.  4 submitted  by  the 
Lancaster  County  Medical  Society  most  clearly  stat- 
ed the  problem.  It  was  the  opinion  of  the  committee, 
however,  that  a paragraph  or  preamble  be  added 
to  the  Resolution  stating  that  refusal  be  done  on  a 
voluntary  basis  by  the  members  of  this  society. 

MR.  SPEAKER,  WITH  THE  ADDITION  OF  THE 
VOLUNTARY  PROVISION,  I MOVE  THE  ADOP- 
TION OF  THIS  SECTION  OF  OUR  REPORT.  Fol- 
lowing discussion,  it  was  moved  by  Dr.  Landgraf 
that  the  resolution  be  amended  to  read  as  follows: 
WHEREAS,  under  provisions  of  Part  B of 
Public  Law  89-97  (Medicare),  the  Physicians 
may  elect  to  bill  the  recipient  patient  personally 
for  seiwices  or  may  contract  with  the  govern- 
ment through  an  intermediary,  and 

WHEREAS,  a contract  with  the  government 
in  payment  for  medical  seiwices  violates  the 
principles  of  free  enterprise; 

BE  IT  HEREBY  RESOLVED,  that  the  House 
of  Delegates  of  the  Nebraska  State  Medical 
Association  urge  the  members  of  the  Association 
to  deal  directly  with  the  patient  on  an  individual 
and  voluntary  basis,  both  in  providing  medical 
care  and  in  billing  for  just  and  reasonable  com- 
pensation for  the  medical  care  provided. 

It  was  seconded  that  this  resolution  be  approved 
as  amended,  and  the  motion  carried. 

Your  Reference  Committee  met  with  the  Policy 
Committee  and  our  Insurance  Carrier,  Mutual  of 


Omaha.  This  committee  feels  that  Mutual  of  Oma- 
ha is  cooperating  to  the  fullest  extent  with  the 
State  Medical  Association  and  its  policy  making 
bodies  and  that  it  will  continue  to  do  so.  As  re- 
flected by  comments  made  in  our  fii-st  session,  this 
committee  would  appreciate  our  Carrier  negotiating 
a contract  in  which  they  are  designated  as  a Carrier 
and  not  as  an  Intennediary.  We  would  also  urge 
that  every  effort  be  made  to  use  the  1965  Relative 
Value  Study  with  a conversion  factor  of  5 as  a 
basis  for  all  professional  fees.  We  further  urge  that 
the  entire  state  be  considered  as  one  geographical 
area  and  that  no  distinction  be  made  between  rural 
and  urban. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  caiTied. 

Your  Reference  Committee  feels  that  it  is  the  duty 
of  our  state  society  to  help  us  inform  our  patients 
regarding  refusal  of  assignment  and  other  areas 
of  possible  difficult  public  relations  regarding  Medi- 
care. Statements  of  policy  similar  to  that  issued  by 
the  Harris  County  Medical  Society  of  Houston, 
Texas,  are  suggested  as  a guide  and  it  is  further 
suggested  that  the  insurance  form  used  by  this 
same  society  be  studied  by  our  Policy  Committee 
for  possible  adoption. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  1 AS  AMENDED.  This  was  seconded  and 
carried. 

REFERENCE  COMMITTEE  NO.  2 — Dr.  J.  Whit- 
ney Kelley,  Chairman,  stated  that  the  report  of  their 
Reference  Committee  was  not  completed  as  yet 
and  would  be  given  at  the  third  Session. 

REFERENCE  COMMITTEE  NO.  3 — Dr.  Bi-uce 
Claussen,  Chairman.  Other  members  of  this  Refer- 
ence Committee  were  Doctors  Lempka  and  Mc- 
Conahay. 

Your  Reference  Committee  recommends  ap- 
proval of  the  report  of  the  Committee  on  Health 
Education  in  Schools  and  Colleges. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  carried. 

Your  Reference  Committee  has  considered  the 
resolutions  submitted  by  the  Cass  County  Medical 
Society.  The  resolutions  were  two  in  number  and 
referred  to  impending  federal  legislation,  S 2568. 
The  resolutions  were  combined  into  one  resolution 
and  approved  by  this  Reference  Committee: 

WHEREAS,  S 2568  prohibits  a physician  from 
dispensing  medications  and  appliances  for  a 
profit  except  in  cases  of  emergency,  and 

WHEREAS,  the  generalities  stated  in  said 
resolution  relative  to  the  relationship  between 
the  distribution  of  practicing  physicians  and 
practicing  pharmacists  in  their  county  are  quite 
representative  of  that  of  the  state  as  a whole, 
and 

WHEREAS,  S 2568  will  present  a condition 
which  will  be  a deterrent  to  young  physicians 
establishing  practices  in  the  rural  areas  of  the 
State  of  Nebraska,  and 

WHEREAS,  dispensing  by  physicians  has 
been  practiced  for  many  years  and  has  been 
proven  to  be  the  best  method  of  providing  im- 
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mediate  distribution  of  desired  therapy  for  the 
ill,  and 

WHEREAS,  many  communities  in  the  State 
of  Nebraska  have  inadequate  pharmacy  cover- 
age and  implementation  of  S 2568  will  cause 
considerable  delay  in  distributing  necessary 
therapy;  therefore, 

BE  IT  RESOLVED,  that  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Association 
go  on  record  as  opposing  S 2568,  and 

BE  IT  FURTHER  RESOLVED,  that  a copy 
of  this  resolution  be  sent  each  member  of  the 
Committee  in  the  Judiciary  of  the  United  States 
Senate  and  to  the  Senators  and  Representatives 
of  the  State  of  Nebraska. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  carried. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  3 AS  A WHOLE.  This  was  seconded  and 
canned. 

REFERENCE  COMMITTEE  NO.  4 — Dr.  Chas. 
Landgraf,  Chairman.  Other  members  of  this  Refer- 
ence Committee  were  Doctors  Pui-vis  and  Dorwart. 

Your  Reference  Committee  recommends  approval 
of  Resolution  No.  1 submitted  by  the  Lincoln  Coun- 
ty Medical  Society  insofar  as  said  resolution  im- 
plies the  Nebraska  State  Medical  Association  should 
directly  be  involved  from  time  to  time  in  the  presen- 
tation of  medical  information  to  the  public  and  in 
the  use  of  Educational  Television  facilities  for  pro- 
fessional medical  education. 

WHEREAS:  There  is  a continuing  need  in  the 
State  of  Nebraska  for  the  dissemination  of 
medical  information  to  physicians  as  well  as  to 
the  lay  public,  and 

WHEREAS;  Educational  Television  will  soon 
be  available  to  all  sections  of  the  State  of 
Nebraska  through  the  seven  station  statewide 
Nebraska  Educational  Television  Network; 

BE  IT  THEREFORE  RESOLVED:  That  the 
House  of  Delegates  of  the  Nebraska  State  Medi- 
cal Association  endorses  the  utilization  of  the 
Nebraska  Educational  Television  Network  for 
the  purpose  of  providing  medical  information 
to  the  interested  Nebraska  lay  public,  as  well 
as  for  the  purpose  of  providing  continuing 
postgraduate  education  to  members  of  the  Ne- 
braska medical  profession. 

BE  IT  FURTHER  RESOLVED:  That  an 

educational  television  sub-committee  be  ap- 
pointed by  the  President  of  the  Nebraska  State 
Medical  Association  to  assist  officials  of  the 
Nebraska  Educational  Television  Network  in 
providing  medical  information  to  the  interested 
Nebraska  Lay  public,  as  well  as  for  the  pur- 
pose of  providing  continuing  postgraduate  edu- 
cation to  members  of  the  Nebraska  medical  pro- 
fession. The  Nebraska  Educational  Television 
Sub-Committee  of  the  Nebraska  State  Medical 
Association  to  be  attached  to  the  Committee 
on  Medical  Education.  The  membership  on  the 
Educational  Television  Sub-Committee  of  the 
Nebi-aska  State  Medical  Association  should  in- 
clude members  from  other  Nebraska  State 
Medical  Association  committees  that  are  in- 


volved in  the  promotion  of  medical  and  health 
education. 

Your  reference  Committee  suggests: 

(1)  There  be  created  a Joint  Sub-Committee 
on  Educational  Television. 

(2)  That  such  Sub-Committee  be  composed  of 
six  members,  three  members  to  be  appoint- 
ed by  the  President  from  the  Health  Edu- 
cation in  Schools  and  Colleges  Committee, 
and  three  members  from  the  Committee  on 
Medical  Education. 

(3)  That  the  Sub-Committee  members  elect 
a chairman  whose  term  of  office  should  be 
one  year. 

Your  Reference  Committee  recognizes  that  many 
problems,  real  and  potential,  exist  in  the  presentation 
of  health  and  medical  education  subjects  using  a 
public  communications  medium  such  as  television 
and,  therefore,  strongly  advises  that  the  Nebraska 
State  Medical  Association  through  the  Joint  Sub- 
Committee  on  Educational  Television  retain  absolute- 
ly the  power  to  decide  whether  it  will  be  associated 
officially  with  each  and  every  such  presentation. 
The  Sub-Committee  should  consider  most  carefully 
each  time  such  subjects  are  to  be  presented  and 
official  association  is  contemplated  the  following 
factors  with  regard  to  the  subject  matter  and  man- 
ner of  presentation: 

(1)  Usefulness 

(2)  Propriety 

(3)  Legal  problems,  such  as  liability  and  the 
possibility  of  invasion  of  privacy. 

(4)  And  any  other  factors  which  might  from 
time  to  time  bear  upon  any  decision  by 
the  Nebraska  State  Medical  Association 
whether  to  associate  officially  with  any 
such  presentation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  carried. 

Your  Reference  Committee  recommends  approval 
of  the  sense  of  Resolution  No.  13  presented  by  the 
Lancaster  County  Medical  Society,  as  follows: 

WHEREAS:  There  is  now  being  planned  a 

state-wide  Nebraska  Centennial  Health  Fair, 
and 

WHEREAS:  The  members  of  the  House  of 

Delegates  have  been  appraised  of  the  scope  and 
purpose  of  the  Health  Fair,  and 

WHREAS:  The  delegate  assembly  on  Febru- 
ary 12,  1966,  did  approve  a resolution  to  support 
the  Health  Fair,  and 

WHEREAS:  Numerous  related  health  profes- 
sions have  now  endorsed  participation  in  the 
Health  Fair  as  full  sponsors,  having  agreed  to 
provide  educational  exhibits  and  financial  sup- 
port to  defray  expenses  of  the  fair; 

THEREFORE,  BE  IT  RESOLVED:  That  a 

committee  be  appointed  to  expedite  development 
of  a suitable  exhibit  to  be  displayed  at  the  fair, 
and 

BE  IT  FURTHER  RESOLVED:  That  the 

chairman  of  said  committee  be  the  designated 
representative  of  the  Nebraska  State  Medical 
Association  to  serve  as  a member  of  the  Perma- 
nent Centennial  Health  Fair  Committee,  a com- 
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mittee  composed  of  representatives  of  all  spon- 
sors, and 

BE  IT  FUETHER  RESOLVED:  That  the 

Nebraska  State  Medical  Association  authorize 
and  do  hereby  appropriate  sufficient  funds  which 
will  adequately  maintain  our  medical  profession’s 
position  of  leadership  in  this  “Once  in  a life- 
time’’ effort  to  portray  the  wonders  and  prom- 
ises of  modern  health  sciences  and  practices. 

IT  IS  THEREFORE:  The  recommendation 

of  the  Lancaster  County  Medical  Society,  based 
on  interest  and  support  already  projected  by 
other  professional  gi'oups,  that  a fair  share 
of  budget  support  from  the  Nebraska  State 
Medical  Association  should  be  a minimum  of 
ten  thousand  dollars  to  provide  cost  of  exhibit 
and  prorated  cost  of  the  over-all  expense. 

IT  IS  FURTHER  RECOMMENDED:  That 

the  above  resolution  and  recommendation  be 
acted  upon  at  this  session  of  the  House  of  Dele- 
gates in  order  that  the  Nebraska  State  Medical 
Association  may  retain  its  position  of  prestige 
among  our  associate  health  organizations. 

It  is  suggested  that  the  President  appoint  an 
ad  hoc  Centennial  Health  Fair  Committee  to  con- 
sist of  a chairman  and  five  members. 

It  is  suggested  further  that  the  Pennanent  Cen- 
tennial Health  Fair  Committee  be  asked  to  accept 
as  a member  of  that  Committee,  the  chairman  of 
the  Nebraska  State  Medical  Association  ad  hoc 
Centennial  Health  Fair  Committee. 

It  is  recommended  that  Nebraska  State  Medicai 
Association  lend  financial  support  to  the  permanent 
Centennial  Health  Fair  Committee.  The  specific 
amount  of  such  support  will  be  determined  after 
consultation  between  this  Reference  Committee  and 
the  Nebraska  State  Medical  Association  Board  of 
Ti-ustees,  and  a recommendation  of  such  an  amount 
will  be  made  at  the  May  5,  1966  session  of  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  Seconded 
and  carried. 

Your  Reference  Committee  recommends  approval 
of  Resolution  No.  9 of  the  Omaha-Douglas  County 
Medial  Society  in  the  following  amended  form: 

WHEREAS,  the  profession  finds  objection- 
able and  distasteful  any  regulation  or  require- 
ment that  a physician  sign  pledges  or  produce 
statements  that  he  will  abide  or  has  abided  by 
the  laws  in  providing  his  professional  seiwices, 
and 

WHEREAS,  such  requirement  or  regulation 
is,  of  itself,  an  act  of  discrimination  against  the 
profession  and  is  degrading,  and 

WHEREAS,  the  conduct  of  members  of  this 
Association  is  based  upon  the  Principles  of 
Medical  Ethics  to  which  all  members  of  this 
Association  willingly  and  freely  pledge  them- 
selves; 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  oppose 
the  inclusion  on  the  Nebraska  Department  of 
Public  Welfare  Practitioner  Services  Claim  and 
Statement,  DA-lOA,  Rev.  9-64,  to  wit:  “The 

undersigned  certifies  that  the  above  seiwices 
for  which  payment  is  claimed  were  rendered 


in  compliance  with  the  provisions  of  Title  VI  of 
the  Civil  Rights  Act  of  1964,”  and 

BE  IT  RESOLVED,  that  a study  of  said  form 
be  made  by  the  Policy  Committee  of  the  Ne- 
braska State  Medical  Association  with  a view 
toward  proposing  corrective  legislation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  Seconded  and 
carried. 

Your  Reference  Committee  recommends  against 
approval  of  Resolution  No.  13  of  the  Hall  County 
Medical  Society  which  reads: 

WHEREAS,  the  American  Medical  Associa- 
tion, through  its  leaders,  has  been  ineffective 
in  preventing  third-party  interference  in  the 
private  practice  of  medicine,  and 

WHEREAS,  the  American  Medical  Associa- 
tion is  now  proposing  an  increase  in  dues,  for 
reasons  not  clear,  and 

WHEREAS,  the  Nebraska  State  Medical  As- 
sociation is  one  of  only  13  state  Medical  as- 
sociations that  require  members  to  be  members 
also  of  the  American  Medical  Association; 
therefore, 

BE  IT  RESOLVED,  that  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Associa- 
tion vote  to  remove  the  requirement  that  mem- 
bers of  the  Nebraska  State  Medical  Association 
also  be  members  of  the  American  Medical  Asso- 
ciation. 

A number  of  members  of  the  Nebraska  State 
Medical  Association  appeared  before  the  Reference 
Committee  and  all  opposed  the  resolution. 

It  is  recognized  we  cannot  expect  our  professional 
societies  to  carry  on  their  activities  to  the  complete 
and  permanent  satisfaction  of  each  of  175,000  physi- 
cians. 

Only  by  ai'riving  at  a concensus  can  we  manage 
properly  the  myriad  of  problems  which  have  con- 
fronted, now  confront,  and  will  confront  us.  We 
can  arrive  at  such  concensus  only  through  the  media 
of  honorable  guild  associations  and  must  stoutly  and 
forthrightly  resist  any  action  arising  out  of  dis- 
satisfaction, misunderstanding  or  discouragement 
which  would  tend  to  emasculate  and  consign  to 
whimpering  ineffectiveness  our  professional  asso- 
ciations. 

We  must  together  bend  every  effort  to  the  pres- 
ervation of  the  growing,  vigorous  and  constructive 
lives  of  our  county  and  state  medical  associations 
and  of  the  American  Medical  Association  to  the  end 
of  a longer  and  healthier  existence  for  all. 

Mr.  SPEAKER,  I MOVE  THE  .ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  Seconded  and 
carried. 

REFERENCE  COMMITTEE  NO.  5 — Dr.  War- 
ren Bosley,  Chairman,  stated  that  the  report  of  this 
Reference  Committee  would  be  given  at  the  third 
session. 

The  following  requests  for  Life  Membership, 
which  had  been  approved  by  the  Board  of  Coun- 
cilors at  their  fii'st  session,  were  read  to  the  House: 
0.  D.  Johson,  M.D.,  — Kearney 
R.  S.  Johnston,  M.D.  — Kearney 
E.  A.  Watson,  M.D.  — Grand  Island 
W.  D.  McGrath,  M.D.  — Grand  Island 
J.  M.  Woodard,  M.D.,  — Aurora 
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J.  G.  Vetter,  M.D.  — Omaha 
W.  T.  Hughes,  M.D.  — Gretna 

It  was  moved  and  seconded  that  these  requests 
be  approved,  and  the  motion  earned. 

The  minutes  of  the  first  session  of  the  Board  of 
Councilors  were  read,  and  attention  was  called  to 
the  portion  of  these  minutes  relative  to  the  Pro- 
posal presented  to  the  Councilors,  asking  them  to 
assist  the  one  or  two  man  physician  staffed  hos- 
pitals in  the  state  to  meet  the  statutory  require- 
ment of  a utilization  review  plan  as  outlined  in  the 
Medicare  Law. 

It  was  moved  and  seconded  to  approve  the  min- 
utes of  the  Boaid  of  Councilors,  and  the  motion 
carried. 

Dr.  Harold  Morgan,  Medical  Consultant  for  the 
Medicare  Division  in  the  State  of  Nebraska,  was 
called  on  to  discuss  the  requirements  of  a utilization 
review  under  the  Medicare  Law. 

There  being  no  further  business,  the  House  was 
adjourned  until  Thursday  morning.  May  5,  1966. 

HOUSE  OF  DELEGATES 
Third  Session 

The  third  session  of  the  House  of  Delegates  was 
called  to  order  by  the  Speaker,  Dr.  Nutzman,  on 
May  5,  1966. 

A report  of  the  Credentials  Committee  showed 
that  46  membei’s  were  present,  and  the  House  was 
declared  in  session. 

The  minutes  of  the  second  session  were  approved 
as  read. 

Dr.  Nutzman  called  for  any  additional  report  of 
Reference  Committee  No.  1,  and  the  following  reso- 
lution was  read  by  Dr.  Cram: 

WHEREAS,  quality  medical  care  can  only  be 
assured  by  maintaining  the  fundamental  prin- 
ciples of  the  patient-physician  relationship  free 
from  the  influence  of  third  parties,  and 

WHEREAS,  this  tenet  is  embodied  in  the 
Principles  of  Medical  Ethics  of  the  American 
Medical  Association,  Section  VI,  which  reads, 
“A  physician  should  not  dispose  of  his  serv- 
ices under  terms  or  conditions  which  tend  to 
interfere  with  or  impair  the  quality  of  medi- 
cal care,”  and 

WHEREAS,  this  tenet  is  embodied  in  the 
principles  of  individual  responsibility  wherein 
the  physician  is  responsible  to  the  patient  for 
all  aspects  of  rendering  medical  care  to  the 
best  of  his  ability;  and  the  obtaining  and  provid- 
ing for  the  payment  of  medical  care  are  the 
primary  responsibilities  of  the  individual  citizen, 
and 

WHEREAS,  the  acceptance  of  benefits  from 
a fiscal  intermediary  has  posed  in  the  past,  and 
will  continue  to  pose,  a distinct  threat  to  this 
patient-physician  relationship  and  can  result 
in  deterioration  of  quality  medical  care,  and 
WHEREAS,  the  attending  physician’s  state- 
ment of  individual  responsibilities  is  reasonable 
and  adequate  for  reports  of  medical  services  to 
patients  for  reimbursements  and  seiwes  as  a 
“direct  billing,”  mechanism;  thus  eliminating 
third  party  interference  in  the  “Doctor-Patient” 
relationship;  now,  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of 


the  Nebraska  Medical  Association,  May  5,  1966, 
endorses  and  approves  the  ethics  and  the  prin- 
ciple of  Individual  Responsibility  in  the  distri- 
bution of  medical  services  by  physicians;  and 
be  it  further 

RESOLVED,  that  the  principle  responsibility 
is  well  sustained  by  an  adequate  statement  or 
report  by  the  attending  physician,  recognized 
as  an  ethical  means  for  use  by  those  physicians 
who  voluntarily  desire  and  decide  to  use  it;  and 
be  it  further 

RESOLVED,  that  all  members  of  the  Ne- 
braska Medical  Association  be  infoi-med  by  the 
Board  of  Councilors  of  the  Nebraska  Medical 
Association  of  this  action  with  supporting  in- 
formation in  order  that  physicians  may  volun- 
tarily preserve  an  ethical  patient-physician  rela- 
tionship; and  be  it  further 

RESOLVED,  that  the  House  of  Delegates  of 
the  Nebraska  Medical  Association  request  its 
delegates  to  the  American  Medical  Association 
to  introduce  and  support  this  resolution  at  the 
next  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

The  Speaker  called  for  a motion  from  the  floor 
to  reconsider  the  report  of  Reference  Committee  No. 

1.  The  motion  was  made  by  Dr.  Steffens  to  amend 
the  report  of  his  Reference  Committee,  and  that 
this  resolution  be  adopted  by  the  House.  This  was 
seconded  and  carried. 

Reports  of  the  remaining  Reference  Committees 
were  called  for,  and  the  following  were  presented: 

REFERENCE  COMMITTEE  NO.  2 — Dr.  J...W. 
Kelley,  Chairman.  Other  members  of  this  com- 
mittee were  Doctors  Dunlap  and  Olsson. 

Your  Reference  Committee  wishes  to  acknowledge 
the  work  of  the  Planning  Committee  and  its  re- 
port concerning  redistribution  of  delegates  to  the 
State  Medical  Association. 

We  recommend  the  second  plan  as  proposed  by 
the  Planning  Committee  be  rejected  as  unrealistic 
because  it  tends  to  eliminate  the  representation  of 
the  smaller  component  societies. 

We  further  recommend  the  reconsideration  of  plan 
number  one  as  proposed  by  the  Planning  Committee 
within  the  framework  of  the  following  guidelines: 

1.  The  definition  of  component  societies  should 
be  re-examined  after  due  consultation  with  the 
Board  of  Councilors. 

2.  We  recommend  that  delegates  shall  be  mem- 
bers of  and  elected  by  component  societies  or 
groups  of  societies  having  a combined  membership 
of  five  or  more.  Each  component  society  or  group 
of  societies  in  good  standing  having  five  or  more 
members  shall  be  entitled  to  send  to  the  House  of 
Delegates  each  year  one  delegate  for  the  first  five 
active  members  who  are  in  good  standing  on  De- 
cember 31  of  the  calendar  year  immediately  pre- 
ceding. The  society  or  group  of  societies  will  be 
entitled  to  a second  delegate  for  the  next  20  mem- 
bers or  major  fraction  (50%)  thereof  and  an  addi- 
tional delegate  for  each  additional  fifty  members  or 
fraction  thereof. 

3.  Each  delegate  shall  have  a regularly  elected 
alternate  who  shall  represent  his  component  so- 
ciety or  group  of  societies  in  the  event  that  the 
delegate  is  unable  to  attend  part  or  all  of  the 
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sessions  of  the  House  of  Delegates  or  for  any 
reason  is  unable  to  qualify  for  such  sei'\'ice. 

4.  A delegate  or  an  alternate  representing  a com- 
ponent society  or  group  of  societies  shall  have  re- 
sided and  practiced  in  Nebraska  and  shall  have  been 
an  active  member  of  his  component  society  for  at 
least  two  years  immediately  preceding  his  election. 
Immediately  following  such  election,  the  secretaiy 
of  the  component  society  or  group  of  societies  shall 
certify  the  elected  delegates  and  alternates  to  the 
secretary-treasurer  of  the  State  Medical  Association. 

5.  Delegates  of  the  component  society  or  group 
of  societies  and  their  alternates  shall  be  elected  for 
a term  of  two  years  so  rotated  that  one  half,  as 
nearly  as  possible,  shall  be  elected  each  year. 

6.  Each  delegate  shall  be  entitled  to  one  vote. 
He  shall  represent  the  component  society  or  group 
of  societies  through  which  his  active  membership 
oi’iginated.  Representation  in  the  House  of  Dele- 
gates shall  not  be  accorded  to  a component  society 
or  group  of  societies  whose  delegate  or  alternate  is 
absent. 

We  further  recommend  that  this  entire  matter 
be  referred  back  to  the  Planning  Committee  for 
consideration  and  action  and  that  this  committee 
be  instructed  to  report  again  to  the  House  of  Dele- 
gates at  their  next  regularly  scheduled  Mid-Winter 
Meeting. 

MR.  SPEAKER,  I MO\"E  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  2 AS  A WHOLE.  This  was  seconded  and 
approved. 

REFERENCE  COMMITTEE  NO.  5 — Dr.  War- 
ren Bosley,  Cnairman.  Other  members  of  this  Refer- 
ence Committee  were  Doctors  Peetz  and  Steenburg. 

Your  Reference  Committee  has  studied  the  follow- 
ing Resolution  No.  5 from  the  Lancaster  County 
Medical  Society: 

WHEREAS,  the  three  accredited  hospitals  in 
Lincoln,  Nebraska  maintain  fully  approved 
Schools  of  Medical  Technology  and  have  had 
these  Schools  approved  by  the  Board  of  Registiy 
of  the  American  Society  of  Clinical  Pathologists 
and  the  Council  on  Medical  Education  in  Hos- 
pitals of  the  American  Medical  Association,  and 
WHEREAS,  all  colleges  and  universities  in 
Nebraska  with  the  exception  of  the  University 
of  Nebraska  grant  30  hours  of  credit  for  the 
time  spent  in  the  twelve  months  course  in  these 
approved  Schools  of  Medical  Technology,  and 
WHEREAS,  the  School  in  Omaha  now  has 
reached  its  capacity  of  admissions  which  re- 
sults in  a number  of  pre-technology  students  not 
being  able  to  obtain  their  final  year  and  there- 
fore, their  30  hours  of  credit  for  a degree  pro- 
gram at  the  University  of  Nebraska,  and 
WHEREAS,  it  is  a trend  over  the  entire 
United  States  to  have  colleges  whether  or  not 
they  maintain  a School  of  Medical  Technology 
of  their  own,  grant  credit  hours  for  the  year 
spent  in  any  approved  School  of  Technology, 
now  therefore  be  it 

RESOLVED,  that  the  Board  of  Trustees  of 
the  Lancaster  County  Medical  Society  approve 
in  principle  the  re-evaluation  of  this  situation 
and  the  reconsideration  of  this  matter  by  the 
Chancellor  of  the  University  and  the  Board 


of  Regents  with  the  hope  that  such  reconsidera- 
tion will  lead  to  correction  of  this  situation  and 
be  it  further 

RESOL\'ED,  that  a copy  of  this  Resolution 
be  made  available  to  the  Chancellor  and  the 
Board  of  Regents  at  such  time  as  the  patholo- 
gists Directors  of  the  Schools  of  Medical  Tech- 
nology shall  find  it  helpful  in  presenting  this 
matter  to  the  University  authorities. 

The  Reference  Committee  suggests  that  this  mat- 
ter is  not  one  for  consideration  by  the  House  of 
Delegates  at  this  time  and  urges  that  the  pathologist 
Directors  of  the  Schools  of  Medical  Technology  and 
the  College  of  Medicine  of  the  University  of  Ne- 
braska enter  into  further  discussions  in  an  attempt 
to  resolve  this  problem.  Because  of  the  obvious 
interest  of  the  Nebraska  State  Medical  Association 
in  anj-thing  that  affects  the  College  of  Medicine  and 
the  education  of  all  medical  and  para-medical  people, 
the  Reference  Committee  asks,  and  in  fact,  urges, 
that  the  results  of  these  discussions  be  reported  to 
the  House  of  Delegates  at  its  next  session  in  Febru- 
ary, 1967. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded; however,  discussion  followed  relative  giving 
this  matter  to  a committee.  Dr.  Landgraf  moved 
that  the  report  be  amended  to  include  the  statement 
that  this  matter  be  referred  to  the  Medical  Educa- 
tion Committee,  and  that  they  report  back  to  the 
House  at  the  Mid- Winter  Meeting  in  1967.  This  was 
seconded  and  canded. 

Your  Reference  Committee  recommends  the  ap- 
proval of  Resolution  No.  14  from  the  Cheyenne- 
Kimball-Deuel  Medical  Society,  with  the  exception  of 
part  (3),  paragraph  3,  as  follows:  “More  specifically 
by  the  establishment  of  fonvard  looking,  active,  and 
energetic  public  relations  efforts  fully  endowed  by 
our  moral  support  and  by  special  assessment  of  at 
least  $5.00  per  member  per  year  for  this  purpose.” 
The  committee  suggests  that  this  be  referred  to  the 
Board  of  Trustees,  and  further  suggests  that  there 
are  other  areas  of  effort  under  consideration  by 
this  House,  that  may  require  a special  assessment, 
and  which  may  enhance  the  public  relations  of  the 
physicians  of  Nebraska.  The  Resolution  No.  14 
would  read  as  follows: 

WHEREAS:  It  is  our  feeling  that  the  image 
of  medical  practice  suffers  from  lack  of  under- 
standing by  the  public  of  our  ideals,  objectives 
and  services;  and 

WHEREAS:  The  medical  profession  is  under 
attack  by  numerous  forces  which  attempt  to  dis- 
credit the  American  medical  profession; 

BE  IT  THEREFORE  RESOLVED:  That  we, 
the  members  of  Cheyenne-Kimball-Deuel  Medi- 
cal Society,  do  enjoin  the  membership  of  the  Ne- 
braska State  Medical  Association  to  further  the 
good  image  of  physicians  in  the  public  eye  by: 

1.  Conscientious  performances  of  our  medical 
duties. 

2.  Voluntary  discussion  with  patients  of  all 
problems  concerning  medicine  at  large. 

MR.  SPEAKER,  I MO\^  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  carried. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
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THE  KEPORT  OF  REFERENCE  COMMITTEE  NO. 
5,  AS  AMENDED,  AS  A WHOLE.  This  was  sec- 
onded and  carried. 

REFERENCE  COMMITTEE  NO.  4 — SUPPLE- 
MENTARY REPORT  — Dr.  Landgraf,  Chairman. 

Your  Reference  Committee  considered  further  the 
matter  of  the  amount  of  the  Nebraska  State  Medical 
Association’s  contribution  to  the  Centennial  Health 
Fair. 

After  considerable  discussion  among  the  Refer- 
ence Committee,  the  Board  of  Trustees,  Doctor  Keith 
Sehnert  and  Mr.  Leonard  Peterson,  the  Board  of 
Trustees  advised  that  $6,000  should  be  made  avail- 
able to  the  Permanent  Centennial  Health  Fair  Com- 
mittee out  of  the  funds  of  the  Nebraska  State  Medi- 
cal Association. 

Your  Reference  Committee  moves  that  $6,000  be 
made  available  to  the  Permanent  Centennial  Health 
Fair  Committee  out  of  the  funds  of  the  Nebraska 
State  Medical  Association. 

It  was  moved  and  seconded  to  accept  the  Sup- 
plementary Report  of  Reference  Committee  No.  4. 
The  motion  carried. 

The  minutes  of  the  second  session  of  the  Board 
of  Councilors  were  read  by  Dr.  Nutzman.  The  last 
portion  of  these  minutes  regarding  the  payment 
for  physicians  services  in  the  state  and  county  in- 
stitutions was  discussed  by  the  House.  It  wa  moved 
and  seconded  that  this  matter  be  referred  to  the 
Policy  Committee,  and  the  motion  carried. 

Dr.  Nutzman  asked  for  a report  of  the  Board 
of  Trustees,  who  held  their  meeting  on  Wednesday, 
May  4,  1966.  Dr.  C.  N.  Sorensen,  Chairman,  stated 
that  the  Board  of  Trustees  is  recommending  that 
dues  in  the  Nebraska  State  Medical  Association  be 
increased  $15.00  per  member  per  year,  effective 
January,  1967.  He  stated  that  the  Association  was 
realizing  an  increase  in  standard  operational  costs, 
and  that  this  dues  increase  will  help  meet  commit- 
ments such  as  (1)  Association  paying  for  in-state 
travel  and  lodging  for  President  and  President-Elect 
while  on  official  association  business;  (2)  Centen- 
nial Health  Fair;  and  (3)  employees  retirement  plan. 

It  was  moved  by  Dr.  Landgraf  that  the  report 
and  recommendations  of  the  Board  of  Trustees  be 
approved,  and  this  was  seconded  and  carried. 

The  Speaker  then  called  for  the  report  of  the  Nom- 
inating Committee,  and  Dr.  George  McMurtrey, 
Chairman,  presented  the  following  report: 

Your  Nominating  Committee,  consisting  of  twelve 
members,  one  from  each  Councilor  District,  has  met 
in  three  separate  sessions,  as  prescribed  by  the 
Constitution,  including  twice  on  Tuesday,  May  3rd 
and  one  on  Wednesday,  May  4th. 

At  the  first  session,  a caucus  was  held  and  Dr. 
G.  B.  McMurtrey  was  elected  Chairman. 

Prior  to  reading  of  those  names  which  we  are 
about  to  put  in  nomination,  the  Nominating  Commit- 
tee wishes  to  make  the  following  recommendations 
to  the  House  of  Delegates: 

1.  That  in  order  to  more  intelligently  consider 
nominations  for  the  Board  of  Directors  of  Nebraska 
Medical  Service,  complete  information  regarding 
length  of  service,  specialty  interests,  and  other  per- 
tinent factors  be  available  to  the  Nominating  Com- 
mittee, both  for  those  w'hose  terms  are  expiring,  and 
those  who  are  not. 


2.  That  the  Constitution  and  By-Laws  Commit- 
tee study  and  possibly  change  the  line  of  succession 
to  the  Presidency  of  the  Nebraska  State  Medical 
Association  in  such  a way  that  the  office  of  the 
Vice  Presidency  be  up-graded,  perhaps  being  direct- 
ly in  the  line  of  succession  and  also  that  if  such 
changes  are  made,  he  be  an  ex-officio  member  of 
the  Policy  Committee. 

With  these  suggestions,  we  now'  place  the  fol- 
lowing names  in  nomination  for  the  offices  as  indi- 
cated : 

President-Elect  — Dr.  Robert  J.  Morgan,  Alli- 
ance 

Vice  President  — Dr.  Clinton  Dorw'art,  Sidney 
Councilors: 

1st  District — Dr.  Lew'oy  W.  Lee,  Omaha 

2nd  District  — Dr.  John  T.  McGreer,  Jr.,  Lin- 
coln 

3rd  District  — Dr.  Wm.  Glenn,  Falls  City 

4th  District  — Dr.  J .T.  Keow'n,  Pender 
Delegate  to  A.M.A.  — Dr.  John  R.  Schenken, 

Omaha 

Alternate  Delegate  to  A.M.A.  — Dr.  Harold  S. 

Morgan,  Lincoln 

Board  of  Directors,  Nebraska  Medical  Service — 

1.  Dr.  Warren  Bosley,  Grand  Island 

2.  Dr.  Leo  Heywood,  Omaha 

3.  Dr.  John  T.  McGreer,  Jr.,  Lincoln 

4.  Dr.  J.  J.  O’Neill,  Omaha 

5.  Dr.  R.  F.  Sievers,  Blair 

6.  Dr.  R.  Therien,  Omaha 

Delegate  to  North  Central  Conference  — Dr. 

Paul  J.  Maxwell,  Lincoln 

It  was  moved  and  seconded  that  the  nominations 
be  closed  and  that  the  slate  of  officers  presented 
by  the  Nominating  Committee  be  accepted.  The 
motion  carried. 

It  was  moved  that  the  recommendations  of  the 
Nominating  Committee  be  referred  to  the  Policy 
Committee  for  study  and  referral  to  the  Constitution 
and  By-Law's  Committee.  This  was  seconded  and 
carried. 

The  Speaker  asked  Dr.  Wright  and  Dr.  Nye  to  pre- 
sent the  newly  elected  officers  to  the  House  of  Dele- 
gates. 

Dr.  Nutzman  read  the  following  letter  from  Dr. 
H.  O.  Paulson,  President  of  the  Nebraska  Academy 
of  Ophthalmology  and  Otolai'yngology,  to  the  House 
of  Delegates: 

“The  Nebraska  Academy  of  Ophthalmology 
and  Otolaryngology  in  its  meeting  on  May  2, 
1966,  has  passed  the  following  resolution  to 
be  extended  for  your  consideration. 

“We  desire  and  recommend  that  the  1965 
Relative  Fee  Value  Schedule  be  adopted  in  the 
negotiation  with  all  agencies  concerned  in  the 
receiving  of  medical  services  and  that  the  same 
unit  value  be  established  for  all  such  agencies.” 

Dr.  Nutzman  asked  that  this  letter  be  referred 
to  the  Policy  Committee  for  their  information,  and 
this  w'as  approved  by  the  House. 

Dr.  McMurtrey  w'as  granted  permission  of  the 
floor  and  extended  an  invitation  to  the  Nebraska 
State  Medical  Association  to  hold  the  1967  Annual 
Session  in  Omaha,  Nebraska.  It  was  moved  and 
seconded  to  accept  this  invitation  and  the  motion 
carried. 
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The  Speaker  called  for  approval  of  the  proper 
letters  of  appreciation  to  the  Hotel  Comhusker,  the 
Lincoln  Chamber  of  Commerce  and  the  Lancaster 
County  Medical  Society. 

Dr.  Burney  was  granted  pel-mission  of  the  floor 
and  moved  that  the  Nebraska  State  Medical  Asso- 
ciation House  of  Delegates  reiterate  their  feelings 
on  Medicare.  This  was  seconded  and  can-ied. 

There  being  no  further  business,  the  House  was 
adjourned. 


Each  year,  at  the  time  of  the  Annual  Meet- 
ing, the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  surveys  its  works 
for  the  past  year,  reviews  its  objects  and 
aims  in  order  to  assure  ourselves  that  we 
aren’t  “just  another  Woman’s  Club.’’  The 
following  is  an  evaluation  of  our  accomplish- 
ments for  the  year  1965-1966. 


came  through  with  flying  colors!  The  cri- 
terion of  any  successful  organization  is  to 
have  the  full  cooperation  of  everyone,  and 
this  I most  surely  did  have. 

Looking  back  over  the  year,  I know  that 
serving  as  the  president  of  the  Woman’s  Aux- 
iliary to  the  Nebraska  State  Medical  Asso- 
ciation has  been  one  of  the  most  rewarding 
and  gratifying  experiences  of  my  life. 

My  sincere  thanks  go  to  Mrs.  Jon  Williams 
and  her  Convention  Committee  (Lancaster 
County  Auxiliary)  who  worked  long  and 
hard  — well  beyond  the  “Call  of  Duty”  — 
to  make  the  1966  Annual  Meeting  one  of  the 
best  we  have  ever  had ! 

Special  thanks  go  to  Dr.  Frank  Cole  for 
his  kindness,  graciousness  and  his  help.  He 
has  been  most  kind  in  publishing  our  Aux- 
iliary news  in  the  Nebraska  State  Medical 
Journal. 


1.  Our  membership  totals  864,  the  larg- 
est paid  membership  our  organization 
has  ever  had.  This  includes  78  mem- 
bers-at-large,  an  all-time  high. 

2.  Our  County  Auxiliaries  number  17, 
another  “first.”  Seventh  Councilor 
District  Auxiliary  was  organized 
March  11,  1966. 

3.  Our  contributions  to  AMA-ERF  gave 
us  another  “first”  because  the  total 
for  the  year  passed  the  $3300  mark, 
an  increase  of  $1100  over  all  previous 
years. 

4.  All  17  Component  Auxiliaries  were 
visited,  a total  of  4100  miles  of  travel 
by  the  president  and  president-elect. 

At  the  Post-Convention  Executive  Board 
Meeting  one  short  year  ago,  I told  the  mem- 
bers that  in  order  to  accomplish  the  work 
expected  of  our  Auxiliary  it  would  take  the 
combined  efforts  of  all  of  us,  and  not  just 
the  work  of  one  individual.  I told  them  that 
without  their  help  and  cooperation  their 
president  would  be  completely  ineffectual  in 
administrating  to  the  needs  of  the  State  Aux- 
iliary, that  we  must  all  work  together  if 
we  were  to  make  our  year  a successful  one. 

Well  — never  underestimate  the  power 
and  determination  of  a woman  — they  all 


My  sincere  thanks  to  Mr.  Neff,  Mr.  Schell- 
peper  and  the  entire  staff  at  the  State  Asso- 
ciation office. 

I wish  to  thank  each  and  everyone  who 
helped  to  make  my  teirni  of  office  such  a satis- 
fying one.  God  bless  you  all  — you  were 
wonderful ! 

Sincerely, 

Mrs.  J.  Whitney  Kelley, 
Immediate  Past  President. 

Our  Medical  Schools 

Omaha  — The  department  of  obstetrics 
and  gynecolog}'  at  the  University  of  Nebras- 
ka College  of  Medicine  will  gain  a new  fac- 
ulty member  in  September.  Kenneth  L. 
Barker,  who  received  his  Ph.D.  in  enzyme 
biochemistry  from  Ohio  State  University  two 
years  ago,  is  coming  to  Nebraska  from  the 
University  of  Kansas.  He  will  serve  as  a 
research  instructor. 

Omaha  — Dr.  Warren  H.  Pearse  has  re- 
ceived a five-year  continuation  grant,  of 
$244,605,  from  the  United  States  Public 
Health  Seiwice.  The  grant  supports  the 
graduate  training  program  in  reproductive 
biology,  department  of  obstetrics  and  gyne- 
cologj’  at  the  University  of  Nebraska  College 
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of  Medicine.  Dr.  Pearse,  assistant  professor 
and  chairman  of  the  department  of  obstetrics 
and  gynecology  and  director  of  the  training- 
program,  said  that  the  first  year’s  support 
is  $47,381.  The  grant  runs  from  July  1, 
1966  to  June  30,  1971. 

Creighton — 

Dr.  Richard  L.  Egan,  Dean  of  the  Creigh- 
ton University  School  of  Medicine,  was  one 
of  four  medical  school  deans  from  outside 
Michigan  to  present  testimony  concerning 
the  operation  of  the  five  existing  schools  of 
osteopathic  medicine.  Testimony  was  pre- 
sented before  the  Committee  on  Ways  and 
Means  of  the  House  of  Representatives  of 
the  State  of  Michigan.  It  related  to  a legis- 
lative bill  which  would  provide  an  Authority 
within  the  state  of  Michigan  to  operate  an 
osteopathic  school  of  medicine.  The  four 
testifying  deans  were  qualified  by  the  Michi- 
gan State  Medical  Society  to  appear  before 
the  committee.  Dr.  Egan,  who  visited  the 
nation’s  five  schools  of  osteopathy  as  a con- 
sultant to  the  Nebraska  State  Board  of  Med- 
ical Examiners,  testified  concerning  the  op- 
eration of  those  schools.  He  stated  that  at 
the  time  of  his  visits  to  the  schools,  their 
budgetary  limitations  made  it  impossible 
for  them  to  attract  faculty  comparable  in 
size  to  those  in  approved  four-year  schools 
of  medicine. 

The  Creighton  medical  dean  pointed  out 
that  these  limited  faculties,  with  relatively 
great  responsibilities  for  teaching  under- 
graduate students,  could  conduct  only  limited 
programs  for  training  residents  and  were 
without  facilities  for  graduate  education  in 
the  basic  medical  sciences. 

Dr.  Egan  further  noted  that  research  ac- 
tivity in  the  schools  of  osteopathic  medicine 
was  very  limited. 

U.  of  N.— 

The  University  of  Nebraska  College  of 
Medicine  recently  announced  a new  scholar- 
ship program  to  assist  young  men  and  women 
with  ability  but  without  ample  resources  to 
attend  medical  school.  The  New  York  Life 
Insurance  Company  established  and  will  fi- 
nance the  scholarships  at  the  College  of  Med- 
icine and  at  10  other  medical  schools  in  the 


nation.  Starting  this  fall,  one  scholarship 
each  year  will  be  available  to  a member  of 
the  entering  freshman  medical  class.  The 

amount  of  the  scholarship  is  intended  to 
cover  tuition,  room,  board,  fees,  books  and 
equipment.  Each  scholarship  is  renewable 
each  succeeding  year,  depending  upon  the  re- 
cipient’s continuing  satisfactory  perform- 
ance in  medical  school.  A recipient  should 
rank  in  the  upper  half  of  his  class  to  keep 
Scholarship.  The  University  will  select  the 
recipient  each  year.  Any  citizen  of  the 
United  States  or  Canada  is  eligible,  and  the 
scholarship  will  be  granted  without  regard 
to  race,  creed,  color,  national  origin,  sex  or 
age. 

Creighton — 

There’s  one  group  of  students  who  don’t 
mind  being  left  holding  the  bag  as  Com- 
mencement Day  draws  near.  They  are  the  73 
seniors  of  the  Creighton  University  School 
of  Medicine. 

The  medical  seniors  experienced  one  of  the 
big  moments  in  a young  doctor’s  life  when 
they  received  the  little  black  bag,  emblematic 
of  the  medical  profession,  during  a class 
meeting  at  Creighton  Memorial  St.  Joseph’s 
Hospital. 

The  doctors’  bags  with  names  stamped  on 
them  in  gold  leaf,  were  given  thi-ough  the 
courtesy  of  the  Eli  Lilly  Company. 


(From  the  left)  — Some  of  the  73  seniors 
“holding  the  bag”  which  marks  them  in  their 
new  profession  . . . Ray  Sullivan  of  Lowell, 
Mass.,  Peter  Gabriel  of  Uniontown,  N.J.,  Gene- 
vieve Donlon  of  Oxnard,  Calif.,  and  George 
Ritchie  of  Staten  Island,  N.Y. 


July,  1966 


307 


r.  of  X.— 

Omaha  — Three  papers  by  two  University 
of  Nebraska  College  of  Medicine  faculty 
members  and  a medical  student  were  present- 
ed at  the  17th  annual  meeting  of  the  Tissue 
Culture  Association  meeting  in  San  Francisco, 
Calif.  “The  Combined  Effects  of  Human 
Growth  Hormone  and  Insulin  on  Strain  L 
Cells”  will  be  presented  by  Dr.  John  Foley. 
Co-author  of  the  paper  is  Richard  Maca,  jun- 
ior medical  student.  Mr.  Maca  will  present 
“Beta  Lipoprotein  Induced  Lipid  Accumula- 
tion in  Mouse  Fibroblasts.”  Dr.  Foley  is  the 
co-author.  Dr.  James  D.  Eisen  will  present 
“In  vitro  Effects  of  Amphotericin  B on 
Human  Chromosomes”  before  the  meeting. 
i\Irs.  Helen  Reihart  is  the  paper’s  co-author. 

Dr.  Latta  Honored — 

Omaha  — Dr.  John  S.  Latta,  the  “Mr. 
Chips”  of  the  University  of  Nebraska  Col- 
lege of  Medicine  received  the  Distinguished 
Service  to  Medicine  Award  at  the  medical 
college’s  commencement  Sunday,  June  5. 

Dr.  Latta,  69,  retired  July  1 after  45  years 
of  full-time  teaching  in  the  department  of 
anatomy. 

During  his  career  at  the  college  he  taught 
histology  and  embryology  to  some  three 
thousand  medical  students,  most  of  whom 
today  he  can  recognize  bj'  name  when  they 
wander  by. 

He  was  known  by  most  students  as  a strict 
professor,  but  also  a wise  and  concerned 
teacher. 

He  was  chairman  of  the  department  of 
anatomy  from  1941  to  1961.  Since  then  he 
has  taught  part-time,  advised  graduate  stu- 
dents and  conducted  research  at  the  Eppley 
Cancer  Institute.  He  will  continue  his  ad- 
visory and  research  work  at  the  college  after 
his  retirement. 

Dr.  Latta  came  to  the  College  of  Medicine 
from  Cornell  University  in  1921,  with  a doc- 
torate degree  in  histology  and  embryology’. 
He  began  as  an  assistant  professor  and  was 
made  a full  professor  in  1928. 

He  was  born  in  North  Tonawanda,  N.Y., 
and  received  his  Bachelor  of  Arts  degree 
from  IMiami  University  of  Ohio.  He  served 


in  the  aerial  photographic  section  of  the  Air 
Service  during  World  War  I. 

Dr.  Latta’s  special  area  of  interest  has 
been  ultrastructural  research  in  electron  mi- 
croscopy. He  has  published  extensively  in 
his  professional  field. 

Dr.  and  IMrs.  Latta  have  a daughter,  Mrs. 
Eugene  Triplett  of  Louisville,  Ky.,  and  a son. 
Dr.  C.  Rex  Latta,  an  Omaha  ophthalmologist. 
They  have  eight  grandchildren. 

Dr.  Latta  was  cited  for  his  Distinguished 
Service  to  Medicine  during  the  1966  com- 
mencement in  the  Music  Hall  of  the  Omaha 
Civic  Auditorium.  Ane  hundred  and  forty- 
five  degrees  were  conferred  at  the  graduation 
of  the  College  of  Medicine  and  School  of 
Nursing. 

r.  of  X.— 

Dr.  John  C.  Filkins  is  the  new  Medical 
Director  of  the  Nebraska  Lions  - Vincent  C. 
Hascall  Memorial  Eye  Bank.  Mrs.  Kathleen 
Bliese,  a junior  medical  student,  has  been 
awarded  a $300  tuition  grant  by  the  Stratton 
Trust  Fund,  of  California.  Research  and 
training  grants  totaling  $108,945.38  were  re- 
cently awarded  to  faculty  members,  includ- 
ing Drs.  Robert  A.  Stratbucker,  Robert  J. 
Ellingson,  George  R.  Dubes,  Gordon  E.  Gibbs, 
Perry  G.  Rigby,  Richard  Meile,  Wayne  L. 
Ryan,  and  Cecil  L.  Wittson. 


All  About  Us 

Doctor  and  Mrs.  C.  M.  Coe,  Wakefield, 
recently  attended  the  Southwestern  Surgical 
Conference  in  Las  Vegas. 

Doctor  James  Maly,  Fullerton,  presented 
an  illustrated  talk  at  a Tribe  of  Yessir  lunch- 
eon held  in  Omaha. 

Doctor  Gordon  E.  Gibbs,  Omaha,  has  been 
elected  President  of  the  National  Cystic  Fi- 
brosis Club. 

Doctor  Robert  L.  Grissom,  Omaha,  has 
been  named  one  of  three  persons  to  be 
awarded  the  Millikin  University  Award  of 
Merit. 
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Doctor  Loyd  Wagner,  Hastings,  is  plan- 
ning to  move  to  Sioux  Falls,  South  Dakota. 

Doctor  Claude  T.  Mason,  Superior,  is  mov- 
ing to  Kansas,  where  he  will  be  a member 
of  the  medical  staff  of  Kansas  State  Univer- 
sity. 

Doctor  John  C.  Filkins,  Omaha,  is  the 
new  Medical  Director  of  the  Nebraska  Lions- 
Vincent  C.  Hascall  Memorial  Eye  Bank. 

Doctor  Robert  S.  Long,  Omaha,  has  been 
re-elected  to  the  Board  of  Trustees  of  the 
American  Society  of  Internal  Medicine. 

Doctor  George  B.  McMurtrey,  Omaha,  has 
been  re-elected  President  of  the  University 
of  Nebraska  College  of  Medicine  Alumni  As- 
sociation. 

Doctor  Vernon  G.  Ward,  Kearney,  was 
elected  President  of  the  Nebraska  Rheuma- 
tism Association  at  the  groups  annual  meet- 
ing. 

Doctor  Thomas  G.  Skillman,  Omaha,  has 
become  President  of  the  Nebraska  Diabetes 
Association.  Doctor  R.  C.  Rosenlof,  Kear- 
ney, was  named  President-elect. 


Know  Your 
Blue  Shield  Plan 


Workshops  Huge  Success — 

The  14  Workshop  Meetings  held  through- 
out the  State  of  Nebraska  for  Physicians’  Of- 
fice Personnel  during  March  and  April  were 
the  best  attended  since  their  inception  16 
years  ago. 

Seven  hundred  twenty  - six  doctors’  as- 
sistants discussed  report  forms,  coverages, 
special  programs,  such  as  Federal  Employees, 
Service  Men’s  Dependents  Benefits,  and 
large  group  contracts,  such  as  Northwestern 
Bell  and  Western  Electric,  with  Plan  person- 
nel. The  Guide  to  Blue  Shield  Coverage  for 
Doctors’  Assistants  was  reviewed  in  detail, 
and  Service  Benefits  furnished  by  Partici- 
pating Physicians  was  thoroughly  explained 
so  that  doctors’  personnel  may  be  better  in- 


formed why  their  doctor,  as  a Participating 
Physician,  provides  these  Service  Benefits. 
Identification  Cards  and  Coordination  of 
Benefits  clauses  were  also  reviewed. 


THE  MONTH  IN  WASHINGTON 

Washington,  D.C.  — Administration  offi- 
cials say  that  the  doctor-patient  relationship 
should  not  be  impaired  under  medicare. 

Dr.  Philip  R.  Lee,  assistant  secretary  of 
health,  education  and  welfare  for  health  and 
scientific  affairs,  said  in  an  interview  that 
federal  officials,  in  drafting  medicare  regula- 
tions, had  been  doing  their  utmost  to  insure 
that  the  traditional  doctor-patient  relation- 
ship is  preserved. 

“The  guidelines  for  the  medicare  progi’am 
were  developed  with  the  close  cooperation  of 
so  many  physicians  and  other  people  in  the 
health  care  field  that  this  will  provide  the 
best  assurance  for  the  physicians,  for  the 
government,  for  Congress  and  for  the  public 
that  the  implementation  of  medicare  will  not 
alter  the  fundamental  and  vital  personal  re- 
lationship between  the  doctor  and  the  pa- 
tient,” Lee  said. 

“This  was  clearly  the  intent  of  Congi’ess.” 

Lee  termed  the  cooperation  of  physicians 
and  hospital  officials  in  developing  medicare 
guidelines  as  “extraordinary.”  He  said  he 
personally  expects  the  doctor-patient  rela- 
tionship to  improve  under  medicare  because 
removal  to  a large  extent  of  the  financing 
problem  will  give  a physician  more  leeway  in 
ordering  laboratory  tests  and  sending  a pa- 
tient to  a hospital. 

“Our  most  important  concern  in  imple- 
menting the  medicare  i^rogram  is  education,” 
Lee  said.  “The  education  extends  to  the 
doctor,  the  patient  and  administrators  of  the 
program.” 

Lee’s  office  published  a brochure  for  pa- 
tients and  another  for  doctors  explaining 
what  the  medical  insurance  program  does 
and  doesn’t  do. 

The  Social  Security  Administration  said 
that  nine  out  of  ten  of  those  65  and  over 
had  enrolled  in  Plan  B of  medicare  by  the 
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second  signup  deadline  of  midnight,  May 
31.  The  original  deadline  was  extended  for 
two  months  in  an  effort  to  get  a reply  from 
as  many  as  possible  of  the  19.1  million  aged 
persons  eligible.  More  than  400,000  signed 
up  during  the  two  months,  bringing  the  total 
to  about  17.2  million.  About  one  million 
said  they  didn’t  want  Plan  B coverage.  Those 
who  did  not  sign  up  this  time  will  not  have 
another  opportunity  until  Oct.  1,  1967,  and 
they  then  will  have  to  pay  at  least  10  per 
cent  higher  premiums. 

President  Johnson  invited  about  200  physi- 
cians and  hospital  administrators  to  a White 
House  meeting  on  June  15  “to  examine  prob- 
lems that  may  arise  and  to  discuss  coopera- 
tive arrangements  so  that  the  (medicai'e) 
program  will  get  off  to  a good  start.” 

In  addition  to  Johnson,  speakers  at  the 
meeting  included  HEW  Secretary  John  W. 
Gardner;  HEW  Undersecretary  Wilbur  J. 
Cohen ; Lee ; Surgeon  General  William  H. 
Stewart;  Social  Security  Commissioner  Rob- 
ert M.  Ball,  and  Arthur  E.  Hess,  director  of 
medicare. 

Social  Security  headquarters  at  Baltimore 
set  up  an  around-the-clock  medicare  informa- 
tion service  to  help  its  district  offices  in 
responding  to  queries  from,  beneficiaries, 
physicians,  hospital  administrators  and 
others. 

The  Defense  Department  has  slashed  by 
almost  one-third  — from  2,496  to  1,713  — 
its  special  draft  call  for  physicians  to  be  de- 
livered to  the  armed  forces  this  summer. 

Under  the  revised  doctor  draft  call,  the 
Army  will  take  958,  the  Navy  4'05  and  the 
Air  Force  350. 

The  Pentagon  said  casualties  in  Southeast 
Asia  had  been  fewer  than  expected  and  the 
number  of  volunteer  physicians  had  exceeded 
estimates.  In  reducing  the  call  by  783,  the 
Defense  Department  pointed  out  it  had  or- 
iginally issued  its  request  to  Selective  Serv- 
ice last  February.  At  that  time  it  used  best 
estimates  available  on  the  number  of  addi- 
tional physicians  who  would  be  needed  for 
the  buildup  of  the  armed  forces  in  connection 
with  the  Viet  Nam  war. 


The  federal  government  will  conduct  a na- 
tionwide survey  to  determine  factors  that 
lead  people,  particularly  older  persons,  to 
fall  for  fakes  and  swindles  in  the  health  field. 

Seven  agencies  of  the  government  are  join- 
ing in  the  study  which  was  recommended  by 
the  Senate  Special  Committee  on  Aging  Sub- 
committee on  Frauds  and  Misrepresentations 
Affecting  the  Elderly.  The  study  will  in- 
clude various  age  groups  beginning  with  teen- 
agers, but  it  will  focus  on  the  elderly. 

At  hearings  of  the  subcommittee,  it  was 
estimated  that  a billion  dollars  is  wasted 
each  year  on  misrepresented,  unnecessary,  or 
worthless  health  products  and  services  with 
a large  share  of  such  spending  by  older  per- 
sons, especially  those  suffering  from  chronic 
and  incurable  diseases. 

There  is  general  agreement  among  the  gov- 
ernment agencies  involved  that  this  waste  of 
money  may  be  greatly  reduced  if  more  knowl- 
edge is  available  about  why  people  become 
victims  of  medical  quackery. 

The  Food  and  Drug  Administration  is  co- 
ordinating the  study.  Joining  with  FDA  in 
the  survey  project  are  the  Administration  on 
Aging;  National  Institute  of  Child  Health 
and  Human  Development;  National  Institute 
of  Mental  Health;  and  Vocational  Rehabili- 
tation Administration  — all  within  the  De- 
partment of  Health,  Education,  and  Welfare ; 
the  Agricultural  Research  Service  of  the  U.S. 
Department  of  Agriculture,  and  the  Veterans 
Administration.  A number  of  voluntary 
health  agencies,  the  American  Medical  As- 
sociation and  the  National  Better  Business 
Bureau  helped  in  planning  the  study. 

The  study  will  seek  to  determine  the  influ- 
ence of  such  factors  as  family  and  educational 
background,  folk  medicine  customs,  and 
health  experiences  on  consumer  attitudes  to- 
ward health  products,  services,  and  infor- 
mation. It  will  examine  the  extent  to  which 
such  factors  make  some  individuals  prone  to 
accept  false  and  misleading  promotions  for 
health  products  and  services,  or  resistant  to 
sound  medical  and  health  information. 
Armed  with  such  knowledge,  the  agencies 
hope  to  be  able  to  devise  more  effective  edu- 
cational and  other  programs  to  protect  the 
public  against  health  frauds  and  quackery. 
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HEW  Secretary  John  W.  Gardner  plans  to 
reorganize  the  Public  Health  Service  to  give 
the  Surgeon  General  more  control  over  eight 
new  divisions  which  would  replace  the  pres- 
ent eight. 

One  of  the  new  eight  major  divisions  would 
be  a National  Institute  of  Mental  Health 
which  is  now  lumped  under  the  National  In- 
stitutes of  Health.  The  new  national  insti- 
tute will  include  the  Fort  Worth  and  Lexing- 
ton Narcotics  Hospitals  and  will  “administer 
a unified  program  of  research,  manpower 
training,  demonstrations  and  mental  health 
services.’’  Gardner  said  the  institute  will 
“serve  as  the  principal  focus  for  research 
and  control  programs  in  alcoholism  and  drug 
addiction.” 

The  other  seven  new  divisions  would  be 
the  National  Institutes  of  Health,  the  Bu- 
reau of  Health  Services,  the  Bureau  of  Health 
Manpower,  the  Bureau  of  Disease  and  In- 
jury Prevention  and  Control,  the  National  Li- 
brary of  Medicine,  the  National  Center  for 
Health  Statistics  and  Surgeon  General’s  of- 
fice. 

Gardner  also  told  a House  Commerce  Sub- 
committee that  studies  are  underway  to  re- 
organize HEW  into  a Pentagon-type  organ- 
ization with  a super-type  secretary  over 
three  separate  secretaries  of  Health,  Educa- 
tion and  Welfare.  But  he  said,  “now  is  not 
the  time  to  act  on  those  proposals.” 

Gardner’s  Public  Health  Service  reorgan- 
ization plan  transfers  to  the  secretary  all 
functions  of  the  Public  Health  Service,  the 
Surgeon  General  and  all  other  agencies  in 
the  service.  Gardner  called  the  pi’esent 
structure  of  the  Public  Health  Service  “ob- 
solete.” He  pointed  out  it  was  unchanged 
since  1943  when  the  service  had  a budget  of 
$52  million  compared  to  the  present  budget 
of  $2.4  billion. 

Water  pollution  control  activities  of  the 
federal  government  now  are  under  the  In- 
terior Department. 

The  shift  from  the  Department  of  Health, 
Education  and  Welfare  became  official  when 
Congress  didn’t  veto  President  Johnson’s  re- 
organization request  for  the  move.  Johnson 
predicted  the  federal  government  “now  is 


better  organized  to  carry  out  concerted  ac- 
tion against  the  pollution  that  blights  Amer- 
ica’s waters.” 

Interior  Secretary  Stewart  Udall  promptly 
issued  guidelines  to  the  states  for  setting 
water  quality  standards  designed  “to  make 
rivers  as  clean  as  possible,”  instead  of  “as 
clean  as  permissible.” 

Udall  outlined  the  department’s  goal  as  a 
federal-state  approach  to  assure  a national 
supply  of  clean  water  necessary  for  health 
and  economic  growth. 

The  Military  Dependents' 
Medical  Care 

Claiming  for  Supplemental  Skills  Under  the 
Military  Dependents’  Medicare  Program — 

Under  the  provisions  of  the  Dependents’ 
Medicare  Program,  services  of  “Physicians 
of  Supplemental  Skills”  are  covered  only 
when  they  are  requested  by  the  attending 
physician  in  connection  with  surgery  or  diag- 
nosis of  the  patient.  In  these  cases,  the  at- 
tending physician  should  state  on  his  report 
(DA  1863-2)  that  the  services  of  this  physi- 
cian were  required,  giving  the  name  of  same. 
It  is  stated  in  the  Medicare  Manual  of  Allow- 
ances that  two  physicians  may  not  be  paid 
for  attendance  on  the  same  case  at  the  same 
time  except  where  it  is  warranted  by  the 
necessity  of  supplemental  skills.  When  a 
physician  feels  that  he  qualifies  as  a physi- 
cian of  supplemental  skills,  he  should  submit 
a letter  of  justification  with  his  report. 
These  reports,  however,  will  sometimes  have 
to  be  adjudicated  by  the  Policy  Committee 
of  the  Nebraska  State  Medical  Association. 

Consultants,  anesthesiologists,  patholo- 
gists, radiologists,  and  physicians  of  supple- 
mental skills  need  not  submit  a Medicare 
nonavailability  statement  with  their  reports 
unless  the  attending  or  the  referring  physi- 
cian is  not  submitting  a report  for  his  serv- 
ices. 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

July  9 — Chadron,  Elks  Club 
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July  23  — Ogallala,  Elks  Club 
August  6 — Broken  Bow,  Elks  Club 
August  20  — O’Neill,  High  School  Build- 
ing 

August  27  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

ROCKY  MOUNTAIN  CANCER  CONFER- 
ENCE — July  15-16,  at  the  Brown  Palace 
Hotel,  Denver,  Colorado.  Write  to  Rocky 
Mountain  Cancer  Conference,  1809  East 
18th  Avenue,  Denver,  Colorado  80218. 

INFANT  MORTALITY  — San  Francisco 
August  12-13,  1966;  AMA  National  Con- 
ference on  Infant  Mortality;  write  to  the 
Secretary’,  Committee  on  Maternal  and 
Child  Care,  AMA,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 

4TH  ANNUAL  SEMINAR  ON  THE  MEDI- 
CAL ASPECTS  OF  COMPETITIVE 
ATHLETICS  — August  19  and  20,  1966, 
Hotel  Cornhusker,  Lincoln,  Nebraska. 
Programs  will  be  sent  August  1st.  For 
information  write:  Nebraska  State  Medi- 
cal Association,  1315  Sharp  Building,  Lin- 
coln. 

FLYING  DOCTORS  — The  12th  annual 
meeting  of  the  Flying  Physicians  Associa- 
tion will  be  held  at  the  Dunes  Hotel,  Las 
Vegas,  September  11-16,  1966.  The  ad- 
dress of  the  F.P.A.  is  332  South  Michigan 
Avenue  Chicago,  Illinois  60604;  Dwaine 
J.  Peetz,  M.D.,  Neligh,  heads  the  associa- 
tion’s Nebraska  chapter. 

TENTH  WORLD  CONGRESS  OF  THE  IN- 
TERNATIONAL SOCIETY  FOR  RE- 
HABILITATION OF  THE  DISABLED 
— September  11-17,  1966,  Rhein-Main- 

Hall,  Wiesbaden,  Germany. 

NEBRASKA  CHAPTER  OF  THE  AMERI- 
CAN ACADEMY  OF  GENERAL  PRAC- 
TICE — Scientific  Meeting;  September  15 
and  16,  1966,  Hotel  Cornhusker,  Lincoln, 
Nebraska. 

AMERICAN  MEDICAL  WRITERS’  ASSO- 
CIATION ANNUAL  MEETING  — At  the 


Waldorf  Astoria,  New  York  City,  Septem- 
ber 29  through  October  2,  1966.  Pro- 
grams will  soon  be  available  from  the  na- 
tional office  of  A.M.W.A.  at  2000  P Street, 
N.W.,  Washington,  D.C.  20036. 

OTOLARYNGOLOGIC  ASSEMBLY  — The 
Annual  Otolaryngologic  Assembly  of  1966 
will  be  held  October  1 through  7,  1966, 
in  the  new  Illinois  Eye  and  Ear  Infirmary 
at  the  Medical  Center,  Chicago.  Write  to: 
Department  of  Otolaryngology’,  P.O.  Box 
6998,  Chicago,  Illinois  60680. 

ENDOCRINE  SOCIETY  — October  3rd 
through  7th,  1966;  Eighteenth  Postgradu- 
ate Assembly  of  the  Endocrine  Society,  in 
Oklahoma  City,  Oklahoma ; co-sponsored 
by  the  University  of  Oklahoma  Medical 
Center  at  the  Skirvin  Hotel.  Registration 
fee:  $100;  write  to  Dr.  Henry  H.  Turner, 
1200  North  Walker,  Oklahoma  City. 

Future  Meetings  of  the  American 

College  of  Surgeons — 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 

Secretary,  American  College  of  Surgeons,  55 

East  Erie  Street,  Chicago,  Illinois  60611. 

INTERNATIONAL  CANCER  CONGRESS 
— The  IX  International  Cancer  Congress 
will  be  held  in  Tokyo,  Japan,  from  October 
23-29,  1966.  Write  to  Hirsch  Marks,  MD, 
435  East  57th  St.,  New  York  22,  N.Y. 

OMAHA  MIDWEST  CLINICAL  SOCIETY 
— 34th  Annual  Postgraduate  Assembly, 
October  31,  November  1,  2,  and  3 in 
Omaha’s  Civic  Auditorium. 

EIGHTH  NATIONAL  CONFERENCE  ON 
THE  MEDICAL  ASPECTS  OF  SPORTS 
— Las  Vegas,  Nevada,  November  27, 
1966,  in  conjunction  with  the  Annual  Clin- 
ical Convention  of  the  AMA,  November 
27-30,  1966. 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
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the  following  Postgraduate  Education 
Courses  during  1965  and  1966: 

— December,  1966:  17th  Hahneman  Sym- 
posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 


Current  Comnnent 

Physician  Draft  Out  in  Nebraska — 

Governor  Frank  Morrison  recently  an- 
nounced the  July- August  draft  call  of  Ne- 
braska doctors  had  been  reduced  from  41 
to  28  or  29. 

Mr.  Morrison  said  this  represents  a 31% 
reduction,  the  same  reduction  that  is  being 
applied  nationally. 

The  Department  of  Defense  call  would 
have  taken  2,486  nationally,  before  the  revi- 
sion to  1,713  doctors. 

The  Governor  noted  that  several  weeks 
ago  he  wired  Secretary  of  Defense  Robert 
McNamara  that  the  Nebraska  doctor  draft 
was  too  high  and  would  have  an  adverse  ef- 
fect on  many  smaller  communities. 

“Nebraska  had  a critical  situation  because 
the  state  is  short  of  doctors  anyway,”  he 
said.  “In  rural  states  like  Nebraska,  the 
percentage  of  doctors  available  in  rural  areas 
is  much  smaller  than  those  available  in  the 
larger  urban  areas.” 

Living  Conditions  Play  Key  Cancer 
Development  Role — 

Dr.  Robert  J.  Booher,  associate  attending 
surgeon  of  the  Gastric  and  Mixed  Tumor 
Services  at  New  York’s  Memorial  Cancer 
Center,  spoke  to  members  of  the  Nebraska 
State  Medical  Association  at  their  annual 
meeting  in  Lincoln  in  May  and  advised  them 
that  living  conditions  may  play  an  important 
role  in  whether  or  not  a person  develops 
cancer  of  the  stomach. 

“This  country  has  seen  a very  real  de- 
crease in  the  incidence  of  gastric  cancer  in 
the  past  35  years,”  reported  Dr.  Booher. 
For  those  who  do  get  gastric  cancer,  said  Dr. 
Booher,  early  and  accurate  diagnosis  is  im- 
portant. “Once  symptoms  of  gastric  cancer 


show,”  he  said,  “the  tumor  has  been  there  for 
a long  time.” 

He  said  that  28  of  every  100  thousand 
Americans  suffered  from  gastric  cancer  in 
1930,  whereas  only  13  in  100  thousand  had 
the  disease  in  1965.  Dr.  Booher  said  the 
cancer  incidence  fell  less  rapidly  in  lower 
socio-economic  groups.  Some  nations,  such 
as  Japan  and  Iceland,  he  said,  continue  to 
have  a very  high  incidence  of  gastric  can- 
cer. He  theorized  that  diet  could  play  a 
part.  “It  could  be  something  that  is  missing 
as  well  as  something  that  is  in  or  added  to  a 
nation’s  diet,”  he  said. 


Indomethacin  for  Psoriasis  — A.  B.  Kern 
(151  Waterman  St.,  Providence,  R.I.). 
Arch  Derm  93:239  (Feb)  1966. 

Twelve  patients  with  psoriasis  were  ob- 
served in  a controlled  study  using  indometha- 
cin as  the  test  drug  and  a placebo.  The  pur- 
pose of  the  investigation  was  to  determine 
whether  or  not  this  nonsteroidal  antiinflam- 
matory agent  which  has  been  found  effec- 
tive for  arthritis  and  gout  might  prove  to 
be  valuable  for  psoriasis.  No  greater  sub- 
jective or  objective  improvement  was  noted 
from  indomethacin. 

Effect  of  Rooming-in  on  Acquisition  of  Hos- 
pital Staphylococci  by  Newborn  Infants — 
E.  A.  Mortimer,  Jr.  (3395  Scranton  Rd, 
Cleveland),  E.  Wolinsky,  and  D.  Hines. 
Pediatrics  37 :605-609  (April)  1966. 

The  effect  of  rooming-in  of  infants  with 
their  mothers  on  the  acquisition  of  hospital 
staphylococci  was  studied  by  comparing  the 
rates  of  acquisition  with  a control  group  of 
newborn  infants  cared  for  on  the  same  divi- 
sion in  standard  fashion.  Infants  had  daily 
cultures  from  the  nose  and  umbilicus  and 
were  cultured  once  at  home;  mothers  had 
nasal  cultures  on  admission.  Strains  were 
recognized  by  phage-typing  and  antibio- 
grams. There  was  no  significant  difference 
in  the  rates  of  acquisition  of  liospital  strains 
between  the  two  groups,  31%  of  75  rooming- 
in  babies  and  40%  of  224  control  infants. 
The  results  suggest  that  rooming-in  as  prac- 
ticed in  this  study  is  of  little  benefit  in  pre- 
venting nursery  cross-infection. 
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Liquid 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride  ....  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 
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Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 


Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  full  therapeutic  effect  — Rx  full  therapeutic  dosage. 
The  recommended  initial  daily  dosages,  given  in  divided  doses,  until 
diarrhea  is  controlled,  are: 

Children:  3 to  6 months  — 3 mg.  (Vi  tsp.*  t.i.d.) 

6 to  12  months—  4 mg.  (Vi  tsp.  q.i.d.) 

1 to  2 years  — 5 mg.  (Vi  tsp.  5 times  daily) 

2 to  5 years  — 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years  — 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years  —10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily) 
*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  therapeutic 
dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  used  with  caution  in  patients  with 
impaired  liver  function  and  in  patients  taking  addicting  drugs  or 
barbiturates.  The  subtherapeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 
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Books 


New  Drugs:  1966  edition  evaluated  by  A.M.A.  Coun- 
cil on  Drugs,  American  Medical  Association,  535 

N.  Dearborn  St.,  Chicago,  111.  60610,  1966.  xii  + 

584  pp.  16  X 24  cm.  $4.00. 

The  first  edition  of  this  book  was  published  in 
July,  1965.  The  second  (1966)  edition  has  been 
enlarged  and  improved  by  the  addition  of  five  new 
chapters  and  30  new  drug  monographs.  Many  of 
the  individual  drug  evaluations  have  been  revised, 
as  have  some  of  the  general  discussions  which  re- 
view the  older  drugs  at  the  beginning  of  each  chap- 
ter. 

New  Drugs  contains  individual  monographs  on 
290  single-entity  products  that  have  been  mar- 
keted in  the  U.S.  within  the  last  ten  years.  Each 
monograph  gives  information  on  the  drug's  actions 
and  uses;  adverse  reactions;  contraindications  or  pre- 
cautions; dosage  and  routes  of  administration;  prep- 
arations and  their  available  sizes  and  strengths. 
These  brief  and  clearly  written  statements  provide 
the  practicing  physician  with  an  independent  and 
unbiased  assessment  of  the  more  recently  introduced 
drugs.  The  evaluations,  which  are  based  on  a study 
of  all  the  laboratoiy  and  clinical  research  data  by 
the  AMA’s  Council  on  Drugs  and  its  consultants, 
will  be  of  great  assistance  to  the  physician  in  the 
day  to  day  conduct  of  his  practice.  Since  a mono- 
graph on  a drug  is  included  whether  or  not  the 
Council’s  opinion  is  favorable.  New  Drags  is  in  no 
sense  a list  of  approved  or  accepted  drugs.  Drags 
are  indexed  by  their  nonproprietarj"  (generic)  and 
trade  names;  Canadian  trade  name  equivalents  are 
also  given. 


The  Heart  — Its  Function  in  Health  and  Disease, 
by  Arthur  Selzer,  M.D.  Published  February  14, 
1966  by  The  University  of  California  Press,  Berke- 
ley, California.  301  pages  (6"  by  9")  with  30 
illustrations.  Price  $5.95. 

Dr.  Selzer  is  Clinical  Professor  of  Medicine  at 
Stanford  University  and  the  University  of  California 
Schools  of  Medicine  and  is  Director  of  the  Cardio- 
pulmonary Laboratory  of  the  Presbyteidan  Medical 
Center,  San  Francisco. 

He  has  written  a book  to  provide  the  reader  with 
a systematic  and  clear  presentation  of  current  views 
in  the  field  of  diseases  of  the  heart  and  blood  ves- 
sels. Told  in  a comprehensive  and  objective  man- 
ner, it  fills  the  gap  between  “popular”  publications 
and  books  written  for  those  with  a medical  back- 
ground. The  author  begins  with  a brief  history  of 
what  we  know  about  the  heart,  from  the  time  of 
Galen  to  today.  He  then  lists  the  various  methods 
used  to  arrive  at  a diagnosis  of  cardiovascular  dis- 
ease: the  case  finding,  the  medical  history,  the 
physical  examination,  and  the  laboratoiy  procedures. 
He  then  explains  the  complexity  of  long-range  treat- 
ment of  chronic  heart  conditions  and  the  dramatic 
possibilities  of  cardiac  surgery  today.  He  then  dis- 


cusses atherosclerosis,  hypertension,  acquired  dis- 
eases of  the  cardiac  valves,  congenital  heart  disease, 
disorders  of  the  pulmonary  circulation,  and  diseases 
of  the  blood  vessels.  A glossaiy  is  provided  so  that 
the  reader  can  easily  refer  to  terms  defined  earlier. 


World  Eradication  of  Infectious  Diseases  by  E. 
Harold  Hinman,  M.D.  Published  April  25,  1966 
by  Charles  C.  Thomas  Company  of  Springfield, 
Illinois.  223  pages  (6"  by  9 Vi”).  Price  $8.50. 

The  author  is  Head  of  the  Department  of  Pre- 
ventive Medicine  at  Jefferson  Medical  College  in 
Philadelphia.  He  is  internationally  known  for  his 
work  in  this  field  . . . the  author  of  more  than 
eighty  papers  on  medical  entomology,  malaria  con- 
trol and  eradication,  parasitology,  tropical  medicine, 
and  international  aspects  of  public  health  and  medi- 
cal education. 

The  present  monograph  is  directed  primarily  to 
public  health  officials  and  administrators  ...  to 
those  responsible  for  top  level  decisions  rather  than 
to  technical  personnel.  It  considers  the  origins  of 
eradication  efforts,  the  nature  of  such  programs, 
their  progress  to  date,  and  the  future  outlook  for 
their  success  and  for  extension  of  such  attack  to 
other  infectious  diseases  of  man.  Special  attention 
is  focused  on  malaria,  yellow  fever,  smallpox,  yaws, 
syphilis,  and  tuberculosis.  Basic  to  the  entire  dis- 
cussion is  the  concept  of  eradication  philosophy  as 
a short-term  “capital”  expenditure  of  money  in 
larger  sums  in  contrast  to  recurring  annual  expendi- 
tures of  smaller  sums  of  money  to  “control”  the 
diseases. 

The  Mayo  Legacy  by  Gunther  W.  Nagel,  M.D. 
Published  April  15,  1966  by  the  Charles  C.  Thomas 
Company  of  Springfield,  Illinois.  157  pages  (6" 
by  91/2"),  illustrated.  Price  $6.00. 

The  author  is  Emeritus  Clinical  Professor  of  Sur- 
gery at  Stanford  Medical  School  in  Palo  Alto,  Cali- 
fornia. He  was  trained  in  surgeiy  by  the  Mayo 
brothers.  He  writes  with  authority  and  understand- 
ing of  the  Mayos  and  of  the  men  and  women  who 
contributed  to  and  shared  in  their  success.  There 
are  intimate  pen  sketches,  both  serious  and  humor- 
ous, not  only  of  the  Mayos  and  their  associates  but 
also  of  the  “fellows”  from  all  over  the  world  who 
came  to  train  at  the  Clinic.  Personal  anecdotes  and 
colorful  descriptions  that  recreate  the  figures  and 
events  to  a past  era  are  intimately  woven  in  the 
narrative,  Florence  Nightingale  in  the  Barracks 
Hospital  at  Scutari  and  the  bii-th  of  modem  nurs- 
ing, and  Lister  who  made  possible  the  marvels  of 
surgery  today. 

Colour  Vision  (Physiology  and  Experimental  Psy- 
chology), Proceedings  of  a Ciba  Foundation  Sym- 
posium. Published  in  1965  by  Little,  Brown  and 
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Companj’  of  Boston.  382  pages  (S'/a"  by  8")  with 

98  illustrations.  Price  $12.50. 

Twenty  - six  authorities  and  research  workers 
from  eight  different  countries  met  in  London  to 
read  and  discuss  the  present  day  knowledge  of  color 
vision.  Among  the  papers  presented  were  the  fol- 
lowing: 

a.  Adaptation  of  visual  pigments  to  the  photic 
environment 

b.  Rods  and  cones  — a fresh  approach 

c.  The  genetics  of  color  blindness 

d.  Dark  adaptation  and  after-image 

e.  Color  discrimination 

f.  Psychological  aspects  of  color  vision 

g.  Lines  for  future  research. 

Transcultiiral  Psychiatry,  Proceedings  of  a Ciba 

Foundation  Symposium.  Published  in  1965  by 

Little,  Brown  and  Company  of  Boston.  396  pages 

(ii'/z"  by  8")  with  10  illustrations.  Price  $12.00. 

Twenty-one  authorities  from  nine  different  coun- 
tries met  in  London  to  read  and  discuss  papers  deal- 
ing with  this  special  phase  of  psychiatry.  Among 
the  subjects  discussed  were  the  following: 

a.  Housing  and  mental  health  in  developing 
countries 

b.  Social  aspects  of  ideas  about  treatment 

c.  Cultural  elements  in  the  response  to  treat- 
ment 

d.  Changing  patterns  of  adolescence 

e.  Cultural  change  and  psychiatric  disorders 

f.  Methods  of  psychiatric  research  in  Africa 

g.  Transcultural  diagnosis  of  mental  health  by 
means  of  psychological  tests. 


Clinical  Considerations  in  the  Surgical  Man- 
agement of  Strokes  — J.  E.  Thompson,  et 
al  (1008  N Washington,  Dallas).  Circu- 
lation 33  (suppl  1)  : 162-172  (April)  1966. 

During  eight  years  400  carotid  endarter- 
ectomies were  performed  on  320  private  pa- 
tients with  significant  arteriosclerotic  le- 
sions demonstrated  by  bilateral  carotid  ar- 
teriography. Operative  technique  consisted 
of  endarterectomy  under  general  anesthesia 
using  an  inlying  shunt.  Patients  were  classi- 
fied into  four  groups:  frank  stroke  (135), 
transient  cerebral  ischemia  (151),  chronic 
cerebral  ischemia  (13),  and  asymptomatic 
carotid  bruit  (21).  Overall  operative  mortal- 
ity was  3.5%;  in  frank  strokes,  7.4%;  in 
transient  ischemia,  1.02%. ; and  zero  in  the 
other  two  groups.  Among  long-term  frank 
stroke  survivors,  42.8%  are  normal,  48.4% 
improved,  and  none  has  had  a subsequent 
stroke.  In  transient  ischemia  survivors,  90% 
are  normal  and  7.8%  improved.  There  was 
no  subsequent  stroke  on  the  side  originally 
involved ; however,  three  patients  had  con- 
tralateral strokes  due  to  unoperated  lesions. 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 
National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  IMultiple  Sclerosis  Society 
257  Park  Avenue  South,  New  York  10,  N.Y. 
Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 


July,  1966 
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ORGANIZATIONS.  STATE— = 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Maiwin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

.Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 

Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 

Miss  Betty  Seibert,  510  South  42nd  St.,  Omaha 
Lancaster  County  Chapter 

Mr.  and  Mrs.  Gayle  Voller,  530  North  75th  St., 
Lincoln 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 
Nebraska  Diabetes  Association 

Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  .American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr,  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  MD,  President 
5 West  31st  Street,  Kearney,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 

Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “0”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebiaska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  .\ssociation 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  0 St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
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played  a very  important  role  in  the  creation  of  Blue  Cross  and  Blue  Shield. 
They  saw  the  need  for  prepayment  of  hospital  and  medical  bills. 

They  saw  the  threat  of  socialized  medicine  25  years  ago. 

With  the  support  of  the  American  Hospital  Association  and  the  American  Medi- 
cal Association,  they  helped  organize  Blue  Cross  and  Blue  Shield  associations 
throughout  the  country. 

Doctors  still  play  a leading  part  in  Blue  Cross  and  Blue  Shield  in  Nebraska.  They 
sit  on  the  boards  of  both  organizations.  They  help  formulate  policy,  guide  admin- 
istration. 

You  doctors  sure  started  something,  back  in  those  depression  days.  Something 
good  for  everyone — and  ever  better  as  the  years  go  by. 


NEBRASKA 

I 

^lue  Cross  / Shield 

Fifth  Floor,  Kilpatrick  Building,  Omaha,  Nebraska 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 
Firet  District:  Councilor:  Leroy 

Lee.  Omaha.  Counties : Douglas, 
Sarpy. 

Second  District:  Councilor:  John 

T.  McGreer,  Jr..  Lincoln.  Coun- 
ties : Lancaster.  Otoe.  Cass. 

Third  District:  Councilor:  Wm. 

Glenn,  Falls  Cit>\  Counties: 
Gage,  Johnson,  Nemaha.  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  J.  T. 

Keown,  Pender.  Counties : Knox. 
Cedar.  Dixon.  Dakota.  Antelope, 
Pierce.  Thurston.  Madison.  Stan- 
ton. Cuming,  Wayne. 

Fifth  District:  Councilor:  H.  D. 

Kuper,  Columbus.  Counties : Burt, 
Washington.  Dodge.  Platte.  Col- 
fax, Boone.  Nance,  Merrick. 
Sixth  District:  Councilor:  C.  L. 

Anderson.  Stromsburg.  Counties : 
Saunders,  Butler.  Polk,  Seward. 
York.  Hamilton. 

Seventh  District : Councilor : C.  F. 
Ashby,  Geneva.  Counties : Saline. 
Clay.  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Rex 

Wilson.  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock.  Holt, 
Sheridan.  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith,  Kearney.  Counties : Hall, 
Custer.  Valley.  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant.  Hooker,  Thomas.  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  L.  S. 

McNeill.  Hastings.  Counties : 
Gosper,  Phelps.  Adams,  Furnas. 
Harlan,  Webster,  Kearney,  Red 
Willow,  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District : Councilor : Max 
Raines.  North  Platte.  Counties: 
Lincoln,  Perkins.  Keith.  McPher- 
son. Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  C.  J. 

Cornelius.  Sidney.  Counties : 
Scotts  Bluff.  Banner,  Box  Butte, 
Morrill.  Kimball.  Che>enne.  Sioux, 
Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams 

Antelope 

Boone 

Box  Butte 

Buffalo 

Burt 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Clay 

Colfa.x 

Cuming 

Custer 

Dawson 

Dodge 

Fillmore 

Five  County 

Four  County 

Franklin 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Harlan 

Holt  & Northwest 

Howard 

Jefferson 

Johnson 

Knox 

Lancaster 

Lincoln 

Madison 

Merrick 

Nemaha 

N.W.  Nebr 

Nuckolls 

Omaha-Douglas 

Otoe 

Pawnee 

Phelps 

Pierce 

Platte 

Polk 

Richardson 

Saline 

Saunders 

Scotts  Bluff 

Seward 

S.W.  Nebr 

Thayer 

Washington 

York 


Robt.  H.  Mclntire,  Hastings Russell  J.  Mclntire,  Hastings 

Frank  McClanahan,  Jr.,  Neligh.  JDwaine  Peetz,  Neligh 

Roy  J.  Smith.  Albion Gerald  Spethman.  Albion 

A.  C.  Burnham,  Alliance F.  P.  Sucgang,  Alliance 

C.  B.  Carignan,  Ravenna H.  R.  Walker,  Kearney 

L.  Morrow,  Tekamah Jsaiah  Lukens,  Tekamah 


L.  N.  Kunkel,  Weeping  Water R.  F.  Brendel,  Plattsmouth 

H.  V.  Nuss.  Sutton 

Howard  L.  Fend,  Schuyler Merlin  L.  Sucha.  Schuyler 

L.  L.  Ericson,  West  Point Roger  Cox.  West  Point 

Clyde  Wilcox.  Ansley Thomas  Lucas,  Broken  Bow 

B.  W.  Pyle,  Gothenburg D.  O.  Inslee.  Gothenburg 

Wm.  J,  Chleborad.  Fremont Harold  G.  Smith.  Fremont 

A.  A.  Ashby,  Geneva C.  F.  Ashby.  Geneva 

John  Keown,  Pender Robt.  B.  Benthack,  Wayne 

Maurice  Mathews,  St.  Paul Paul  Martin,  Ord 

W.  A.  Doering.  Franklin C.  J.  Thomas,  Franklin 

C.  T.  Frerichs,  Beatrice P.  C.  Gillespie,  Beatrice 

A.  B.  Albee,  Oshkosh Wesley  Wilhelm.  Ogallala 

D.  P.  Watson.  Grand  Island B.  B.  Woodniff,  Grand  Island 

J.  M.  Woodard.  Aurora £.  A.  Steenburg.  Aurora 

K.  C.  McGrew,  Orleans J.  S.  Long,  Alma 


E.  Howard  Reeves,  Scotia E.  C.  Hanisch,  St.  Paul 

.F.  W.  Falloon,  Fairburj’ G.  O.  Johnson,  Fairbuiy 


._R.  L.  Tollefson.  Wausa D.  J.  Nagengast,  Bloomfield 

_L.  J.  Gogela,  Lincoln W.  Q.  Bradley,  Lincoln 

_Geo.  D.  Cooper,  North  Platte C.  E.  Sturdevant,  North  Platte 

_R.  E.  Klaas,  Norfolk Francis  Martin.  Norfolk 


._J.  H.  Krickbaum,  Auburn Wendell  Fairbanks,  Auburn 

_.Robt.  Rasmussen,  Chadron Robt.  Penor,  Chadron 


.JTohn  W.  Gatewood,  Omaha E.  K.  Connors,  Omaha 

_D.  D.  Stonecypher,  Nebr.  City W.  C.  Kenner,  Nebr.  City 

_A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

.Ralph  Nicholson.  Holdrege Evald  Prems.  Holdrege 


.Louis  Sojka,  Columbus Rex  R.  Fischer,  Columbus 

H.  S.  Eklund,  Osceola C.  M.  Hadley,  Polk 

.J.  C.  Gillispie,  Falls  City B.  G.  Farmer,  Falls  City 


.Ivan  French,  Wahoo John  E.  Hansen,  Wahoo 

.Douglas  Campbell,  Scottsbluff___Loran  C.  Grubbs,  Scottsbluff 


.Gordon  Francis,  Arapahoe R.  D.  Mason,  McCook 


W.  E.  Goehring.  Blair K.  C.  Bagby.  Blair 

J.  S.  Bell,  York B.  N.  Greenberg,  York 


Omaha  Doctors  Assist  Boys’  Clubs — 

(Continued  from  page  14- A) 
him  unsightly  enough  to  affect  his  relation- 
ship with  associates. 

They  try  to  help  the  boys  with  buck  teeth, 
for  instance,  by  planning  a simple  appliance 
to  guide  or  govern  erupting  teeth.  This  is 
called  “interceptive  orthodontics.”  Funds 
do  not  allow  “corrective  orthodontics”  for 
most  of  these  boys. 

The  County  Dental  clinic  is  helping  and 
facilities  of  the  Boyne  School  of  Dentistry  at 
Creighton  University  will  be  provided  with 
charges  only  for  the  materials  used.  Some 
of  the  boys,  whose  families  could  afford  to 
pay,  have  received  treatment.  Others  are 
waiting  until  Boys’  Club  funds  allow  it. 

The  Health  Service  is  one  way  of  helping 
fulfill  the  purpose  of  Boys’  Clubs  of  Ameri- 
ca: “For  the  health,  social,  educational,  vo- 
cational and  character  development  of  boys.” 


“Isn’t  there  a medical  term  for  it.  Doctor? 
I can  hardly  tell  all  my  friends  I have  house- 
maid’s knee.” 
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Nebraska 


State  Medical 


Association 


Officers  and  Committees 


OFFICERS 

Dan  A.  Nye,  Kearney President 

Robert  J.  Morgran,  Alliance  President-Elect 

C.  B.  Dorwart,  Sidney  Vice  President 

Horace  V.  Monger,  Lincoln  Secretary-Treasurer 

Kenneth  Neff.  Lincoln  Executive  Secretary 


BOARD  OF  TRUSTEES 


C.  N.  Sorensen,  Chm.  Scottsbluff 

R.  Russell  Best  Omaha 

Horace  V.  Monger  Lincoln 

H.  V.  Noss  Sutton 

George  B.  Salter Norfolk 


Delegates  — Earl  Leininger,  McCook  ; J.  R.  Schenken.  Omaha 
Alternates  — W.  C.  Kenner.  Nebraska  City  ; H.  S.  Morgan.  Lincoln 


COUNCIL  ON 
PROFESSIONAL  ETHICS 


Paul  M.  Bancroft,  Chm. Lincoln 

A.  A.  Ashby Geneva 

Walter  Benthack  Wayne 

Leo  T.  Heywood  Omaha 

C.  B.  Dorwart  Sidney 

STANDING  COMMITTEES 
Advisory  to  Auxiliary 
E.  G.  Brillhart,  Chm.  Columbus 

G.  Kenneth  Muehlig Omaha 

Clinton  B.  Dorwart  Sidney 

Otis  Miller  Ord 

J.  Whitney  Kelley  Omaha 

John  A.  Brown  III  Lincoln 

Allied  Professions 

R.  Pitsch,  Chm.  Seward 

Kenneth  R.  Dalton  Genoa 

E.  G.  Brillhart  ;_Columbus 

Wallace  E.  Engdahl  Omaha 

Wm.  T.  Griffin  Lincoln 

Blood  and  Blood  Products 

Harlan  Papenfuss,  Chm. Lincoln 

Theodore  Perrin Omaha 

Donald  P.  Skoog  Omaha 

W.  O.  Brown  Scottsbluff 

Arthur  Larsen  Omaha 

Harold  Dahiheim  Norfolk 

Cancer 

Wm.  V.  Glenn,  Chm. Falls  City 

Michael  Sorrell  Tecumseh 

Henry  M.  Lemon  Omaha 

S.  M.  Rathbun  Beatrice 

Howard  Hunt  Omaha 

Leo  T.  Heywood  Omaha 

Civil  Defense  and  Disaster 

George  N.  Johnson,  Chm.  Omaha 

J.  P.  Heinke Scottsbluff 

John  G.  Wiedman  Lincoln 

I.  M.  French  Wahoo 

Max  M.  Raines  North  Platte 

Constitution  and  By-Laws 

William  Gentry  Gering 

Samuel  Moessner  Lincoln 

Houtz  Steenburg  Aurora 

R.  L.  Cassell  Fairbury 

Barney  Rees  Omaha 

Continuing  Committee  on 
Medical  Practice 

W.  R.  Miller,  Chm.  Columbus 

Guy  Matson  Lincoln 

Robert  W.  Herpolsheimer  Seward 

Bryce  Shopp  Imperial 

Richard  DeMay  Grand  Island 

W.  P.  Jensen  Omaha 

Diabetes 

Morris  Margolin,  Chm.  Omaha 

Wm.  J.  Reedy  Omaha 

Chas.  Carignan,  Ji\  Ravenna 

J.  Wm.  Hervert  Lincoln 

John  Bengtson  Lincoln 

Willard  G.  Seng  Oshkosh 

Health  Education  in  Schools 
and  Colleges 

S.  I.  Fuenning,  Chm.  Lincoln 

Paul  Bancroft  Lincoln 

H.  V.  Smith  Kearney 

H.  W.  Shreck  Hastings 

S.  M.  Rathbun  Beatrice 

R.  C.  Rosenlof Kearney 

Interim : 

Ray  Hill  Seward 

J.  P.  Heinke  Scottsbluff 

Robert  Wigton  Omaha 

Hospital  and  Professional 
Relations 

Russell  Brauer,  Chm.  Lincoln 

John  Brush  Omaha 

L.  H.  Hoevet  Chadron 

Howard  Yost  Fremont 

E.  J.  Loeffel  Mitchell 

Leslie  I.  Grace  Blair 


Insurance 

Frank  Cole,  Chm.  Lincoln 

James  Thayer  Sidney 

Fay  Smith  Omaha 

Paul  Maxwell  Lincoln 

Paul  Scott  Auburn 

E.  M.  Walsh  Omaha 

Maternal  and  Child  Health 

Warren  G.  Bosley,  Chm. Grand  Island 

Hodsen  Hansen Lincoln 

L.  R.  Smith  Kearney 

J.  A.  McMillan  Hastings 

Theo.  Koefoot  Broken  Bow 

William  Rumbolz Omaha 

Interim : 

Harold  S.  Morgan  Lincoln 

Robert  F.  Getty North  Platte 

Medical  Education 

Robert  C.  Rosenlof,  Chm. Kearney 

R.  F.  Sievers  Blair 

Chas.  McLaughlin  Omaha 

Frank  Tanner  Lincoln 

J.  G.  Yost  Hastings 

Earl  F.  Leininger McCook 

Interim : 

Richard  Egan  Omaha 

Cecil  Wittson  Omaha 

Harold  Morgan  Lincoln 

Fay  Smith  Omaha 

Joseph  Holthaus  Omaha 

Medical  Service 

Louis  Gogela,  Chm. Lincoln 

John  D.  Hartigan  Omaha 

Merle  M.  Musselman  Omaha 

Dwight  Burney.  Jr.  Omaha 

E.  B.  Reed  Lincoln 

Chas.  W.  Landgraf,  Jr. Hastings 

Interim  : 

0.  A.  Kostal  Hastings 

Henry  G.  Waters  Omaha 

Fritz  Teal  Lincoln 

Occupational  and  Industrial 
Health 

G.  P.  McArdle,  Chm.  Omaha 

C.  M.  Wilhelmj,  Jr.  Omaha 

Barry  M.  Storter  Omaha 

R.  F.  Sievers  Blair 

Robert  Hillyer  Lincoln 

Joseph  Gross  Omaha 

Planning 

L.  S.  McNeill.  Chm.  Hastings 

H.  A.  McConahay  Holdrege 

Harley  Anderson  Omaha 

R.  F.  Sievers  Blair 

Donald  Purvis  Lincoln 

Bernard  Magid  Omaha 

Prepayment  Medical  Care 

Orvis  Neely,  Chm. Lincoln 

Lee  Stover  Lincoln 

Vincent  Lynn  Geneva 

J.  J.  Grier  Omaha 

Clyde  Kleager  Hastings 

Public  Health 

R.  L.  Gris.som,  Chm.  Omaha 

J.  Calvin  Davis  III  Omaha 

Edwin  D.  Lyman  Omaha 

E.  A.  Rogers  Lincoln 

H.  C.  Stewart Pawnee  City 

S.  I.  Fuenning  Lincoln 

Public  Relations 

Theo.  Koefoot,  Jr.,  Chm. Broken  Bow 

E.  D.  Zeman  Lincoln 

John  Coe  Omaha 

Max  M.  Raines  North  Platte 

Peyton  Pratt  Omaha 

Donald  E.  Matthews  Lincoln 

Mental  Health  and  Mental 
Retardation 

L.  I.  Grace,  Chm.  Blair 

John  Baldwin  Lincoln 

H.  C.  Henderson  Omaha 

Robert  Osborne  Norfolk 

1.  M.  French  Wahoo 

C.  H.  Farrell  Omaha 

Interim : 

J.  Whitney  Kelley Omaha 

LaVerne  C.  Strough  Omaha 

Chas.  Landgraf,  Jr.  Ha.stings 

Heni*y  G.  Waters Omaha 


Rehabilitation 


Frank  Stone,  Chm.  Lincoln 

R.  M.  House  Grand  Island 

D.  M.  Frost Omaha 

F.  S.  Webster  Lincoln 

J.  G.  Yost  Hastings 

John  M.  Thomas  Omaha 

Relative  Value  Study 

B.  R.  Bancroft,  Chm. Keai'ney 

H.  E.  Mitchell  Lincoln 

Robert  Long  Omaha 

Harlan  Papenfuss  Lincoln 

James  E.  Ramsey  Atkinson 

Rural  Medical  Service 

R.  L.  Tollefson,  Chm.  Wausa 

Lyle  Nelson  Crete 

F.  A.  Mountford' Davenport 

Don  Eberle  Ogallala 

Robert  L.  Heins Falls  City 

Paul  Martin  Ord 

Scientific  Sessions 

Harold  Neu,  Chm.  Omaha 

Russell  Gorthey  Lincoln 

Merle  M.  Musselman  Omaha 

Bruce  F.  Claussen  North  Platte 

C.  R.  Brott  Beatrice 

R.  O.  Garlinghouse  Lincoln 

Interim : 

Paul  J.  Maxwell  Lincoln 

Chas.  Ashby  Geneva 

Tuberculosis  and  Other 
Respiratory  Diseases 

George  E.  Lewis.  Jr..  Chm. Lincoln 

Wm.  E.  Nutzman  Kearney 

J.  Harry  Murphy  Omaha 

John  L.  Batty  McCook 

Dean  McGee  Lexington 

Robert  H.  Scherer West  iPoint 

Medicine  and  Religion 

John  Campbell,  Chm. Central  City 

J.  J.  Hanigan  Lincoln 

Horace  Giffen  Omaha 

Ray  Sundell  Omaha 

Dwaine  J.  Peetz  Neligh 

Merle  Sjogren  Omaha 

INTERIM  COMMITTEES 
Advisory  Committee  to  M.C.H. 

R.  C.  Reeder.  Chm. Fremont 

L.  S.  McNeill  Hastings 

Richard  Garlinghouse  Lincoln 

E.  G.  Brillhart  Columbus 

H.  A.  McConahay  Holdrege 

Leo  T.  Heywood  Omaha 

Committe  on  Aging 

Chas.  Bonniwell,  Chm.  Omaha 

F.  Paustian  Omaha 

John  A.  Brown  III  Lincoln 

Walter  Weaver  Lincoln 

Vernon  Ward  Kearney 

Robert  G.  Osborne  Norfolk 


Joint  Committee  for  Improvement 
of  the  Care  of  the  Patient 

W.  C.  Kenner,  Chm.  Nebraska  City 

M.  P.  Brolsma  Lincoln 


Traffic  Safety 


Ralph  Moore.  Chm.  Omaha 

Kenneth  Kimball  Kearney 

George  B.  Salter  Norfolk 

Vern  F.  Deyke  Columbus 

P.  B.  Olsson  Lexington 

John  Porter  Beatrice 

Cardiovascular  Disease  Committee 

Richard  Booth.  Chm.  Omaha 

Bowen  Taylor  Lincoln 

Stephen  Carveth  Lincoln 

Robert  Gri.ssom  Omaha 

Theo.  Hubbard  Omaha 

Joseph  Holthaus  Omaha 

Sub-Committee  on  Athletic  Injuries 

H.  W.  Shreck.  Chm.  Hastings 

Paul  Goetowski  Lincoln 

John  G.  Yost  Hastings 

S.  I.  Fuenning  Lincoln 

Bruce  F.  Claussen  North  Platte 

L.  C.  Steffens  Kearney 

Otis  Miller  Ord 

Gerald  Ries  Omaha 

George  Sullivan,  R.P.T.  Lincoln 
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Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  1701  South  17th  Street 
Phone  432- 1 246  Phone  423-2329 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablisbed  1927 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors cmd  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Officces 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


“Xo,  I didn’t  forget  to  cancel  my  Tuesday 
appointment.  It’s  just  that  I felt  Doctor  Bins- 
comb  desened  a few  free  moments  in  which 
to  relax.” 
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one  mid-evening 


New 300  mg  tablet 
It’s  made  for  b.i.d. 


ForAdults-2tablets  provide  a full  24 hours  of  therapy...with  all  the  extra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day... proven  potency... 
1-2  days’  "extra”  activity  to  protect  against  relapse  or  secondary  infection. 


DECLOMYCIIV 

DEMETHYLCHLORTETRACYCLINE 
300 mg'  FILM  COATED  lABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill— 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Confra/nd/ca(/on— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning  — In  renal  impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 


allergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  {last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  Should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and 
75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

674  6—3836 
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cTWedical  Journals 
Covering  Studies 
and  Comments 
onVitaminC 

(Ascorbic  Acid', 

* Nutrition  Reviews,  Vol.  15-16,  pg.  185,  1957-5J 
* Nutrition  Reviews,  Vol.  4,  pg.  259-261,  194( 

* Archives  of  Pediatrics  by  W.  J.  McCormack,  Vol.  69,  pg.  151-153,  1951 

* Lancet,  J.  H.  Calder,  Vol.  1,  pg.  556,  196; 
* American  Journal  of  Clinical  Nutrition,  D.  S.  Kushner,  Vol.  4,  pg.  561,  195( 
American  Journal  of  Clinical  Nutrition,  M.  M.  Thompson,  et  al,  Vol.  7,  pg.  80,  195? 
* American  Journal  of  Digestive  Diseases,  A.  Borquinn,  Vol.  20,  pg.  75,  1951 

* Federation  Proceedings,  R.  D.  Gabovich,  et  al,  selected  translations  fron 
medical-related  science  Federation  of  American  Societies  for  Experiments 

Biology,  Jan.-June  23,  pg.  T451,  1964 

Roberts 


• ’roceedings  of  the  Society  for  Experimental  Biology  and  Medicine,  M.  B. 

Sulzberger,  et  al,  32,  716  1935 

' ^CTA  Physiologia  Scandinavia,  O.  Kinnumen,  Vol.  17-18,  pg.  261,  1949 

* American  Journal  of  Medical  Science,  J.  A.  Schoenburger,  et  al,  Vol.  225  pg. 

551,  1953 

■ /Ct’s  Get  Well,  Adelle  Davis,  pg.  69-70,  1965 

B ause  milk  is  a popular  beverage  for  old  and  young  alike,  we  now 
mude  120  milligrams  of  Vitamin  C in  every  quart  of  Roberts  2+  Daily-C 
-Fat  Milk,  Roberts  Vita-Mineral  Milk  and  Roberts  Vada-C  Fortified  Skim. 

v^amin  C not  only  enhances  nutritional  value,  but  also  improves  flavor 
-h)ugh  restoring  the  tantalizing  taste  of  raw  milk,  right  off  the  farm. 

Fit’s  why  we  say  Roberts  C Milk  is  flavor  enriched. 


DAIRY  COMPANY 


to  reduce  blood  pressure 


In  the  management  of  your  hypertensive  patients, 
Naturetin  is  good  therapy  to  start  with,  good  ther- 
apy to  stay  with. 

In  mild  hypertension,  Naturetin  lowers  blood 
pressure  gradually  toward  normotensive  levels. 
In  long-term  therapy,  Naturetin  may  keep  blood 
pressure  low— for  months,  sometimes  years.  When 
used  in  combination  with  other  antihypertensive 
agents,  blood  pressure  often  falls  further— and 
lower  doses  of  both  drugs  are  usually  possible. 
Clinical  trials  have  proven  Naturetin  effective— 
without  serious  side  effects.^-^  And,  when  used  to 
treat  patients  with  cardiac  edema  and  hyperten- 
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when  leadings 
indicate  hypertension 

Time  for 

Naturetin* 

SQUIBB  BENDROFLUMETHIAZIDE 


sion,  “in  no  instance  did  the  concentration  of 
serum  potassium  fall  below  3.1  mEq.  per  liter."^ 
(Normal  range  for  serum  potassium:  3. 5-5.0  mEq./ 
liter)  ^ 

When  readings  indicate  hypertension,  start  with 
Naturetin,  stay  with  Naturetin. 

Contraindications:  Severe  renal  impairment;  previous  hypersen- 
sitivity. 

Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric-coated 
potassium  salts  supplementally.  Stop  medication  if  abdominal 
pain,  distension,  nausea,  vomiting,  or  C.l.  bleeding  occur. 
Precautions:  The  dosage  of  ganglionic  blocking  agents,  veratrum, 
or  hydralazine  when  used  concomitantly  must  be  reduced  by 
at  least  50°/o  to  avoid  orthostatic  hypotension.  Electrolyte  dis- 
turbances are  possible  in  cirrhotic  or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause  increases  in  serum 
uric  acid,  unmask  diabetes,  increase  glycemia  and  glycosuria  in 
diabetic  patients  and  may  cause  hypochloremic  alkalosis,  hypo- 
kalemia; cramps,  pruritus,  paresthesias,  and  rashes  may  occur. 
Supplied:  Naturetin  (Squibb  Bendroflumethiazide)  5 mg.  and  2.5 
mg.  tablets.  Also  available-Naturetin  c K [Squibb  Bendroflume- 
thiazide (5  or  2.5  mg.)  with  Potassium  Chloride  (500  mg.)].  For 
full  information,  see  Product  Brief. 

References:  1.  Telfeyan,  S.  A.:  Clin.  Med.  70:1668,  1963.  2.  Shep- 
ard, H.  L. ; J.  Am.  Geriatrics  Soc.  11:363,  1963.  3.  Cummings,  D.  E.; 
Goodman,  R.  M.,  and  Steigmann,  F.:  J.  Am.  Geriatrics  Soc.  12:161, 
1964.  4.  Castleman,  B.,  ed.:  New  England  J.  Med.  268:1462,  1963. 


Squibb  Quality 

— the  Priceless  Ingredient 


Butazolidin^alka 

phenylbutazone  100  mg. 

dried  aluminum 

hydroxide  gel  100  mg. 

magnesium  trisilicale  150  mg. 

I homatropine 

I methylbromide  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That’s  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka — you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  bu-3804  p 


Geigy 
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Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln,  Nebraska. 


EQUIPMENT  FOR  SALE  — 100  mi  GE  X-ray 
unit,  good  condition.  Contact  F.  J.  Schwertley, 
M.D.,  614  Barker  Building,  Omaha,  Nebraska  68102. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 


INTERNIST  — For  5-man  department  in  busy 
and  steadily  growing  north  central  Kansas  13- 
member  multispecialty  group.  Partnership  after 
salary  for  two  years.  Board  eligible  or  certified. 
Write  Gelvin-Haughey  Clinic,  Concordia,  Kansas. 


USED  MEDICAL  AND  SURGICAL  EQUIPMENT 
— 100  milliamp  X-ray,  BMR  machine,  photrometer 
and  numerous  items  of  equipment  for  sale.  Contact 
R.  T.  Satterfield,  M.D.,  724  East  Jefferson  St.,  Mil- 
lard, Nebraska. 


WANTED  — Community  of  1,200  needs  a physi- 
cian. Will  remodel  present  facilities.  Only  15 
minutes  from  new  hospital.  Town  has  a 92-bed 
nursing  home.  Wonderful  recreation  area.  Contact 
Roger  Pentz,  D.D.S.,  Arapahoe,  Nebraska. 


EASTERN  WISCONSIN  CLINIC  — In  rapidly 
growing  community  of  40,000  desires  board-eligible 
or  certified  physicians  in  pediatrics,  obstetrics  and 
gynecology  and  internal  medicine.  Well-equipped 
clinic  and  excellent  hospital  facilities.  Lake  shore 
location  offers  ample  recreational  facilities.  Attrac- 
tive financial  plan  leading  to  early  full  partnership. 
Full  expenses  paid  for  applicants  invited  to  inter- 
view. Call  or  write:  F.  L.  Hildebrand,  M.D.,  River- 
side Clinic,  Menasha,  Wisconsin. 


FOR  RENT  — Doctor’s  quarters  in  fastest  grow- 
ing community  in  Oregon.  Write  Springfield  Phar- 
macy, 602  Main  Street,  Springfield,  Oregon. 


STUDENT  HEALTH  SERVICE  — Excellent  op- 
portunity for  Generalist  to  join  full  time  staff  of 
expanding  health  service.  Pleasant  university  town 
in  Rocky  Mountain  area.  Write  Box  66,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lincoln, 
Nebraska. 


GENERAL  PRACTITIONERS  — Needed  for  solo 
practice  in  Colorado  Springs,  Colorado,  in  rapidly 
growing  sections  of  the  city.  Favorable  situations 
for  staff  memberships  in  hospitals  exist.  For  other 
information  contact  Kenneth  E.  Gloss,  M.D.,  2808 
West  Colorado  Avenue,  Colorado  Springs,  Colo- 
rado 80904. 


RESIDENCIES  — In  Physical  Medicine  and  Re- 
habilitation offer  challenge  and  opportunity  in  a 
growing  field.  Comprehensive  training  utilizing 
Mayo  Clinic  facilities  and  faculty,  at  $3,600  to 
$10,000  stipend.  Attractive  community,  excellent 
school  system,  cultural  advantages.  Contact  Gordon 
M.  Martin,  M.D.,  Mayo  Graduate  School  of  Medicine, 
Rochester,  Minnesota  55901. 


RESIDENTS  IN  PSYCHIATRY  — OPENING  for 
July  1st,  1966  and  January  1st,  1967.  Stipend 
$11,400  for  physicians  just  completing  internship. 
Federal  stipend  available  to  physicians  with  4 
years  non-psychiatric  training  or  experience  follow- 
ing internship  amounting  to  $12,000  annually  with 
an  extra  $3600  tax  exemption.  Graduates  of  Amer- 
ican Schools  must  be  eligible  for  Iowa  licensure. 
Foreign  graduates  must  have  ECFWG  certificate. 
Hospital  has  450  in-patients,  large  out-patient  de- 
partment, children’s  unit  with  Board-certified  Child 
Psychiatrist.  Eclectic  program  with  emphasis  on 
community  and  existential  psychiatry.  Thirteen 
senior  staff  member's  including  ten  Board  certified. 
Numerous  consultants.  Authorized  for  12  residents. 
Affiliation  with  University  of  Iowa.  Enthusiastic 
and  dynamic  training  and  treatment  programs  that 
are  best  understood  by  a personal  visit.  Write  or 
call  collect:  W.  C.  Brinegar,  M.D.,  Superintendent 
or  John  Worthington,  M.D.,  Mental  Health  Institute, 
Cherokee,  Iowa. 
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New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  add— 
neutralizes  more  acid  faster  than  other  leading  antacids 


100- 

80- 

60- 

40. 

20 

0 


Rate  of  0.1  N hydrochloric  acid 
neutralization  at  pH  3.5  and 
37“  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


*HinkeI,  E.  T.,  Jr.  (New  York): 
Data  In  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 


Dosage:  Peptic  ulcer  or  gastritis -from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity-2 tablets  or  teaspoons  about  'h  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)  WlnGel,  trademark  reg.  U.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


Finally  — a taste  your  patients  will  truly  like 
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SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanismsT 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body. ”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


‘‘Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity. ”4 
‘‘[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. 

‘‘.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. ”i 

“In  short,  treatment  is  indicated.”! 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels.'' 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. 14 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  FI.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


R AUTR  AX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


r 


greater  potency 

lower  mg  intake  per  day 

600  mg  versus  1.000  mg 


in  G.U.  infections 
broad-spectrum  performance 


DECIX)M\CIIV 

DEMErmXCHLOKrETRACVCLlNE 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and 
others  — in  the  young  and  aged  — the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive. 


1-2  “extra"  days’ activity 

after  the  last  dose  to  protect  against  relapse 


Contraindication  — History  of  hypersensitivity  to  demethylchlortetracycline. 
Warning— \n  renal  impairment,  usual  doses  may  lead  to  excessive  systemic 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  produce  an  exagger- 
ated sunburn  reaction  which  may  range  from  erythema  to  severe  skin  manifes- 
tations. In  a smaller  proportion,  photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects- Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  devel- 
opment (last  trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed  in  short  treatment 
courses.  In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 


one  300  mg  Tablet 
mid-morning 


9 12  hours  o 

— between  — ^ 
0 doses  0 


one  300  mg  Tablet 
mid-evening 


Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 
hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  de- 
methylchlortetracycline HCI. 


It’s  made  for  b.i.d 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMIO  COMPANY,  Pearl  River,  Nev*  York  < 
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The  human  spine  is  not  engineered  fi 
prolonged  sitting  at  desks,  pianos,  typ 
writers  and  drafting  boards.  The  stressf 
set  up  by  the  heavy,  forward-tilted  hec 
and  trunk,  balanced  precariously  on  c 
insufficient  base,  result  in  strain  of  ti 
dorsal  musculature,  particularly  at  ti 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  am 
gesic  properties  of  ‘Soma’  make  it  esp 
dally  useful  in  the  treatment  of  low  bac 
sprains  and  strains.  ‘Soma’  is  wide 
prescribed  □ to  relieve  pain  □ to  rek 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management 
muscle  spasm,  pain,  and  stiffness  in  a variety 
inflammatory,  traumatic,  and  degenerative  muse 
loskeletal  conditions.  It  also  may  act  to  normal! 
motor  activity  in  certain  neurologic  disturbance 

Contraindications:  Allergic  or  idiosyncratic  rea 
tions  to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervoi 
system  depressants,  should  be  used  with  cauti: 
in  patients  with  known  propensity  for  taking  e 
cessive  quantities  of  drugs  and  in  patients  wi 
known  sensitivity  to  compounds  of  similar  chen 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  ai 
frequency  is  sleepiness,  usually  on  higher  th; 
recommended  doses.  An  occasional  patient  m. 
not  tolerate  carisoprodol  because  of  an  individu 
reaction,  such  as  a sensation  of  weakness.  0th 
rarely  observed  reactions  have  included  dizzines 
ataxia,  tremor,  agitation,  irritability,  headache,  i 
crease  in  eosinophil  count,  flushing  of  face,  ar 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuk 
penia,  occurring  when  carisoprodol  was  admi 
istered  with  other  drugs,  has  been  reported,  as 
an  instance  of  fixed  drug  eruption  with  carisoprod 
and  subsequent  cross  reaction  to  meprobamat 
Rare  allergic  reactions,  usually  mild,  have  includr 
one  case  each  of  anaphylactoid  reaction  with  mi 
shock  and  angioneurotic  edema  with  respirato 
difficulty,  both  reversed  with  appropriate  therap 
In  cases  of  allergic  or  hypersensitivity  reaction 
carisoprodol  should  be  discontinued  and  appropi 
ate  therapy  initiated.  Suicidal  attempts  may  pr 
duce  coma  and/or  mild  shock  and  respirato 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tabi 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  table 
and  250  mg.  orange,  two-piece  capsules. 
Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strain! 


(carisoprodol: 


Wallace  Laboratories,  Cranbury,^NJ 


Frankly,  most  antihyper- 
tensives are  pretty  good  if 
you  give  an  adequate  dose. 
I’m  looking  for  one  with  a 
simple  regimen  so  that  mix- 
ups  in  doses  and  therefore 
the  chance  of  side  effects 
are  minimized. 


Regroton" 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  efiects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris. anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Availabiiity:  Bottles  of  100  and  1000  tablets. 

Geigy 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  1701  South  17th  Street 
Phone  432- 1 246  Phone  423-2329 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 


Current  Comment 


Nebraska’s  Centennial  Health  Fair — 

August  will  bring  additional  mailings  to 
school  principals,  superintendents,  and  sci- 
ence teachers  throughout  Nebraska  remind- 
ing them  of  the  dates  for  the  Nebraska  Cen- 
tennial Health  Fair  — April  29,  1967  through 
May  5,  1967  — and  also  suggesting  that 
plans  be  made  to  bring  junior  and  high  school 
students  to  Lincoln  during  the  above  dates 
so  that  they  may  take  advantage  of  the 
$250,000  educational  fair  being  planned  for 
their  benefit  by  the  doctors,  dentists,  phar- 
macists, veterinarians,  and  paramedical 
groups  in  Nebraska.  Inquiries  are  already 
coming  in  from  educators  and  physicians  in 
adjacent  states  according  to  Leonard  Peter- 
son, Executive  Secretary  for  the  Fair. 

Doctor  E.  D.  Zeman,  Lincoln,  Chairman  of 
the  Health  Fair,  reports  that  a Committee 
on  Housing  has  been  established  to  arrange 
for  reasonable  overnight  accommodations  for 
students  coming  from  distances  great  enough 

(Continued  on  page  14-A) 
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li  IN  earn  irm  M 
iDio  warlH  daNc  Mios... 


You  see,  a woman  simply  has  no  defense  against 
Ultreer  Elastic  Stockings.  They  look  like  lovely  support 
stockings.  They  feel  like  lovely  support  stockings. 
They're  that  sheer,  and  shapely  and  comfortable. 

But  that's  where  the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg.  Gives  true 
therapeutic  compression  necessary  to  relieve  varicose 
veins  and  other  leg  disorders.  Each  pair  provides  the 
therapy  you  prescribe.  And  at  such  a low  price,  a woman 
can  afford  two  pairs  of  Ultreer  as  easily  as  she  can 
afford  one  pair  of  ordinary  elastic  hosiery. 

Ultreer.  What  a stocking. 


KenoALLgi^ 
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chronic 

illness 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  cpiantitics  of  vitamins  B and  C,  are  fonnnlated  to  meet  the 
increased  metabolic  demands  of  patients  with  ph\  siologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  By  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


628-6  — 3614 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


idications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
ositive  organisms. 

Ide  effects;  Mainly  mild,  transient  gastrointestinal  disturbances:  in 
iccasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
osinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
ghts,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
isual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions, 
larked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
irief  convulsions  in  a few  patients. 

recautlons:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
ble  during  prolonged  treatment.  Pending  further  experience,  like  most 
hemotherapeutic  agents,  this  drug  should  not  be  given  in  the  first  trimester 
if  pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
evere  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
'ccurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
Innecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
Isaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
pr  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
areful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

/hen  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
eagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
nise-positive  reaction. 

osage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  SOO  mg.  lour  times 
ally)  for  one  to  two  weeks.  Thereafter,  If  prolonged  freatment  is  Indicafed, 
ie  dosage  may  be  reduced  to  two  Gm.  daily.  Children  may  be  given 
pproximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
ivided  doses.  The  dosage  recommended  above  for  adults  and  children 
hould  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
hysician.  Until  further  experience  is  gained,  infants  under  1 month 
hould  not  be  treated  with  the  drug. 

low  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
liently  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
ottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

teferences;  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
equest.  (2)  Bush,  I.  M,,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
xntimicrobial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
(Society  for  Microbiology,  1965,  p.  722. 


mfinHfrop 

Vinthrop  Laboratories,  New  York,  N.  Y.  10016 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 

iMegGnam 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.^ 


=t=As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


Nebraska’s  Centennial  Health  Fair — 

(Continued  from  page  10-A) 
to  prevent  their  returning  home  on  the  same 
day  that  they  come  to  Lincoln. 

Anyone  wanting  additional  information 
may  secure  it  by  writing  to  Mr.  Peterson, 
Nebraska  Centennial  Health  Fair  Headquar- 
ters, Sharp  Building,  Lincoln,  Nebraska. 


“Doctors  . . . Get  Into  Politics!!” — 

Doctor  Charles  L.  Hudson  of  Cleveland, 
Ohio,  the  newly-installed  President  of  the 
American  Medical  Association,  urges  doctors 
to  take  an  active  interest  in  politics. 

In  a recent  speech  in  Chicago  he  said, 
“I  subscribe  to  the  idea  of  encouraging  the 
bright  young  minds  that  come  into  our  pro- 
fession to  take  more  interest  in  politics 
than  physicians  have  in  the  past.  Politics 
deals  with  people  and  so  does  medicine.  Doc- 
tors should  take  an  active  interest  in  politics 
not  just  to  fight  Medicare  but  to  tackle  prob- 
lems of  all  natures.” 


“I  don’t  understand  the  doctor  . . . not  a 
word  about  how  well  I look  this  morning!” 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration : One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60^ tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans.  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965-  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo« 
Alto.  Calif.,  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond.  D.  0.:  Ibid.  6.  Rice-Wray,  £.. 
Goidzieher,  J.  W..  and  Aranda • Rosell,  A.;  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses, 
L.  E..  and  Ellis.  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers.  R.  0.:  GP  29:88  (Jan.)  1964.  9.  Tyler.  E.  T.; 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
ti nez-Manautou,  J.,  and  Maqueo-Topete,  M .:  Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11-  Flowers.  C.  E..  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAM  A 
194:462  (Oct.  25)  1965.  H.  Flowers.  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt.  R.  !.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland.  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception.  Palo 
Alto.  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norethindrone — an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC  .PALO  ALTO.  CALIF 


for  multiple  contraceptive  action 


brand  of 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
still  package  circular. 

WALLACE  LABORATORIES 
\kfsCranbury,  N.J.  cm.jom 


Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  tbe  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Va  lb.  jars. 


Ointment  0.1%  ancd  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


NUMBERS  AND  NONSENSE 

It  is  interesting  to  know  how  much  there 
is  of  everything;  how  many  doctors  there 
are,  how  many  medical  schools,  hospitals, 
and,  as  they  say,  things  like  that.  This 
is  not  as  easy  as  it  sounds.  It  has  been 
far  from  easy  to  unearth  the  numbers  we 
are  about  to  show  you.  When  you  say  doc- 
tor, do  you  mean  M.D.  or  others  who  call 
themselves  doctor?  Numbers  supplied  by 
different  sources  are  entirely  different  be- 
cause of  this  distinction.  When  you  look 
figures  up  in  1966,  you  are  inevitably  driven 
to  a 1965  book  that  usually  has  1964  tables, 
sometimes  with  some  1963  values  as  well. 
What  is  meant  by  the  United  States  is  not 
at  all  simple  or  clear.  There  is  the  conti- 
nental U.S.,  of  course,  and  then  there  are 
the  48  state  and  the  50  state  statistics. 
As  for  what  a hospital  is,  here  we  run  into 
a great  morass  of  difficulty.  Some  are  vol- 
untary, nonprofit ; some  are  governmental 
(here  we  have  federal  and  state  and  of 
course,  county  and  city)  ; some  are  church 
affiliated,  and  so  on.  Some  are  accredited 
and  some  are  not,  and  tables  differ.  Some 
might  be  called  hospitals  by  one  and  not  by 
another.  There  is  a vast  difference  between 
a large  research  center  and  what  may  look 
more  like  a convalescent  home.  As  for  doc- 
tors themselves,  some  are  actively  practic- 
ing while  others  are  not.  Some  are  retired 
or  semiretired ; some  are  engaged  in  ad- 
ministrational  work,  some  in  research,  and 
some  in  full-time  teaching.  Some  are  AMA 
members  and  some  are  not.  So  lists  and 
tables  and  figures  supplied  by  various 
sources  (and  some  of  these  have  a point  of 
view  to  maintain  while  others  may  not) 
must  be  looked  at  and  compared  very  care- 
fully, or  comparisons  become  quite  meaning- 
less. Well,  here  are  some  figures  our  faith- 
ful readers  might  like  to  look  at,  telling  us 
about  doctors,  hospitals,  operations,  m.edical 
schools,  and  other  strange  categories.  For 
instance,  did  you  know  that  there  are  1,234 
(what  a wonderful  number)  doctors  in  the 
United  States  whose  addresses  are  un- 
known ? 


Table  1 

PHYSICIANS  IN  THE  UNITED  STATES 


In  private  practice  64.1% 

Full-time  teaching,  academic, 

research  activity  30.7% 

Retired  3.9% 

Not  in  practice 1.3% 


Table  2 

FULL-TIME  FACULTY  IN  U.  S. 
MEDICAL  SCHOOLS 


1951 3,933 

1965  15,514 


Table  3 

U.  S.  PHYSICIANS 

Practicing  225,000 

In  private  practice  180,752 

Not  in  private  practice 110,102 

Address  unknown  1,234 

Total  292,088 


Table  4 

NEBRASKA  DOCTORS 


In  private  practice  1,205 

Faculty,  administration, 

research,  laboratory  260 

Retired  and  semi-retired 125 

Total  1,590 

In  addition,  inteims  and  residents 150 


Table  5 

STATISTICS  FOR  NEBRASKA  AND  FOR 
THE  UNITED  STATES 


U.  S. 

Nebraska 

Medical  schools 

88 

2 

Medical  students 

32,000 

650 

Population 

198,000,000 

1,520,000 

Doctors 

292,088 

1,590 

Practicing  doctors- 

225,000 

1,205 

Hospitals 

8,237 

133 

Street  and  highway 

figures  for  1965: 

injuries 

4,100,00 

15,042 

deaths 

48,500 

385 

We  had  many  more  figures,  for  different 
things  and  for  different  years,  but  these 
are  enough  to  think  about.  The  number  of 
operations  done  each  year  is  ten  million 
or  fifteen  million,  depending  on  what  source 
you  use;  it  was  only  recently  set  at  eight 
million,  and  12  million  is  about  right;  10% 
of  these  are  tonsillectomies.  The  number  of 
people  per  doctor  in  the  United  States  has 
been  put  at  681,  at  683,  and  at  700  and  at 
760.  And  we  will  end  by  pointing  out  to 
anyone  who  is  interested  that  U.  S.  hospitals 
had  training  posts  for  13,500  interns  this 
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spring,  but  only  7,500  were  available  from 
the  nation’s  medical  schools.  Statistics  sup- 
poi*t  statisticians,  they  say,  and  while  round 
numbers  are  always  false,  there’s  luck  in  odd 
numbers,  but  the  song  encourages  us  to  shout 
out  our  numbers,  so  we  did. 

— F.C. 

WE'VE  BEEN  TALKING  TO 
OURSELVES 

The  world  may  be  divided  into  any  num- 
ber and  kinds  of  groups  you  want.  For 
our  purpose,  it  consists  of  doctors  and  non- 
doctors. Now  doctors  read  newspapers  and 
magazines,  and  so  do  lajmen.  Doctors  read 
medical  journals,  but  laymen  do  not.  And 
there’s  the  trouble.  For  undeserved  criti- 
cism appears  too  often  in  newspapers  and 
magazines.  It  influences  laymen  and  it 
harms  and  irritates  physicians.  So  we 
usually  reply  where  we  can,  in  medical 
journals,  which  the  layman  never  sees. 

Who  reads  medical  journals?  We  do. 
Who  listens  to  AM  A presidents?  We  do. 
Who  knows  the  folly  of  our  recent  legis- 
lation? We  do.  But  we’ve  been  talking  to 
ourselves. 

Perhaps  if  we  owned  newspapers  and  non- 
medical magazines;  but  we  don’t.  Or  if  we 
had  radio  or  television;  we  tried  TV  once 
and  didn’t  even  get  on.  From  here,  we  can 
think  of  only  three  things.  Renounce 
apathy;  be  informed.  Talk  to  nondoctors 
whenever  you  can.  And  join  AMP  AC.  A 
patient  of  Dr.  Moran’s*  said:  “Give  us  the 
tools,  and  we  will  do  the  job.’’ 

Give  AMPAC  the  tools;  they  know  what 
to  do.  Talking  to  ourselves  won’t  help. 

Join  AMPAC. 

—F.C. 

* — Churchill,  of  course. 

THE  JUNE  1966  MEETING  OF  THE 
HOUSE  OF  DELEGATES 

Registration  at  the  recent  AMA  meeting 
in  Chicago  reached  a total  of  35,506,  made 
up  of  12,445  physicians  and  23,061  guests. 

Medical  conventions  are  divided  into  scien- 


tific sessions  and  House  of  Delegates  meet- 
ings. The  House: 

Considered:  Medicare  and  Title  19. 

Recommended:  direct  billing;  but  free- 
dom of  choice  exists. 

Discussed:  medical  ethics,  discrimina- 

tion, and  health  manpower. 

Approved:  AMA  annual  dues  increase, 
from  $45  to  $70. 

Inaugurated:  Dr.  Charles  Hudson  as 

President. 

Named:  Dr.  Milford  Rouse  President- 

elect. 

Gave:  the  1966  Distinguished  Service 
Award  to  Dr.  Warren  Cole. 

Awarded:  the  Layman’s  Citation  for 

Disting-uished  Service  to  Danny 
Thomas. 

—F.C. 

MUIR  HOUSE 

Our  cover  picture  this  month  shows  the 
home  of  Robert  Valentine  Muir,  who  was 
born  in  Scotland,  came  to  this  country  in 
1835,  and  moved  to  Nebraska  in  1856.  Mr. 
iVIuir  operated  a sawmill,  a flour  business, 
a ferry,  a real  estate  business,  and  a publish- 
ing company,  and  w’as  actively  engaged  in 
politics.  The  house  was  completed  in  1870; 
it  was  built  of  native  brick,  with  paneling 
of  birdseye  maple,  black  walnut,  and  butter- 
nut. Muir  House  was  one  of  the  finest 
homes  in  the  state;  it  has  been  restored  by 
IMrs.  Harold  D.  LeMar. 

—F.C. 


Infusion  of  Dextrose  Solution  in  Cardiogenic 
Shock  — P.  G.  F.  Nixon,  H.  Ikram,  and 
S.  Morton  (Charing  Cross  Hosp,  London). 
Lancet  1:1077-1079  (May  14)  1966. 

In  each  of  three  cases  of  acute  cardiac  in- 
farction with  the  syndrome  of  pallor,  hypo- 
tension, disturbance  of  consciousness,  in- 
tense peripheral  vasoconstriction,  and  anuria, 
the  patients  recovered  after  infusion  of  5% 
dextrose  solution.  This  method,  though 
seemingly  promising,  should  be  applied  only 
where  close  medical  and  nursing  supervision 
and  biochemical  analyses  are  feasible. 
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ARTICLES 


Prospect  For  Tuberculosis  Eradication 
In  Omaha,  Nebraska* 


Introduction 

IN  recent  years,  considerable 
success  has  been  achieved  in 
the  reduction  of  tuberculosis 
in  this  country.  As  a cause  of  death,  tuber- 
culosis has  fallen  from  its  leading  position 
in  1900  to  its  present  rank  of  18th.  Between 
1950  and  1961,  the  tuberculosis  death  rate 
dropped  76  per  cent  from  22.5  to  5.4  per 
100,000  population.  New  active  tubercu- 
losis cases  declined  at  an  average  of  5 per 
cent  per  year  from  1953  to  1962.  These 
spectacular  reductions  have  necessarily  come 
about  as  a result  of  many  different  forces 
including  improved  medical  knowledge  and 
application,  better  and  more  extensive  case 
finding  methods,  new  therapeutic  proce- 
dures and  agents,  improved  housing  condi- 
tions, purification  of  food  and  drink,  and 
most  of  all,  a more  alert  and  knowledge- 
able public. 

Yet  continuing  progress  in  the  elimination 
of  tuberculosis  constitutes  a major  chal- 
lenge to  the  health  profession.  Over  50,000 
cases  of  new  active  disease  and  about  8,000 
deaths  are  still  being  reported  each  year  in 
the  United  States.  For  the  first  time  since 
tuberculosis  began  its  sharp  decline,  an  in- 
crease in  the  number  of  new  active  cases 
reported  nationally  was  registered  in  1963. 
An  even  more  alarming  statistic  in  the  fight 
to  eliminate  tuberculosis  from  the  youth  of 
this  country  is  the  23.5  per  cent  increase  in 
1962  over  1961  in  the  new  active  cases  of 
this  disease  in  the  under  15  year  old  age 
group  and,  in  the  same  group,  an  average 
annual  increase  of  6.1  per  cent  in  the  five- 
year  period  of  1958  through  1962.  This  in- 
crease is  at  least  in  part  due  to  improved  re- 
porting practices.  Yet  cases  in  the  younger 
age  groups  are  generally  considered  most 
readily  prevented.  The  percentage  of  the 
total  reported  cases  occurring  in  these  groups 
may  be  considered  an  index  of  success  in 
tuberculosis  prevention.  This  percentage  for 
persons  under  25  was  greater  in  1962  (20 
per  cent)  than  in  any  of  the  previous  nine 
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years.  These  facts  indicate  that  much  still 
has  to  be  done  in  furthering  the  goals  of 
tuberculosis  prevention.  ^ 

In  this  paper,  data  are  presented  defining 
epidemiologically  the  status  of  tuberculosis 
in  Nebraska  and  in  Douglas  County.  Pres- 
ent methods  of  tuberculosis  prevention  and 
control  in  metropolitan  Omaha  are  reviewed. 
The  results  indicate  that  there  is  a distinct 
concentration  of  new  active  cases  of  tuber- 
culosis in  the  large  urban  areas  of  the  state 
with  a high  incidence  in  the  lower  socio- 
economic segments  of  the  population.  Pres- 
ent methods  of  tuberculosis  control  fail  to 
reach  these  segments  effectively.  In  view 
of  these  findings,  the  tuberculosis  control 
program  should  be  intensified  and  reoriented 
toward  the  high  risk  groups.  The  basic 
elements  of  such  a program  have  been  out- 
lined, and  their  establishment  should  prove 
a highly  effective  means  of  advancing  the 
cause  of  tuberculosis  eradication  in  Nebras- 
ka. 

Methods 

National  tuberculosis  morbidity  and  mor- 
tality data  have  been  obtained  from  recent 
publications  of  the  Communicable  Disease 

♦From  the  Omaha-Douglas  County  Health  Department, 
Omaha.  Nebraska,  and  the  Communicable  Disease  Center, 
Public  Health  Service,  U.S.  Department  of  Health,  Education, 
and  Welfare,  Kansas  City,  Kansas. 
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Center,  United  States  Public  Health  Serv- 
ice and  the  National  Tuberculosis  Associa- 
tiond-^  The  annual  reports  of  the  Division 
of  Tuberculosis  Survey,  Department  of 
Health,  State  of  Nebraska,  and  the  Prevent- 
able Disease  Control  Division  of  the  Omaha- 
Douglas  County  Health  Department  have 


been  the  source  of  epidemiologic  information 
on  a state  and  local  level. 

The  socioeconomic  classification  of  the 
census  tracts  of  Omaha  was  provided  by  the 
Statistics  Branch  of  the  Communicable  Dis- 
ease Center,  Atlanta,  Georgia,  and  was  de- 


Table  1 

ANNUAL  TUBERCULOSIS  MORBIDITY  AND  MORTALITY 
NEW  ACTIVE  CASES 
Per  100,000  Population  (1954-1963) 

DOUGLAS  COUNTY  NEBRASKA  UNITED  STATES 


Year 

New 

No. 

Cases 

Rate 

Deaths 
No.  Rate 

New 

No. 

Cases 

Rate 

Deaths 
No.  Rate 

New  Cases 
No.  Rate 

Deaths 
No.  Rate 

1954 

Ill 

37.6 

22 

7.3 

244 

17.7 

53 

4.1 

79,775  49.3 

16,392 

10.2 

1955 

_ _ 138 

45.1 

28 

9.2 

289 

20.8 

55 

4.3 

77,368  46.9 

14,940 

9.1 

1956 

78 

25.1 

21 

6.7 

241 

16.6 

54 

4.0 

69,895  41.6 

14,061 

8.4 

1957 

84 

26.3 

34 

10.7 

210 

14.6 

74 

5.1 

67,149  39.2 

13,324 

7.8 

1958 

68 

21.1 

13 

4.0 

203 

14.2 

34 

2.4 

63,534  36.5 

12,361 

7.1 

1959 

56 

17.1 

18 

5.5 

131 

8.3 

28 

2.0 

57,535  32.5 

11,456 

6.5 

1960 

92 

26.7 

12 

3.5 

198 

14.0 

26 

1.8 

55,494  30.8 

10,866 

6.0 

1961 

92 

26.2 

13 

3.7 

176 

12.6 

32 

2.3 

53,726  29.4 

9,938 

5.4 

1962 

73 

20.4 

13 

3.6 

160 

11.4 

23 

1.6 

53,315  28.7 

9,506 

5.1 

1963 

80 

22.0 

9 

2.4 

144 

10.3 

48 

3.5 

54,042  28.7 

— 
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termined  from  1960  U.S.  Census  data.  Popu- 
lation figures  utilized  in  preparing  this  re- 
port were  taken  directly  from  the  1960 
U.S.  Census.  Data  on  socio-economic  and 
environmental  factors  were  taken  from  a 
report  by  the  Social  Planning  Unit  of  the 
United  Community  Services  of  Omaha  on 
Social  Problems,  Disease  and  Substand-ard 
Housing. 

The  staff  of  the  Omaha-Douglas  County 
Health  Department  provided  information  on 
existing  programs  for  tuberculosis  control. 

Results 

Tuberculosis  Morbidity  and  Mortality: 
Annual  tuberculosis  morbidity  and  mortality 
rates,  comparing  national  statistics  with 
those  of  Nebraska  and  of  Douglas  County, 
are  recorded  in  Table  1.  Throughout  the 
decade  of  1954  through  1963,  the  new  active 


tuberculosis  morbidity  rate  has  declined  both 
nationally  and  locally  (Figure  1).  Since 
1956,  the  rate  of  new  active  cases  in  Omaha 
has  not  changed  significantly.  During  the 
same  decade,  mortality  rates  have  declined, 
but  exhibit  a wide  fluctuation  from  year  to 
year  (Figure  2). 

Distnbution  of  Cases  in  Nebraska:  The 

rates  of  new  active  cases  of  tuberculosis  in 
Nebraska  by  counties  are  registered  for  the 
decade  1954-1963  in  Figure  3.  Douglas 
County,  the  state’s  largest  population  center 
(Omaha),  represents  24  per  cent  of  the 
state’s  population  but  46  per  cent  of  the 
state’s  new  active  cases  of  tuberculosis.  The 
next  largest  concentration  of  cases  is  in  Lan- 
caster County  (Lincoln),  Nebraska’s  second 
largest  population  center.  The  third  rank- 
ing county  in  the  number  of  new  active  cases 
is  Thurston,  the  location  of  the  Winnebago 
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Indian  Reservation.  Its  117  cases  among  a 
population  of  slightly  over  7,000  establishes 
an  average  annual  rate  of  162  per  100,000, 
by  far  the  highest  new  case  rate  in  the  state. 
Scotts  Bluff  County  with  58  cases  ranks 
fourth  in  total  number  of  new  active  cases  for 
the  ten-year  period.  These  four  counties  with 
38  per  cent  of  the  state’s  population  reported 
1,276  or  64  per  cent  of  the  1,996  new  active 
cases  during  the  period.  Although  the  coun- 
ties of  Arthur,  Box  Butte,  Cheyenne,  Dakota, 
Knox,  Richardson,  and  Sheridan  have  annual 
new  case  rates  of  over  15  per  100,000  popu- 
lation, the  relatively  high  rates  are  more  a 
reflection  of  their  sparse  population  than  of 
an  abundance  of  new  active  cases.  Only  sev- 
en per  cent  of  the  new  active  cases  in  the 
state  reported  for  the  decade  originated  in 
these  counties,  and  the  remaining  29  per 
cent  of  cases  are  scattered  widely  through- 
out predominantly  rural  counties  of  the 
state. 

Distribution  of  Cases  in  Omaha  and  Gen- 
eral Socioeconomic  Correlation:  The  distri- 
bution of  new  active  cases  of  tuberculosis  in 


Omaha  is  presented  for  the  four-year  period 
1960  through  1963  in  Figure  4.  There  is  a 
definite  concentration  of  cases  in  and  around 
the  downtown  business  district,  in  the  near 
northside,  and  South  Omaha.  These  districts 
correspond,  in  general,  to  the  lower  socio- 
economic areas  of  the  city  (Figure  4).  The 
average  annual  new  case  rate  in  the  busi- 
ness district  is  386.6  per  100,000  population, 
15  times  higher  than  the  rate  of  the  entire 
city  (Table  2).  The  residents  of  the  busi- 
ness district  represent  the  extreme  lower 
socioeconomic  segment  of  the  population  of 
Omaha.  Exclusive  of  the  business  district, 
the  rate  of  tuberculosis  in  other  lower  socio- 
economic areas  of  the  city  is  six  times  higher 
than  the  upper  socioeconomic  areas.  These 
findings  indicate  that  new  active  cases  of 
tuberculosis  occurring  during  the  period 
heavily  concentrated  in  the  lower  socio- 
economic classes. 

Correlation  of  Specific  Socioeconomic  and 
Environmental  Factors  in  Omaha:  A quar- 
tile  distribution  of  census  tracts  has  been 
made  for  specific  socioeconomic  and  environ- 
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mental  factors  (Table  3).  The  downtown 
business  district,  discussed  above,  has  been 
excluded  from  this  analysis.  Areas  with  un- 
favorable socioeconomic  conditions  (repre- 
sented by  the  first  quartile  distribution  for 
the  rate  of  unemployment,  welfare  cases,  and 
persons  over  65  years  of  age)  have  rates  of 
tuberculosis  significantly  higher  than  areas 
with  favorable  conditions  (represented  by 
the  fourth  quartile  distribution  for  these  fac- 
tors). Likewise,  areas  with  adverse  environ- 
mental conditions  (represented  by  the  first 
quartile  distribution  of  the  four  environ- 
mental factors)  have  case  rates  four  to  six 
times  higher  than  areas  with  favorable  en- 
vironmental conditions  (represented  by  the 
fourth  quartile  distribution).  Therefore, 
new  cases  of  tuberculosis  are  concentrated 
in  that  segment  of  the  population  existing 
in  unfavorable  environmental  conditions  and 
suffering  from  unemployment  and  poverty. 

Age,  Sex,  and  Race  Distribution  in  Doug- 
las County:  From  1960  through  1963  the 

highest  incidence  of  tuberculosis  in  Omaha 
and  the  remainder  of  Douglas  County,  Ne- 
braska, was  in  middle-aged  adults  35  to  64 
years  of  age  (Table  4).  High  rates  were 


also  present  in  the  over  65  age  group.  The 
incidence  among  males  was  over  four  times 
greater  than  among  females;  among  non- 
whites, over  three  times  greater  than  among 
whites.  The  age  distribution  for  the  two 
sexes  differed  in  that  the  highest  incidence 
for  males  occurred  in  the  middle-aged  adults, 
45  to  64  years  of  age;  for  females,  in  the 
young  adults,  25  to  44  years  of  age. 

Existing  Programs  for  the  Control  of 
Tuberculosis  in  Omaha:  At  the  present 

time,  programs  for  the  detection  and  control 


Table  2 

NEW  ACTIVE  TUBERCULOSIS  CASES 
BY  SOCIOECONOMIC  AREAS  OF 


METROPOLITAN  OMAHA 
1960-196.3 

Avp.  Annual 
Rate  per 

Area  Cases  Population  100,000 

Upper  23  95,173  6.0 

Middle  106  148,474  17.8 

Lower  107  74,871  35.7 

Business 

District 90  5,820  386.6 

Total 326*  324,388**  25.1 


*Plotted,  326  ; Address  unknown,  2 ; Out  of  area,  -6  ; 
Total,  337. 

•♦According  to  1960  Census  of  all  tracts  in  Douglas 
County  except  72,  73,  74,  and  75  predominantly 

rural. 


NEW  ACTIVE  CASES  OF  TUBERCULOSIS  IN  OMAHA 
BY  CENSUS  TRACT,  1960-1963 


I I Upper 
Middle 
Lower 

■■  Central  Business  District 


ECONOMIC  AREA 
CLASSIFICATION 


Figure  4 
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of  tuberculosis  in  Omaha  depend  upon  the 
following:  (1)  the  private  practitioner  of 
medicine,  (2)  the  dispensaries  of  the  two 
medical  schools,  (3)  the  Omaha  - Douglas 
County  Health  Department,  and  (4)  the  Ne- 
braska Tuberculosis  Association  (NTA). 

The  private  physicians  and  the  medical 
dispensaries  provide  diagnostic,  therapeutic, 
and  follow-up  services  for  all  active  cases  of 
tuberculosis.  In  addition,  all  routine  tuber- 
culin skin  testing  for  the  detection  of  active 
cases  of  tuberculosis  is  presently  being  con- 
ducted on  a voluntary  basis  in  the  offices 
of  private  phj'sicians,  in  the  dispensaries  of 
the  two  medical  schools,  and  in  the  Child 
Health  Conferences  of  the  Health  Depart- 
ment. A 1964  survey  of  slightly  over  2,000 
children  entering  parochial  and  District  66 
schools  in  Douglas  County  indicates  that  in 
the  preschool  physical  examination  program, 
30  per  cent  of  the  children  received  routine 
tuberculin  tests.  In  a similar  program  in- 
volving about  2,000  junior  and  senior  high 
school  students,  about  15  per  cent  were  tu- 
berculin tested. 

The  Omaha-Douglas  County  Health  De- 
partment participates  in  the  tuberculosis 
control  effort  through  the  Child  Health  Con- 
ferences, the  tuberculosis  registry,  epidemio- 
logic investigation  and  skin  testing,  patient 
visits,  and  enforcement  of  legal  statutes  re- 
lating to  the  hospitalization  of  active  cases. 
All  children  attending  the  Child  Health  Con- 
ferences are  tuberculin  tested  annually.  Dur- 
ing 1964,  1,167  tuberculin  tests  were  given 
and  two  positive  tests  obtained.  The  tuber- 
culosis registry  maintains  close  surveillance 
of  active  and  previously  active  cases  of  tu- 
berculosis to  insure  that  these  individuals 
receive  continuous  medical  supervision.  All 
active  cases  of  pulmonary  tuberculosis  re- 
ported to  the  Health  Department  are  placed 
on  the  registry  and  followed  for  five  years 
after  the  disease  becomes  inactive.  Positive 
skin  test  reactors  with  no  evidence  of  active 
or  previously  active  disease  are  not  regis- 
tered. Close  contacts  of  active  cases  of  pul- 
monary tuberculosis  are  not  placed  on  the 
registry  but  are  referred  to  the  Visiting 
Nurse  Association  (VNA).  During  1964, 
the  VNA  made  2,225  patient  visits  relating 
to  tuberculosis  control.  Sixty-two  per  cent 
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of  these  visits  were  to  tuberculosis  cases  and 
38  per  cent  to  contacts  or  suspect  cases.  All 
individuals  who  have  had  close  contact  with 
an  infectious  case  of  the  disease  for  two 
months  or  more  are  followed  by  the  VNA 
for  two  years  and  encouraged  to  receive 
regular  diagnostic  procedures  for  the  early 
detection  of  tuberculosis.  The  Preventable 
Disease  Division  of  the  Health  Department 
also  participates  in  more  extensive  skin  test- 
ing programs  involving  more  casual  con- 
tacts of  infectious  cases.  Patients  with  ac- 
tive infectious  tuberculosis  who  ignorantly 
or  willfully  refuse  to  remain  under  medical 
care  undermine  these  control  efforts.  The 
Health  Director  has  been  provided  legal  pow- 
er to  enforce  compulsory  hospitalization  of 
such  individuals  under  a state  statute  enact- 
ed in  the  1963  legislature. 

The  final  areas  of  organized  programing 
for  tuberculosis  control  are  under  the  guid- 
ance of  the  NTA.  Together  with  the  state 
and  local  health  departments,  the  NTA  spon- 
sors the  mobile  chest  X-ray  unit.  During 
the  past  five  years,  7.3  per  cent  of  new  active 
tuberculosis  cases  in  Omaha  were  first  de- 
tected by  the  mobile  unit.  In  1963,  25,540 
X-ray  examinations  of  the  chest  performed 
by  the  mobile  unit  in  Omaha  led  to  the  diag- 
nosis of  seven  new  active  cases  from  the  gen- 
eral public.  The  yield  in  this  effort  was 
0.027  per  cent.  During  the  same  12  months, 
2,444  films  were  taken  at  the  Douglas  Coun- 
ty Jail,  and  11  new  active  cases  were  de- 
tected for  a yield  of  0.45  per  cent.  The  yield 
of  new  cases  from  X rays  of  inmates  of  the 
jail  is  17  times  the  yield  from  X rays  of  vol- 
unteer participants  throughout  the  city. 


Led  by  the  NTA,  the  program  of  health 
education  attempts  to  create  and  maintain 
public  awareness  of  the  tuberculosis  prob- 
lem, of  the  desirability  of  regular  examina- 
tions for  the  early  detection  of  chest  disease, 
and  of  the  necessity  for  continued  support 
of  programs  striving  for  the  elimination  of 
tuberculosis  in  this  country.  These  goals 
are  accomplished  through  public  announce- 
ments in  the  news  media  and  by  the  distribu- 
tion and  display  of  educational  materials. 

Discussion  and  Recommendations 

In  1963,  Nebraska  had  the  lowest  tuber- 
culosis mortality  rate  of  all  states  in  the  na- 
tion and  ranked  among  the  three  with  the 
lowest  tuberculosis  morbidity. ^ Yet  exist- 
ing public  health  programs  have  failed  to 
sustain  a continued  decline  in  the  incidence 
of  the  disease  in  Omaha,  the  major  popula- 
tion center  of  the  state.  The  results  of  the 
present  study  indicate  why  these  programs 
have  failed  and  how  a reorientation  and  in- 
tensification of  the  public  health  effort 
could  insure  a successful  eradication  pro- 
gram. " 

The  epidemiologic  data  indicate  that 
about  50  per  cent  of  the  tuberculosis  problem 
in  Nebraska  exists  in  Omaha.  Much  of  the 
remainder  of  the  problem  is  found  in  the 
two  next  most  populous  urban  areas,  Lincoln 
and  Scottsbluff,  and  on  the  Winnebago  In- 
dian Reservation.  The  remainder  of  the 
state  has  sustained  a steady  decline  in  tuber- 
culosis morbidity  through  existing  programs 
and  will  not  be  discussed  further.  Within 
the  urban  complex,  as  exemplified  by  Oma- 
ha, there  is  an  excellent  correlation  between 


Table  4 

NEW  ACTIVE  TUBERCULOSIS  CASES  BY  AGE,  SEX,  RACE 
DOUGLAS  COUNTY,  NEBRASKA 
1960-1963 


Age 

Male 

SEX 

Female 

RACE 

White 

Nonwhite 

Total 

No. 

Rate* 

No. 

Rate* 

No. 

Rate* 

No. 

Rate* 

No. 

Rate* 

0-4 

4 

4.6 

3 

3.5 

5 

3.2 

2 

11.2 

7 

4.1 

5-14 

- 3 

2.2 

2 

1.5 

3 

1.2 

2 

8.5 

5 

1.9 

15-24  _ 

12 

14.3 

3 

3.1 

10 

6.0 

5 

36.8 

15 

8.3 

25-34 

23 

25.3 

16 

17.1 

26 

15.4 

13 

84.6 

39 

21.1 

35-44 

67 

77.7 

20 

22.1 

66 

40.1 

21 

173.0 

87 

49.3 

45-54 

70 

97.3 

5 

6.5 

60 

43.0 

15 

162.6 

75 

50.4 

55-64 

56 

98.6 

5 

8.0 

53 

47.2 

8 

114.4 

61 

51.1 

65  and  over 40 

71.6 

8 

11.4 

39 

32.7 

9 

126.5 

48 

38.0 

Total 

275 

41.2 

62 

8.8 

262 

20.7 

75 

70.9 

337 

24.5 

* Average 

annual  new 

case 

rate  per  100,000  population. 
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the  severity  of  the  tuberculosis  problem  and 
the  adversities  of  the  environment;  between 
the  severity  of  the  tuberculosis  problem  and 
the  adversities  of  the  people.  In  brief,  it 
can  be  concluded  that  in  Omaha,  tuberculosis 
exists  primarily  among  the  lower  socio- 
economic groups.  The  incidence  of  disease 
is  high  among  males  of  middle  and  advanced 
age,  the  nonwhite,  the  unemployed,  and  the 
recipients  of  welfare.  New  cases  are  con- 
centrated in  areas  of  adverse  environmental 
conditions. 

This  information  has  not  been  adequately 
utilized  in  establishing  programs  for  tuber- 
culosis control.  Health  education,  for  ex- 
ample, cannot  reach  those  individuals  who 
do  not  receive  the  usual  public  communica- 
tions. The  mobile  X-ray  unit  has  little  appeal 
to  the  hungry,  the  poor,  and  the  unem- 
ployed. When  an  effort  is  made,  however, 
to  reach  that  segment  of  the  population  in 
which  tuberculosis  is  a major  problem,  suc- 
cess can  be  readily  achieved.  An  example  of 
this  success  is  the  yield  of  active  cases  of 
tuberculosis  from  the  routine  practice  of  per- 
forming chest  X rays  on  all  inmates  of  the 
Douglas  County  Jail. 

The  epidemiologic  data  presented  above 
can  greatly  aid  in  establishing  a workable 
and  productive  course  of  action. 

Active  Cases  of  Tuberculosis:  The  indi- 

viduals with  active  tuberculosis  should  have 
priority  in  such  a program.  Private  physi- 
cians and  community  clinics  should  have 
available  to  them  reliable  laboratory  facili- 
ties for  the  bacteriologic  diagnosis  of  tuber- 
culosis and  related  diseases  and  for  the  dif- 
ferentiation of  atypical  acid-fast  organisms 
which  are  of  less  public  health  significance. 
Upon  discharge  from  the  hospital,  the  patient 
with  tuberculosis  should  receive  uninter- 
rupted medical  supervision.  Such  a service 
can  be  best  provided  by  private  physicians 
who  are  informed  and  interested  in  the  man- 
agement of  these  cases  and  by  a tuberculosis 
clinic  under  the  auspices  of  the  local  health 
department.  Existence  of  a tuberculosis 
clinic  insures  consistant  and  knowledgeable 
medical  care,  provides  complete  and  reliable 
diagnostic  procedures,  and  offers  necessary 
medication.  In  addition,  a clinic  can  co- 


ordinate the  efforts  of  the  members  of  the 
tuberculosis  control  team  including  the  pub- 
lic health  nurse,  the  physician,  and  the  tu- 
berculosis registrar. 

Inactive  Cases  of  Tuberculosis:  Previous- 
ly active  cases  of  tuberculosis  should  receive 
prolonged  surveillance.  Recent  studies  have 
clearly  indicated  that  a person  who  has  had 
tuberculosis  is  far  more  likely  to  have  it 
again  than  one  who  has  not.®  These  cases 
should  remain  under  medical  supeiwision  and 
on  the  tuberculosis  registry  for  the  remain- 
der of  their  lives  and  should  be  encouraged 
to  have  regular  chest  X rays  as  prescribed 
by  the  attending  physicians. 

Contacts  of  Active  Cases:  Intimate  con- 

tacts of  active  cases  of  pulmonary  tuber- 
culosis have  an  increased  risk  of  contract- 
ing active  disease  themselves.  They  should 
ideally  be  placed  on  prophylactic  isoniazid 
and  receive  regular  medical  care.  Reactors 
among  this  group  should  be  placed  on  the 
registry  and  be  encouraged  to  receive  regu- 
lar chest  roentgenographic  examinations. 

Other  Persons  at  Risk  of  Tuberculosis: 
Other  population  groups  with  a relatively 
high  incidence  of  tuberculosis  are  positive 
skin  test  reactors,  the  aged,  welfare  recipi- 
ents, the  unemployed,  certain  occupational 
groups,  and  those  suffering  from  other  dis- 
eases. All  positive  skin  test  reactors  should 
be  reported  to  the  tuberculosis  registry  and 
should  be  encouraged  to  have  annual  chest 
X rays.  The  Health  Department  should  pro- 
mote programs  wherebj’  the  elderly  will  re- 
ceive annual  chest  examinations.  Such  pro- 
grams can  be  established  in  cooperation  Avith 
nursing  homes,  personal  care  homes,  homes 
for  the  aged,  and  retirement  centers.  Wel- 
fare legislation  should  permit  the  co-ordina- 
tion of  welfare  and  health  programs  whereby 
welfare  recipients  receive  annual  chest 
X rays,  immunizations,  and  other  preventive 
medical  procedures.  Recipients  of  unemploy- 
ment checks  could  also  benefit  from  such  a 
program  of  disease  prevention.  Similar  pro- 
grams of  regular  skin  testing  or  chest  X rays 
might  be  established  to  reach  special  occu- 
pational groups  with  increased  risk  of  con- 
tracting tuberculosis  (i.e.,  hospital  and  nurs- 
ing home  personnel  and  food  handlers).  Fi- 
nally, those  individuals  suffering  from 
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chronic  and  debilitating  disease  could  be  in- 
cluded in  the  case  detection  program  through 
a program  of  routine  chest  X rays  of  all  hos- 
pital admissions. 

Prolonged  Surveillance:  The  ultimate 

goal  of  the  tuberculosis  control  program  is 
the  elimination  of  the  tubercle  bacillus  from 
the  human  population.  To  insure  that 
younger  generations  are  free  of  tuberculosis 
and  to  maintain  surveillance  on  the  progress 
of  the  program,  tuberculin  skin  testing 
should  be  performed  routinely  on  all  children 
upon  enrollment  in  grade  school.  The  longi- 
tudinal testing  of  this  age  group  would  es- 
tablish an  environmental  indicator  of  tuber- 
culosis activity  in  the  community.  In  addi- 
tion, positive  reactors  among  this  gi’oup  re- 
sult from  relatively  recent  exposure  and  sig- 
nal the  existence  of  an  infective  case  of  tu- 
berculosis within  the  immediate  environ- 
ment. Limited  investigation  of  such  an  en- 
vironment is  rewarded  with  a high  yield  of 
active  cases.  Teachers  and  other  individuals 
who  are  close  contacts  of  infants  and  chil- 
dren should  also  be  skin  tested  regularly  to 
maintain  an  environment  for  the  young 
which  is  free  of  tuberculosis  and  to  insure  a 
continuing  decline  in  the  rate  of  tuberculosis 
carriers  in  succeeding  generations. 

Summary 

An  examination  of  the  current  status  of 
tuberculosis  in  Omaha  indicates  that  since 
1956  the  rate  of  new  cases  of  the  disease 
has  not  changed  significantly.  The  unin- 
terrupted decline  in  new  active  cases  in  Ne- 
braska during  the  same  period  represents 
a continuing  downward  trend  in  morbidity 
rates  in  predominantly  rural  areas  of  the 
state.  At  the  present  time,  about  50  per 
cent  of  the  tuberculosis  problem  in  Nebraska 
exists  in  Omaha.  Within  this  urban  com- 
plex, a major  concentration  of  cases  occurs 
among  the  lower  socioeconomic  groups.  Al- 
though this  segment  of  the  population  has 
not  responded  adequately  to  existing  public 
health  programs  for  the  control  of  tuber- 
culosis, they  provide  a target  toward  which 
proved,  effective  means  for  early  case  detec- 


tion, treatment,  epidemiologic  surveillance 
and  investigation,  and  prophylaxis  can  be  di- 
rected. 

The  achievement  of  the  goal  of  tuberculo- 
sis eradication  in  Omaha  requires  a fuller 
appreciation  of  the  value  of  the  above  epi- 
demiologic data  in  planning  a workable  and 
productive  program.  The  major  provisions 
of  such  a program  should  be  the  following: 

1.  The  upgrading  of  existing  tuberculosis 
laboratory  facilities  to  insure  com- 
petent and  complete  testing  for  tuber- 
culosis and  related  diseases. 

2.  The  establishment  of  a community  tu- 
berculosis clinic  under  the  auspices  of 
the  local  health  department  for  the 
purpose  of  efficient  administration  of 
the  program  in  cooperation  with  the 
physicians  of  the  community. 

3.  The  strengthening  of  the  present  tu- 
berculosis registry  by  including  the 
registration  of  all  active  cases,  previ- 
ously active  cases,  and  positive  tuber- 
culin reactors. 

4.  The  concentration  of  the  case  detec- 
tion program  upon  individuals  at  high- 
est risk  of  contracting  tuberculosis 
through  ongoing,  comprehensive  skin 
testing  and  chest  X-ray  surveys. 

5.  The  surveillance  and  investigation  of 
tuberculosis  activity  in  the  commun- 
ity through  the  routine  skin  testing  of 
all  children  upon  enrollment  into  grade 
school. 
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Tetanus  Antitoxin  and  Wound  Care 
in  the  Prevention  of  Tetanus 


Tetanus  is  a preventable  dis- 
ease, but  we  continue  to  see 
more  than  300  cases  of  tetanus 
each  year  in  the  United  States.  In  those 
patients  who  have  not  been  immunized  or 
who  have  permitted  their  immunizations  to 
lapse,  the  emphasis  has  gradually  shifted 
from  reliance  on  tetanus  antitoxin  to  ade- 
quate wound  care  in  the  prevention  of 
tetanus.  When  antitoxin  is  indicated,  human 
rather  than  equine  or  bovine  tetanus  anti- 
toxin should  be  used. 

Pathogenesis 

The  tetanus  bacillus  resides  normally  in 
the  intestinal  tracts  of  man  and  animals. 
From  these  sources  the  organisms  reach  the 
ground.  Particles  of  dirt  or  foreign  bodies 
containing  dirt  carry  the  organisms  into  a 
wound. 

The  tetanus  organisms  are  anaerobic  and 
require  the  presence  of  tissue  necrosis, 
ischemia,  and  a reduced  blood  supply.  The 
clostridial  infection  remains  localized  wdiere 
it  produces  a powerful  exotoxin. 

Elimination  of  the  Source  of 
Toxin  by  Wound  Care 

Kitsato  demonstrated  that  the  symptoms 
of  tetanus  result  from  an  exotoxin  pro- 
duced by  the  anaerobic  tetanus  bacillus  in  a 
wound.  This  demonstrates  the  importance 
of  wound  care  in  tetanus,  for  tetanus  can  per- 
sist, can  be  delayed,  or  can  recur  as  long  as 
the  bacilli  or  spores  remain  in  the  wound. 
Recurrent  and  delayed  tetanus  have  been  re- 
ported from  unexcised  wounds.  l\Iobius,i 
in  1950,  stated  that  the  tetanus  organism 
may  remain  dormant  while  walled  off  by 
scar  tissue  with  the  infection  recurring  upon 
rupture  of  the  protective  shell.  He  reported 
tetanus  after  an  incubation  period  of  several 
years. 

Tetanus  has  been  reported  after  a large 
variety  of  wounds,  and  it  should  be  consid- 
ered in  every  wound.  The  most  common 
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wound  is  a simple  puncture  injury.  The 
closed  puncture  should  be  converted  into  a 
small  open  wound  to  reduce  the  hazard  of 
anaerobic  infection.  Usually  this  requires 
minimal  excision  of  the  skin  edges.  The 
depths  of  the  puncture  can  then  be  examined, 
irrigated,  and  foreign  materials  removed. 
Deep  or  severe  wounds  require  more  exten- 
sive debridement  and  open  treatment.  The 
wound  should  be  followed  closely  after  in- 
jury, for  local  signs  of  infection  frequently 
precede  the  systemic  manifestations  of 
tetanus.  Penicillin  and  the  broad  spectrum 
antibiotics  have  been  shown  to  be  effective 
in  the  prevention  of  tetanus  and  should  be 
used  as  a supplement  to  debridement  in  con- 
taminated w'ounds.2 

Neutralization  of  Tetanus  Toxin 

Physicians  use  tetanus  antitoxin  prophy- 
lactically,  since  approximately  30  per  cent 
of  the  children  and  60  per  cent  of  the  adults 
seen  in  emergency  rooms  either  have  not 
been  immunized  or  have  allow'ed  their  im- 
munizations to  lapse.®’  ^ In  prophylaxis, 
tetanus  antitoxin  must  be  given  early  and  in 
sufficient  quantity  to  neutralize  the  toxin 
before  it  reaches  the  central  nervous  system. 
Tetanus  antitoxin  has  no  effect  on  that 
toxin  already  fixed  in  the  central  nervous 
system. 

Evidence  continues  to  accumulate  that  the 
prophylactic  use  of  tetanus  antitoxin  is  of 
limited  effectiveness  and  is  potentially  haz- 
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ardous.  Tetanus  has  developed  after  prophy- 
lactic antitoxin, 5 and  the  complications  from 
the  administration  of  a single  dose  of  equine 
antitoxin  are  variously  estimated  from  five 
to  30  per  cent.®*  Bovine  tetanus  anti- 
toxin carries  a similar  complication  rate. 

Human  tetanus  antitoxin*  is  now  readily 
available  and  should  be  used  in  place  of  the 
standard  equine  antitoxin.  In  comparison 
with  horse  serum  antitoxin  human  tetanus 
antitoxin  gives  prolonged  and  predictable 
blood  levels,  and  is  free  of  hypersensitivity 
reactions.  Smolens  (et  al)  studied  the  per- 
sistence of  horse  and  human  tetanus  anti- 
toxin in  human  serum.  They  found  that 
horse  serum  antibody  levels  were  relative- 
ly unchanged  for  one  week,  followed  by  a 

•Tetanus  immune  globulin  antitoxin  - human  available  as; 

a.  Hu-Tet : Flint  Laboratories,  Morton-Grove,  111. 

b.  Hyper- Tet ; Cutter  Laboratories,  Berkeley,  Calif. 

c.  Homo- Tet ; Savage  Laboratories,  Inc.,  Bellaire,  Texas, 


rapid  fall  in  antibody  titer  during  the  sec- 
ond week.  Human  antitoxin  showed  per- 
sistence of  maximum  antibody  titer  for  two 
to  three  weeks,  with  50  per  cent  remain- 
ing at  four  to  five  weeks.®  (Figure  1). 

Summary 

Although  tetanus  can  be  prevented  by 
tetanus  toxoid  immunization,  the  disease 
still  occurs  because  of  the  large  number  of 
people  who  are  either  unimmunized  or  have 
permitted  their  immunization  to  lapse. 
Proper  initial  wound  care  is  the  most  im- 
portant measure  in  the  prevention  of  tetanus. 
Antibiotics  and  tetanus  antitoxin  are  of  sec- 
ondary value,  and  supplement  rather  than 
supplant  proper  management  of  the  wound. 
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The  Action  of  a Medication  and  the 
Physician's  Expectations* 


Introduction 

IN  practice  a physician  prescribes 
a given  medication  because  he 
expects  certain  results.  The 
communication  of  this  expectation  may  be 
explicit  and,  if  not,  is  very  likely  to  be  im- 
plicit. Research  evaluation  of  patient  re- 
sponse to  any  medication  has  recognized  the 
importance  of  suggestion  effects,  particu- 
larly in  its  attention  to  the  placebo  effect, 
that  is,  the  effect  of  an  inert  substance.  Re- 
search methodologies  have  been  devised 
which  attempt  to  extract  this  effect  from 
“real”  drug  effects.  Double-blind  proce- 
dures utilize  the  administration  of  a drug 
which  is  contrasted  to  an  inert  substance 
which  ideally  is  indistinguishable  from  the 
drug  being  evaluated.  Throughout  this  re- 
search strategy,  an  effort  is  made  to  mini- 
mize the  effects  of  physician  expectation  or 
suggestion.  However,  physician  expectation 
of  drug  outcome  and  its  effect  on  patient  re- 
sponse is  an  important  and  neglected  area 
of  investigation.  As  Rosenthal  and  Frank^ 
have  pointed  out,  drug  studies  related  to 
sjonptomatic  relief  of  distress  of  psychiatric 
outpatients  regularly  show  significant  reduc- 
tion of  distress  when  inert  agents  are  pre- 
sented as  potentially  helpful  medications.  In 
a recent  study.  Park  and  Covi®  demonstrated 
beneficial  effects  with  neurotic  outpatients 
when  a placebo  was  prescribed  openly  as 
a “sugar  pill,”  but  with  the  positive  assur- 
ance that  the  pill  would  be  helpful. 

Despite  evidence  of  the  importance  of  ex- 
pectation effects  on  response  to  medication, 
studies  have  not  tended  to  vary  level  of  ex- 
pectation in  any  systematic  way.  It  has  been 
assumed  that  expectation  does  not  add  sig- 
nificantly to  the  value  of  an  active  prepara- 
tion as  contrasted  to  a placebo  or,  in  effect, 
possibly  act  synergistically  with  active  prep- 
arations. 

The  present  study  explores  the  relation- 
ship of  physician  expectation  regarding  a 
medication  to  drug  effects  and  placebo  ef- 
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fects.  Specifically,  we  attempted  to  investi- 
gate changes  in  anxiety  level  with  chlor- 
promazine  and  placebo  in  outpatient  psychi- 
atric patients  as  related  to  weak  and  strong 
expectancy  of  favorable  outcome.  We  hy- 
pothesized that  an  active  drug,  chlorproma- 
zine,  which  is  given  with  the  expectation  of 
definite  beneficial  results,  is  more  effective 
than  the  same  drug  given  with  expectation 
of  little  effect,  and  likewise  is  more  effective 
than  a placebo,  regardless  of  the  expectations 
concerning  the  latter. 

Method 

Four  conditions  were  arranged  by  com- 
bining two  variables;  active  drug  (chlor- 
promazine)  and  placebo  conditions  with 
physician  expectation  of  marked  and  weak 
outcome. 

The  conditions  were: 

Condition 

A . . . Strong  expectation — Drug 
B . . . Strong  expectation — Placebo 
C . . . Weak  expectation — Drug 
D . . . Weak  expectation — Placebo 

The  psychiatric  residents  in  the  study  were 
told  that  we  were  making  clinical  trials  of 
four  new  ataractic  medications.  They  were 
told  before  the  study  that  Preparation  A and 
B were  quite  powerful,  while  C and  D though 
chemically  similar,  were  quite  mild  and  of 
doubtful  value  except  perhaps  in  cases  of 
mild  anxiety.  The  residents  were  also  told 
that  this  was  not  a typical  double-blind  study 
and  that  we  wanted  them  to  duplicate  what 

♦Nebraska  Psychiatric  Institute,  University  of  Nebraska 
College  of  Medicine,  602  South  44th  Avenue,  Omaha.  Nebraska. 
This  investigation  was  supported  in  part  by  Public  Health 
Service  Research  Grant,  MY-2784.  from  the  National  Institute 
of  Mental  Health.  Chlorpromazine  (Thorazine)  was  supplied 
through  the  courtesy  of  Smith  Kline  & French  Laboratories. 
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goes  on  in  the  typical  physician’s  office. 
They  were  told  to  feel  free  to  tell  the  patient 
what  is  known  about  each  medication  in 
terms  of  anticipated  effects;  an  instruction 
sheet  was  prepared  and  given  to  the  resident 
each  time  he  began  a new  preparation  with 
each  patient.  The  general  information  given 
on  A and  B was: 

“This  is  a highly  potent  ataractic  sim- 
ilar to  the  phenothiazines.  In  addition 
to  subjective  tranquilization,  it  is  ex- 
pected to  have  definite  effect  on  the 
objective  physical  concomitants  of  anxi- 
ety. Studies  thus  far  suggest  that  it 
will  be  a useful  adjunct  to  the  psycho- 
therapy of  patients  with  severe  anxiety 
states.  Though  it  is  intended  for  pa- 
tients with  marked  anxiety,  it  is  expect- 
ed to  be  tolerated  by  patients  with  mild- 
er symptoms.” 

The  instructions  regarding  C and  D were : 
“This  is  a relatively  mild  ataractic 
related  to  the  phenothiazines.  Though 
laboratory  studies  indicate  possible  use- 
fulness for  ynikl  anxiety  states,  research 
with  patients  thus  far  leaves  its  use- 
fulness open  to  considerable  question.” 

The  residents  were  not  aware  that  A and 
C were  identical  drugs,  chlorpromazine,  and 
that  B and  D were  placebos.  In  all  condi- 
tions the  residents  were  told  that  side  ef- 
fects were  unlikely,  but  if  they  occurred  they 
would  be  similar  to  phenothiazine  reactions. 

Four  orders  of  administration  were  used 
so  that  each  condition  preceded  and  followed 
a different  condition  equally  often.  We  or- 
iginally planned  that  four  psychiatric  resi- 
dents would  complete  four  cases  each.  Be- 
cause of  patient  attrition  and  rotation  of 
residents,  five  residents  eventually  completed 
14  cases.  Order  effects  in  the  sample  were 
controlled  to  the  extent  that  each  condition 
occurred  equally  often  in  the  first  two  week 
and  the  last  two  week  period  of  the  study. 

The  study  was  carried  out  in  the  outpatient 
service  of  a teaching  psychiatric  facility. 
The  five  psychiatric  residents  in  the  study 
were  in  their  second  year  of  training,  each 
having  had  one  year’s  previous  experience  on 
an  inpatient  setting  with  psychiatric  pa- 
tients. 


Patients  were  selected  who  had  at  least 
four  interviews  prior  to  the  project  and  who 
were  being  seen  on  a weekly  basis.  Selec- 
tion was  not  based  on  diagnosis,  but  on  the 
presence  of  anxiety  as  a major  symptom.  Pa- 
tients were  not  on  other  medication  for  a 
week  prior  to  or  during  the  study.  Any  his- 
tory which  might  contraindicate  the  use 
of  preparations  in  the  phenothiazine  group 
was  a basis  for  excluding  the  patient.  The 
residents  were  encouraged  to  exclude  hostile, 
negativistic,  severely  passive  - aggressive, 
illiterate,  or  mentally  defective  patients.  The 
resident’s  decision  as  to  the  appropriateness 
of  a case  for  the  study  was  final,  although 
several  efforts  were  made  to  review  the 
criteria  with  the  participants  during  the 
course  of  the  experiment. 

The  age  range  of  the  patients  was  18-37, 
with  a median  of  27.  There  were  eight 
women  and  six  men.  The  group  included 
seven  neurotic  reactions,  four  personality 
disorders,  two  psychotic  reactions,  and  one 
situational  reaction. 

Two  rating  scales  were  utilized  in  the 
study. 

a.  Physician’s  rating  scale.  The  physi- 
cians were  asked  to  rate  on  five-point  scales 
observable  signs  of  anxiety,  frequency  of 
complaint  of  anxiety  during  the  interview, 
the  intensity  of  the  complaints  presented. 
Also  six  additional  specific  clinical  indica- 
tions of  anxiety  were  rated  on  five-point 
scales.  These  w ere  tremor,  restlessness, 
sweating,  pupillary  dilatation,  blushing,  and 
thought  blocking. 

b.  Patient  rating  scale.  This  was  a form 
on  which  the  patient  was  asked  to  judge 
the  effect  of  the  medication  on  his  anxiety 
at  the  end  of  each  day.  The  patients  were 
instructed  that  their  ratings  might  change, 
and  not  to  be  influenced  by  their  previous 
ratings.  This  five-point  scale  ranged  from 
“Very  good  effect.  My  anxiety  and  tension 
were  very  much  improved  today”  to  ‘A’ery 
poor  effect.  I was  much  more  tense  and 
anxious  today  than  I usually  am.” 

The  complete  experiment  lasted  five  weeks 
for  each  patient.  Two  ratings  were  done 
prior  to  the  beginning  of  medication.  The 
physician’s  rating  was  completed  a week 
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prior  to  and  on  the  day  that  the  first  medi- 
cation was  given  to  the  patient.  Subse- 
quently, the  physician  rated  the  patient  fol- 
lowing a week  on  a given  medication  after 
his  therapy  interview.  The  patients  made 
daily  ratings  during  the  base  line  week  and 
during  the  subsequent  four  weeks  of  the 
study. 

Results 

Physician  Rating  Scale.  The  nine  anxiety 
indicators  rated  by  the  residents  were  com- 
bined to  yield  a total  score  of  anxiety.  Base 
level  was  computed  for  each  patient  by  aver- 
aging the  scores  obtained  on  the  first  two 
ratings  prior  to  the  initiation  of  medication. 
The  ratings  for  each  condition  was  compared 
to  the  base  level  using  the  Wilcoxon  test.® 
Table  1 presents  the  comparisons  of  the  four 
conditions  to  the  base  level. 

As  can  be  seen,  the  two  drug  conditions, 
A and  C,  reduced  anxiety  significantly  as 
judged  by  the  psychiatrists,  irrespective  of 
the  strong  or  weak  expectation,  whereas  no 
significant  change  in  rated  anxiety  level  was 
found  in  either  placebo  condition. 

Patient  Rating  Scale.  The  patient’s  rat- 
ings of  their  own  anxiety  level  were  analyzed 
by  averaging  the  ratings  and  comparing  the 
average  weekly  ratings  for  each  experi- 
mental condition  with  the  average  base  level 
ratings.  Table  2 summarizes  the  compari- 
sons of  the  experimental  conditions  and  the 
base  level  on  the  patient  rating  scale. 

The  drug  - strong  suggestion  condition 
reached  a level  of  significance  in  reduction 
of  subjective  anxiety  on  the  patient  rating 

Table  1 

COMPARISONS  OF  MEANS  OF  EXPERI- 
MENTAL CONDITIONS  AND  BASE 
LEVEL  ON  PHYSICIAN  RATING 
SCALE  (N=14) 


Condition  Mean  T Values  for  Difference 

Between  Experimental 
Conditions  and  Base  Level 

N1  T2  p3 

Base  2.3.1 

A 19  0 9 1 .01 

B 24.3  12  31  ns 

C 19.8  11  7.5  .02 

D 20.9  12  17  ns 


1.  Number  of  comparisons,  excluding  ties. 

2.  Wilcoxon's  matched-pairs  signed  ranks  test. 

3.  Two-tailed  test. 


scale.  Further  analysis  indicated  that  this 
change  occurred  largely  during  the  latter 
part  of  the  week.  Ratings  of  patients  dur- 
ing Day  1-4  were  contrasted  to  base  level 
ratings  and  no  significant  differences  were 
found  in  any  of  the  experimental  conditions. 
During  Day  5-7  there  was  a highly  signifi- 
cant drop  from  base  level  in  reported  anxiety 
level  in  the  drug-strong  suggestion  condi- 
tion, (N=12,  T=3,  p<.01).  The  other  con- 
ditions did  not  show  significant  changes 
during  Day  5-7. 

Discussion 

Adequate  evaluation  of  drugs  presumed  to 
relieve  the  symptoms  of  psychiatric  disorders 
is  a difficult  procedure.  Experimental  de- 
sign influences  the  clinical  outcome  in  drug 
research  in  various  ways.^  Reports  of  un- 
controlled studies  suggesting  that  a given 
drug  is  beneficial  to  a high  percentage  of 
patients  may  be  little  better  than  testimoni- 
als and  may  reflect  more  the  effects  of  sug- 
gestion and  rater  bias  than  the  effects  of 
medication.  An  adequate  drug  study  must 
indicate  the  symptom  or  condition  treated, 
the  selection  of  subjects,  and  the  measures  of 
improvement.  Comparison  with  a control 
group  without  medication,  on  placebo,  or 
perhaps  preferably  receiving  a drug  of 
known  effect  is  essential. 

However,  elaborate  devices  to  exclude  sug- 
gestion and  rater  bias  may  be  undesirable  if 
they  create  a situation  in  the  administration 
of  the  drug  quite  different  from  that  which 
exists  in  actual  clinical  use.  The  probability 
that  the  physician’s  expectation  concerning 
a drug  may  act  in  a synergistic  and  not 

Table  2 

COMPARISONS  OF  MEANS  OF  EXPERI- 
MENTAL CONDITIONS  AND  BASE 
LEVEL  ON  PATIENT  RATING 
SCALE  (N=14) 


Condition  Mean  T Values  for  Difference 

Between  Experimental 
Conditions  and  Base  Level 

N1  T2  p3 

Base  2.99 

A 2.62  14  20  .05 

B 2.61  13  26  ns 

C 2.62  13  22.5  ns 

D 2.59  12  21  ns 


1.  Number  of  comparisons,  excluding  ties. 

2.  Wilcoxon’s  matched-pairs  signed  ranks  test. 

3.  Two-tailed  test. 
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merely  an  additive  way  to  drug  effect  is  a 
potentiallj'  important  factor  in  research  de- 
sign. The  placebo  effect,  related  to  the  ef- 
fect of  expectation,  seems  complex.  It  may 
be  that  with  some  active  preparations  strong 
suggestion  is  synergistic  but  with  placebos, 
or  perhaps  with  less  active  preparations, 
weak  suggestion  may  be  of  greater  value 
than  strong.  There  may  be  other  ways  in 
which  the  doctor’s  attitude  influences  the 
response  to  medication. s 

A drug  seems  best  tested  under  conditions 
as  similar  as  possible  to  those  under  which 
it  will  be  administered  in  actual  clinical  use, 
with  adequate  controls  for  evaluating  differ- 
ential effects  of  suggestion. 

Summary 

The  effect  of  the  physician’s  expectation 
on  the  action  of  a drug,  (chlorpromazine) 
and  a placebo  were  studied.  Four  condi- 
tions of  administration  were  used:  (1)  Ac- 
tive drug  given  with  strong  expectation  of  re- 
sults, (2)  Placebo  given  with  strong  expec- 
tation, (3)  Active  drug  given  with  weak  ex- 
pectation, and  (4)  Placebo  given  with  weak 
expectation. 


Evaluation  by  the  physician,  using  a rat- 
ing scale,  showed  an  active  drug  to  be  ef- 
fective in  reducing  anxiety  significantly  re- 
gardless of  the  physician’s  expectation, 
whereas  no  significant  reduction  was  found 
with  placebo  under  either  condition.  How- 
ever, patients  reported  significantly  greater 
subjective  improvement  occurring  only  with 
the  combination  of  active  drug  and  strong 
expectation. 

The  relevance  of  these  findings  to  research 
design  is  discussed. 
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Clinical  Evaluation  of 
An  Antiasthmatic  Compound 

Correlation  of  Absorption  with  Blood  Levels  of  Theophylline 


Bronchial  asthma  and  asth- 
matic bronchitis  are  broncho- 
spastic  conditions  character- 
ized by  wheezing,  coughing,  dyspnea,  and  in- 
creased secretion  of  mucus.  Treatment  is 
symptomatic  and  depends  upon  relief  of 
bhonchospasm,  dilation  of  bronchiolar  mus- 
culature, and  expectoration  of  excessive 
mucus  from  the  bronchi. 

The  objectives  of  the  present  study  were 
twofold:  (1)  To  evaluate  an  antiasthmatic 

compound  in  the  relief  of  bronchial  asthma 
and  as  an  aid  in  the  management  of  emphy- 
sema that  frequently  results  from  difficulty 
with  expiratory  air  flow;  and  (2)  to  cor- 
relate the  concentration  of  theophylline  in 
the  serum  with  the  clinical  response  of  the 
patient. 

An  antiasthmatic  compound,  A s b r o n* 
combines  two  potent  bronchodilators  (theo- 
phylline sodium  glycinate  and  phenylpro- 
panolamine) and  an  effective  expectorant 
(glyceryl  guaiacolate).  Theophylline  - con- 
taining compounds  have  been  used  for  many 
years  to  relieve  bronchospasm  by  relaxing 
the  smooth  musculature  of  the  tracheo- 
bronchiolar  tree.  Theophylline  sodium  gly- 
cinate is  stable  and  it  is  less  irritating  to 
the  gastric  mucosa  because  it  is  water-solu- 
ble, and  therefore  is  tolerated  in  larger 
oral  doses  than  are  other  theophylline  salts 
that  frequently  are  soluble  only  in  alcohol. 
It  is  a mixture  of  sodium  theophylline  and 
glycine;  300  mg  therefore  are  equivalent  to 
about  150  mg  of  theophylline.  Phenylpro- 
panolamine was  incorporated  as  a broncho- 
dilator  because  of  its  longer  duration  of 
action  and  lesser  tendency  to  produce  anxiety 
as  compared  with  ephedrine,  which  it  other- 
wise resembles  in  pharmacologic  activity. 
Glyceryl  guaiacolate  is  the  antitussive  com- 

♦Asbron  is  a trademark  of  Dorsey  Laboratories,  Lincoln, 
Nebraska.  Each  Inlay-Tab  and  each  15  ml  elixir  contain 
theophylline  sodium  glycinate,  300  mg,  phenylpropanolamine 
25  mg  and  glyceryl  guaiacolate  100  mg. 
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ponent  of  Asbron.  Its  expectorant  action  en- 
ables the  patient  to  expectorate  the  thickened 
secretions  or  mucous  plugs  that  obstruct 
expiratory  air  flow. 

Material  and  Methods 

Eighteen  male  patients,  ranging  in  age 
from  38  to  78  years,  participated  in  this 
study.  Most  of  them  had  bronchial  asthma 
or  asthmatic  bronchitis,  with  or  mthout 
emphysema.  In  addition  to  asthmatic  bron- 
chitis, one  patient  had  healed  rheumatic 
valvular  heart  disease  and  another  had  far- 
advanced  pulmonary  tuberculosis. 

In  the  therapeutic  phase  of  this  study,  the 
antiasthmatic  compound  was  given  to  12  pa- 
tients. Nine  received  it  in  elixir  form  in 
dosage  of  30  ml  three  times  a day.  Three 
had  tablets  only  in  dosage  of  one  tablet  four 
times  a day.  Four  of  the  12  patients  were 
given  alternate  courses  of  elixir  and  tablets, 
to  determine  whether  there  was  any  differ- 
ence in  absorption  of  the  medication. 

Blood  serum  concentrations  of  theophyl- 
line were  measured  in  four  additional  pa- 
tients following  administration  of  a standard 
dose  of  Asbron  equivalent  to  300  mg  theo- 
phylline. Each  of  these  patients  received 
a single  dose  of  30  ml  of  the  elixir  and  on 
another  day,  two  tablets.  Blood  serum  con- 
centrations of  theophylline  were  determined 
at  one-half  hour,  one,  two,  three,  and  four 
hours. 
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DetermiTiation  of  Theophylline 
Concentration  in  the  Blood  Serum 

The  blood  serum  level  of  theophylline  was 
determined  by  the  spectrophotometric  meth- 
od of  Schack  and  Waxlerd  This  method  was 
selected  since  we  thought  it  more  suitable 
for  our  purposes  than  other  methods^-®  with 
which  it  was  compared.  By  this  method, 
blood  is  extracted  with  a chloroform-iso- 
propyl alcohol  mixture,  followed  by  a re- 
extraction of  the  mixture  with  dilute  sodium 
hydroxide.  The  absorbance  of  the  alkaline 
solution  is  then  determined  at  272  and  310 
mu.  The  values  thus  obtained  are  then 
converted  to  ug  of  theophylline  per  100  ml 
of  blood  by  means  of  a standard  curve. 

Since  theophylline  is  a purine  base  (1,3- 
dimethyl  xanthine),  it  is  to  be  expected  that 
blood  may  contain  several  interfering  sub- 
stances. Some  of  these,  such  as  uric  acid, 
are  eliminated  to  a large  extent  by  the  extrac- 
tion procedure.  Other  substances,  such  as 
xanthine-containing  beverages  and  drugs, 
and  barbiturates,  were  eliminated  from  the 
diet  and  medication  administered  during  the 
test  period  to  avoid  interference  in  the  ultra- 
violet absorption.  Still  other  constituents 
of  unknown  structure  in  the  blood  absorb 
in  the  ultraviolet  region  and  appear  to  be 
carried  through  the  extraction  procedure. 
In  order  to  reduce  the  interference  due  to 
these  substances,  a blood  sample  drawn  just 
prior  to  the  administration  of  the  drugs  was 
run  through  the  procedure,  to  obtain  a basal 
value.  It  was  assumed,  with  some  justifica- 
tion, that  the  concentration  of  these  inter- 
fering substances  would  not  change  signifi- 
cantly in  fasting  patients  during  the  four- 
hour  test  period. 

Results 

All  patients  showed  a generally  favorable 
symptomatic  response  to  Asbron,  whether 
administered  as  an  elixir  or  in  tablet  form. 
The  cardinal  symptoms  of  wheezing,  cough- 
ing, and  dyspnea,  when  present,  were  ameli- 
orated, and  in  most  cases  expectoration  was 
bettei'.  Whereas  the  degree  of  improvement 
was  comparaljle  in  response  to  either  the 
elixir  or  tablets,  the  tablets  in  the  dose  ad- 
ministered were  in  general  better  tolerated. 
Two  patients  became  nauseated  when  taking 


the  elixir,  but  both  tolerated  the  tablets 
very  well  and,  indeed,  experienced  definite 
symptomatic  improvement.  A third  patient 
had  diarrhea  which  he  attributed  to  the 
elixir,  but  when  the  medication  was  refriger- 
ated this  did  not  recur. 

The  average  results  obtained  in  the  study 
of  comparative  serum  concentrations  of 
theophylline,  whether  medication  is  admin- 
istered in  elixir  or  tablet  form,  are  plotted 
as  composite  curves  in  Figure  1.  Serum 
blank  values  were  subtracted  from  each  of 
the  other  determinations.  It  is  quite  ob- 
vious that  there  was  no  significant  differ- 
ence in  response  to  Asbron,  although  the 
theophylline  levels  produced  by  the  tablet 
were  slightly  higher.  Within  one-half  hour 
after  administration  of  either  elixir  or  tab- 
lets, satisfactory  serum  levels^  were  obtained 
and  remained  near  this  value  (1000  mcg/100 
ml)  for  four  hours. 

Conclusions 

1.  An  antiasthmatic  compound,  Asbron, 
was  effective  in  the  symptomatic  re- 
lief of  bronchial  asthma  or  asthmatic 
bronchitis  in  12  male  patients.  Im- 
provement was  comparable  whether 
the  medication  was  administered  as  an 
elixir  or  in  tablet  form.  Nausea  oc- 
curred in  two  patients  and  diarrhea  in 
a third  when  the  elixir  was  taken; 
however,  these  same  patients  toler- 
ated the  tablets  very  well. 

2.  Determinations  were  made  of  the 
serum  concentration  of  theophylline  in 
four  patients  following  administration 
of  Asbron  both  in  elixir  and  tablet 
form.  There  was  no  significant  dif- 
ference in  concentration  of  theophyl- 
line, indicating  that  the  drug  is  ab- 
sorbed readily  in  both  dosage  forms  in 
the  gastrointestinal  tract.  An  oral 
dose  equivalent  to  300  mg  theophyl- 
line maintains  a serum  level  of  1000 
mcg/100  ml  for  a period  of  at  least 
four  hours. 

3.  Asbron  produces  its  peak  of  theophyl- 
line serum  concentration  promptly  and 
blood  levels  are  sustained  at  least  to 
the  fourth  hour. 
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ug  per  100  ml.  blood 


References 

1.  Schack,  J.  A.,  and  Waxier,  S.  H.:  An  ultra- 

violet spectrophotometric  method  for  the  determina- 
tion of  theophylline  and  theobromine  in  blood  and 
tissues.  J Pharmacol  & Exp  Ther  97 :283,  1949. 

2.  Truitt,  E.  B.;  McKusick,  V.  A.,  and  Kranz, 

J.  C.,  Jr.:  Theophylline  blood  levels  after  oral, 

rectal,  and  intravenous  administration,  and  cor- 
relation with  diuretic  action.  J Pharmacol  & Exp 
Ther  100:309,  1950. 


3.  Truitt,  E.  B.,  Jr.;  Carr,  C.  J.;  Bubert,  H.  M., 
and  Kranz,  J.  C.,  Jr.:  The  quantitative  estimation 
of  theophylline  in  blood.  J Pharmacol  & Exp 
Ther  91:185,  1947. 

4.  Jackson,  R.  H.;  McHenry,  J.  I.;  Moreland, 

F.  B.;  Raymer,  W.  J.,  and  Etter,  R.  L.:  Clinical 

evaluation  of  Elixophyllin  with  correlation  of  pul- 
monary function  studies  and  theophylline  serum 
levels  in  acute  and  chronic  asthmatic  patients.  Dis 
Chest  45:75,  1964. 


Figure  1 

BLOOD  LEVELS  OF  THEOPHYLLINE  AFTER  ADMINISTRATION  OF  300  MG  ORALLY 


30  min.  I hour  2 hours  3 hours  4 hours 

TIME  AFTER  ADMINISTRATION 


When  cortisone  was  first  developed  in  1949,  some  40  oxen 
were  required  to  supply  the  raw  material  to  make  enough  of  the 
drug  to  treat  one  arthritis  victim  for  one  day. 
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Neurologic  Manifestations  of 
Acid-Base  Disorders 


ACID-BASE  disorders  are  ab- 
normal conditions  caused  by  ac- 
cumulation or  loss  of  acid  or 
base  ions  in  the  body. 

For  purposes  of  study  and  simplification 
these  disorders  are  divided  into  four  groups ; 
respiratory  acidosis  and  alkalosis,  metabolic 
acidosis  and  alkalosis.  In  clinical  situations 
and  with  laboratory  assistance  there  are  dis- 
cerned also  combinations  of  these  four  dis- 
orders, often  with  one  predominant.  One 
notes  that  as  acidosis  develops,  an  underly- 
ing secondary,  compensatory  alkalosis  ap- 
pears to  hold  pH  in  normal  range;  as  alka- 
losis occurs,  a secondary  retention  of  acid- 
ion  takes  place. 

Respiratory  Acidosis 

Respiratory  acidosis  (hypercapnia,  hyper- 
carbia,  CO,  narcosis)  appears  with  any  con- 
dition hindering  the  effective  elimination  of 
CO,  from  pulmonary  alveoli  as  it  is  formed 
by  body  metabolism.  Blood  level  of  dissolved 
CO,,  and  consequently  of  carbonic  acid,  is 
elevated.  Causes  and  contributing  factors 
include : 

Increased  partial  pressure  of  inhaled  CO^  Re- 
breathings,  therapeutic  mixtures,  anesthetic 
errors,  industrial  accidents. 

Obstruction  of  respiratory  pathway.  Oral, 
nasal,  pharyng^eal,  laryngeal,  tracheal,  bron- 
chial. Includes  mass  lesions,  bronchitis, 
bronchospasm. 

Disease  of  pulmonary  tissue  and  alveoli,  as 
emphysema,  pulmonary  edema,  pneumonia, 
fibrosis,  silicosis,  sarcoidosis. 

Depression  or  disease  of  medullary  respiratory 
center.  Drugs,  poisons,  anesthesia.  Chronic 
altitude  sickness.  Hypothermia.  Hypothy- 
roidism (severe).  Poliomyelitis.  Encepha- 
litis. Cerebral  edema.  Amyotrophic  lateral 
sclerosis.  Syringomyelia.  Neoplasm.  Infarc- 
tion. Idiopathic. 

Disease  or  injury  of  upper  cervical  (spinal 
cord)  segments  or  of  peripheral  nerves  lead- 
ing to  respiratory  muscles  including  dia- 
phragm. Includes  poliomyelitis,  tetanus,  poly- 
radiculitis (Guillain-Barre),  polyneuritis,  acute 
intermittent  porphyria. 

Myasthenia  gravis;  botulism. 

Disease  or  injury  of  respiratory  muscles  as 
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myotonia  atrophica,  muscular  dystrophy,  poly- 
myositis. 

Deformity,  injury  or  surgery  of  thoracic  cage, 
diaphragm,  upper  abdomen.  Includes  sclero- 
derma, gastric  distention,  kyphosis-scoliosis. 

Great  obesity. 

Prolonged  extracorporeal  circulation. 

Excessive  CO^  injected  in  pneumogrophic  pro- 
cedures. 

CO-  flooding  of  chest  in  open  heart  surgery 
(to  prevent  air  embolism) 

In  recovery  from  metabolic  alkalosis,  CO^  pre- 
viously retained  to  maintain  compensation  is 
released  to  cause  transient  respiratory  acido- 
sis. 

In  the  normal  state,  venous  blood  con- 
tains CO,  at  approximately  46  mm  Hg  ten- 
sion, or  50-60  ml  CO,  per  100  ml  of  plasma 
or  22-27  m M/L;  arterial  blood  contains 
40  mm  Hg  or  45-55  ml  per  100  ml  of  plasma, 
or  22-26  m M/L  of  plasma.  With  respiratory 
failure,  these  values  rise  and  a state  of  “CO, 
retention”  is  said  to  exist.  If  compensatory 
measures  protect  blood  pH,  mental  clarity 
does  not  fail  until  arterial  CO,  tension  ex- 
ceeds 80  mm  Hg.  Unconsciousness  occurs  as 
arterial  CO,  tension  exceeds  100-120  mm  Hg. 
If  compensation  does  not  develop,  stupor  or 
coma  appear  as  arterial  pH  drops  to  7.1 
(normal  range  7.35-7.45).  Hypoxia  also 
presents  itself  as  respiratory  failure  prog- 
resses, with  blood  oxygen  values  dropping 
rapidly  as  arterial  CO,  exceeds  100  mm  Hg 
tension. 

Acute  respiratory  acidosis  (not  an  uncom- 
mon problem  in  anesthesia,  trauma  and  post- 
operative states,  especially  in  thoracic  sur- 
gery) presents  chiefly  with  lethargjq  con- 
fusion, stupor,  and  coma.  These  symptoms 
may  appear  without  cyanosis  if  the  patient 
is  receiving  sufficient  oxygen.  In  fact,  oxy- 
gen therapy  aggravates  this  condition  as  it 
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reduces  the  stimulus  (hypoxic)  to  increased 
breathing  in  a patient  no  longer  sensitive  to 
CO,  excess. 

Experiments  have  long  demonstrated  the 
following  approximate  human  tolerances  to 
acute  inhalation  of  CO,  concentrations: 

3-5%  CO2  tolerated  subjectively  and  without 
major  symptoms  for  several  hours.  (Impair- 
ment of  psychomotor  performance  evident  on 
testing  however). 

7%  CO-  tolerated  at  least  1'2  hours  without 
major  symptoms. 

10%  CO-  produces  confusion  within  15-20  min- 
utes. 

30%  CO=  produces  confusion,  stupor,  and,  not 
uncommonly,  convulsive  phenomena  within  2- 
3 minutes. 

The  human  is  relatively  poorly  equipped 
to  defend  against  acute  hypercapnia  and  pH 
drops  steadily  in  relation  to  rise  of  blood 
CO,  tension. 

A common  clinical  picture  reveals  the  pa- 
tient with  emphysema  who  develops  a res- 
piratory infection.  He  receives  sedation 
which  depresses  the  respiratory  center.  Car- 
bon dioxide  retention,  occurs  and  the  CO,- 
sensitive  centers  no  longer  respond  by  in- 
creasing efficiency  of  respiration.  Oxygen 
is  provided,  whereupon  hjqioxiasensitive 
centers  are  sated.  The  central  respiratory 
drive  then  may  fail  completely. 

Chronic  respiratory  acidosis  has  a slow 
evolution,  allowing  considerable  accommo- 
dation, compensatory  changes,  and  even  grad- 
ual decompensation.  The  clinical  picture  is 
more  insidious  and  produces  a broader  spec- 
trum of  symptoms.  In  prolonged,  progres- 
sive respiratory  acidosis,  hypoxia,  secondary 
polycythemia,  increased  venous  pressure, 
and  cerebral  edema  may  appear.  With 
chronic  obstructive  pulmonary  disease,  espe- 
cially with  bronchitis  and  emphysema,  cor 
pulmonale  may  develop.  The  general  effects 
of  acidosis  are  depressant  on  central  nerv- 
ous and  cardiovascular  systems.  Cerebral 
arteriolar  and  capillary  vasodilatation  oc- 
cur. 

The  complete  clinical  picture  of  chronic 
respiratory  acidosis  presents : 

Etiologic  clues. 

Apnea  with  administration  of  oxygen. 

Headaches. 


Rapid,  bounding  pulse. 

Peripheral  vasodilatation,  warm  hands.  Ulti- 
mately peripheral  vascular  collapse. 

Lethargy,  mental  confusion,  irritability,  deliri- 
um, eventually  even  dementia. 

Stupor,  coma. 

Gliosis. 

Decreased  deep  tendon  reflexes. 

Rarely  convulsions,  extensor  plantar  responses, 
focal  neurologic  signs. 

(Myoclonic  jerks,  convulsions,  hypotension  are 
more  likely  to  be  associated  with  hypoxemia). 

Tremor,  twitching;  “flapping  tremor.” 

Cerebral  vascular  syndromes;  transient  insuf- 
ficiency or  thrombosis. 

Papilledema. 

Elevated  cerebrospinal  fluid  pressure;  normal 
protein  and  cell  count. 

EEG  changes:  diffuse  slow  waves  in  theta  and 
delta  frequencies. 

Increased  blood  viscosity. 

Blood  chemistry  in  respiratory  acidosis  dis- 
closes: pH  normal  if  compensated,  decreased  if 
uncompensated. 

Increased  CO-  tension,  carbonic  acid  and 
CO=  volume  per  100  ml. 

Increased  plasma  bicarbonate  (although  ratio 
of  bicarbonate  to  carbonic  acid  is  decreased). 
Decreased  plasma  chlorides. 

A latent  metabolic  alkalosis  appears"as  a 
compensatory  device  in  respiratory  acidosis. 
This  alkalosis  may  become  uncompensated 
and  manifest  as  the  respiratory  acidosis  is 
treated,  especially  in  severe  and  longstand- 
ing acidosis  responding  to  rapid  treatment. 
As  ventilatory  function  is  improved,  CO2 
is  expelled,  but  the  excessive  alkaline  bi- 
carbonate is  lost  more  slowly  by  kidneys. 
Likewise,  potassium  and  chloride  depletion 
have  occurred  in  many  of  these  patients,  leav- 
ing an  alkaline  milieu  (hypokalemic  hypo- 
chloremic alkolosis)  as  excessive  CO,  is 
eliminated.  Chronic  acidosis  and  hypoxia, 
at  times  aided  by  diuretics,  may  lead  to  con- 
siderable potassium  depletion.  Alkalosis,  of 
course,  suppresses  central  respiratory  drive 
further,  a critical  development  in  patients 
with  respiratory  acidosis. 

Other  risks  may  be  incurred  with  too  rapid 
fall  of  excessive  CO,  in  therapy.  Cerebral 
oxygen  supply,  often  already  minimal  be- 
cause of  concommitant  hypoxia,  is  further  re- 
duced by  the  relative  alkalosis  which  now  oc- 
curs, reducing  arteriolar  and  capillary  vaso- 
dilatation (even  possibly  causing  vasopsasm) 
and  relatively  impairing  the  ease  with  which 
oxygen  is  freed  from  hemoglobin.  Cardiac 
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arrhythmias  and  a fall  in  blood  pressure  may 
also  appear.  These  factors  can  be  critical  for 
cerebral  function  in  the  arteriosclerotic  or 
otherwise  debilitated  patient.  Convulsions, 
coma,  mental  confusion,  tremor,  twitching 
or  myoclonic  jerks  are  occasionally  noted 
at  this  time,  and  have  been  ascribed  to  too 
rapid  loss  of  CO.,  or  a swing  to  frank  alka- 
losis. 

Respiratory  acidosis  may  obscure  symp- 
toms of  underlying  brain  damage  (due  to 
hypoxia,  arterial  insufficiency  or  thrombosis, 
for  example),  revealed  only  following  treat- 
ment of  the  “CO2  narcosis.”  Respiratory 
acidosis  is  usually  a critical  development  and 
not  a rare  cause  of  death.  It  must  be  suspect- 
ed, diagnosed,  and  treated  before  hypoxia 
adds  its  toll. 

Treatment  of  respiratory  acidosis  requires 
attention  to  its  causes,  mechanically  assisted 
respiration  and  adequate  oxygen  intake. 
Potassium  and  chloride  stores  often  must  be 
replenished.  Frequent  estimations  of  blood 
CO,  bicarbonate  and  pH  will  assist  in  pre- 
venting precipitous  changes  to  alkalosis. 

Respiratory  Alkalosis 

Respiratory  alkalosis  (hypocapnia,  hypo- 
carbia)  appears  with  any  condition  causing 
the  excessive  elimination  of  CO,  from  the 
body.  A primary  reduction  in  the  physically 
dissolved  fraction  of  blood  CO,  occurs.  This 
is  due  to  hyperventilation,  in  turn  caused  by : 

Emotional  states,  psychoneuroses. 

Hyperthermia. 

Bacteremia. 

Hypoxia,  anemia,  congestive  heart  failure. 

Drug  toxicity  (commonly  salicylates). 

Inhalation  anesthesia. 

Respirator  and  other  mechanically  assisted  res- 
piration. 

Exercise  in  untrained  subjects. 

Cerebral  disease  (as  decerebrate  rigidity,  acute 
cerebral  edema,  brain  stem  lesions  particularly 
in  pontine  tegmentum). 

Hepatic  failure. 

Compensatory  rebound  in  patients  treated  for 
acidosis. 

Pregnancy. 

Body  vibration. 

The  clinical  features  of  respiratory  alka- 
losis may  be  minimal  and  few,  or  dramatic 
and  many.  Normal  subjects  in  experimental 


settings  appear  to  demonstrate  few  if  any 
symptoms  during  hypeiwentilation,  whereas 
a patient  population  (and  particularly  a neu- 
rotic group)  presenting  to  a physician  re- 
veal a number  of  distresses  and  signs  includ- 
ing: 

Etiologic  clues. 

Hyperventilating  activity  (frequent  sighing, 
can’t  get  deep  breath,  chest  feels  tight,  must 
fight  for  air,  feeling  of  suffocation). 

Lightheadedness,  giddiness,  faint  feelings,  over- 
whelming weakness,  visual  blurring  or  black- 
out, syncope. 

Impaired  concentration;  reduced  psychomotor 
performance. 

Feelings  of  unreality,  anxiety,  irritability. 

Palpitation. 

Fall  in  blood  pressure. 

Pallor,  sweating. 

Paresthesias  (circumoral,  distal  extremities). 

Pseudo-angina  (pectoris). 

Tinnitus. 

Tremor  (intention),  muscle  fasciculations. 

Tetany  (manifest  tetany  is  rare). 

Nonspecific  EEC  changes:  paroxysmal  or  con- 
tinuous high  voltage  slow  waves  of  2-4  cps 
due  to  constriction  of  small  cerebral  vessels. 

ECG:  depression  of  ST  segment,  T-wave  alter- 
ations. 

Occasionally,  symptoms  are  disarmingly 
lateralized  (more  often  to  left  side)  to  sug- 
gest somatic  disease. 

Clinical  manifestations  and  EEG  changes 
correlate  better  with  the  rate  of  decrease  of 
blood  CO,  than  with  the  extent  of  decrease. 

Diagnostic  laboratory  findings  include  de- 
creased serum  bicarbonate,  CO,  content  and 
CO,  tension,  increased  chlorides.  If  the  alka- 
losis is  compensated,  pH  remains  within  nor- 
mal range;  otherwise  it  rises  over  7.45.  The 
ratio  of  bicarbonate  to  carbonic  acid  is  in- 
creased. 

Respiratory  alkalosis  is  itself  seldom  a 
critical  development,  usually  only  as  serious 
as  its  underlying  causes.  Exceptions  are 
known,  however.  Hyperventilation  preced- 
ing physical  exertion  (exercise,  sports,  con- 
vulsion, delirium)  or  Valsalva  maneuver  or 
in  a patient  with  bilateral  cortical  (cerebral) 
damage  may  result  in  unconsciousness  and 
prolonged  apnea.  In  the  otherwise  debili- 
tated person,  it  adds  further  biochemical  dis- 
integration. Overbreathing  may  contribute 
to  dehydration  through  excessive  loss  of 
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bronchopulmonary  moisture.  Maternal  hy- 
perventilation may  provoke  acidosis  in  the 
newborn,  Avhich  in  turn  leads  to  delayed  neo- 
natal respiration. 

Hyperventilation  will  precipitate  petit  mal 
attacks  in  patients  with  the  latter  condition. 
Likewise,  hyperventilation  activates  EEC 
changes  in  petit  mal  and  in  certain  metabolic 
states,  as  hypocalcemia  and  hypoglycemia. 
Hyperventilation  is  employed  in  anesthesia 
to  reduce  cerebral  edema  and  to  extend  the 
pharmacological  effects  of  anesthesia.  Since 
respiratory  alkalosis  results  in  cerebral  vaso- 
spasm (small  vessels)  and  a reduced  release 
of  oxygen  from  hemoglobin,  there  are  at 
least  theoretical  grounds  for  considering  it 
a liability  in  patients  with  diminished  rates 
of  cerebral  perfusion  from  any  cause  or 
with  increased  cerebral  metabolic  require- 
ments. 

Metabolic  Acidosis 

Metabolic  acidosis  appears  as  blood  alkali 
(largely  bicarbonate)  diminishes  or  the  non- 
carbonic  acids  increase  beyond  their  normal 
small  concentrations.  These  latter  acids  in- 
clude lactic  and  ketoacids,  aceto-acetic  acid 
and  beta  hydroxybutyric  acid;  citric,  oxala- 
cetic,  pyruvic,  succinic,  and  organic  phos- 
phoric acids;  hydrochloric,  phosphoric  and 
sulphuric  acids.  Causes  and  factors  con- 
tributing to  metabolic  acidosis  include: 

1.  Endogenous  formation  of  excessive  acid. 
(This  occurs  with  increased  catabolism, 
tissue  breakdown,  hypoxia  or  certain  die- 
tary changes). 

Diabetic  keto-acidosis;  less  commonly  lactic 
acidosis  with  phenformin  treatment  of  dia- 
betes. 

Heritable  metabolic  diseases  as  glycogenosis; 
McArdle’s  disease;  hyperglycinuria. 

Starvation. 

High  fat,  low  carbohydrate  diet  (ketogenic 
diet). 

High  acid-ash,  high  protein  diet. 

Thyrotoxicosis. 

Hyperpyrexia. 

Violent  or  prolonged  exercise,  convulsions. 

Anesthesia. 

Severe  prolonged  hypotension;  shock. 

Hypoxia  or  ischemia  from  any  cause. 

Extracorporeal  circulation. 

Hypothermia. 

Cardiac  failure. 

Dehydration. 

Tissue  injury  (e.g.  burns,  trauma). 


Primary ( spontaneous)  lactic  acidosis  (rare; 
some  forms  are  heritable). 

2.  Exogenous  acid  or  acid-forming  loads,  or 

intoxication. 

Chlorides  (especially  NH'Cl;  excessive  NaCl 
in  infants). 

Large  transfusion  of  stored  blood. 

Boric  acid  intoxication  (percutaneous). 
Methyl  alcohol. 

Salicylic  acid,  salicylates. 

Propylene  or  ethylene  glycol. 

Paraldehyde. 

Isoniazid. 

Guanidine. 

Excessive  cow’s  milk  or  lactic  acid  formulas 
(infants). 

3.  Retention  of  acids  due  to  renal  failure 

(uremia). 

4.  Loss  of  alkali. 

Diarrhea;  intestinal  or  biliary  fistula. 

Some  diuretics  (as  acetozolamide). 

Renal  tubular  disease. 

Fanconi’s  syndrone. 

Lowe’s  syndrome. 

Galactosemia. 

Nephrogenic  diabetes  insipidus. 

Wilson’s  disease. 

Chronic  pyelonephritis. 

Primary  forms. 

Addison’s  disease. 

LFreterosigmoidostomy. 

(Loss  of  alkali,  increased  chloride  ab- 
sorption). 

5.  Other  ionic  shifts: 

Compensatory  acidosis  in  prolonged  alka- 
losis. 

Or  rebound  following  treatment  of  alka- 
losis. 

Hyperkalemia  and  hyponatremia. 

Acute  dilution  of  extracellular  fluid. 

In  metabolic  acidosis,  ketoacids  are  promi- 
nent in  diabetic  acidosis:  retention  of  phos- 
phate and  sulphate  in  renal  insufficiency; 
lactic  and  pyruvic  acid  in  hypoxic  states; 
and  chloride  excess  remaining  from  alkali 
loss. 

Salicylate  intoxication  produces  two  bio- 
chemical stages:  first,  respiratory  alkalosis 
due  to  direct  stimulation  of  medullary  cen- 
ters; later,  metabolic  acidosis  supervenes. 

If  the  fall  in  bicarbonate  (-HCOO  level  is 
moderate,  16-18  m M/L,  hyperventilation 
aids  compensation  to  hold  pH  in  normal 
range.  Beyond  this  point,  uncompensated 
acidosis  commonly  occurs.  As  lactic  acid 
exceeds  7 m M/L,  lactic  acidosis  appears 


August,  1966 


341 


unless  respiratory  or  metabolic  alkalosis  are 
present  to  check  the  fall  of  pH. 

In  metabolic  acidosis,  the  following  lab- 
oratory data  appear  in  blood  samples: 

Decreased  base  HCO’ 

Decreased  CO-  tension  and  content 
Decreased  pH  (unless  compensated) 

Increased  or  normal  chlorides. 

If  combined  metabolic  and  respiratory 
acidosis  exist,  an  increased  tension  and  con- 
tent of  CO,  appear,  with  diminished  pH  and 
variable  base  HCO3. 

With  metabolic  acidosis,  of  course,  much 
potassium  may  be  mobilized  and  lost. 

The  general  biochemical  effects  of  acidosis 
are  depressant  on  central  nervous  cardiovas- 
cular systems. 

The  symptoms  of  metabolic  acidosis  con- 
sist chiefly  of  malaise,  nausea  and  vomiting, 
muscular  aches,  and  abdominal  pain,  fol- 
lowed by  hyperventilation  and  lethargy  pro- 
gressing to  stupor  and  coma.  Respiration 
is  increased  in  both  depth  and  frequency. 
The  skin  becomes  warm  and  flushed.  Pupils 
are  dilated.  Dehydration  is  clinically  evi- 
dent, and  acetone  can  be  detected  on  the 
breath.  Rarely,  delirium  or  convulsions  ap- 
pear, particularly  if  acidosis  is  of  rapid  evo- 
lution. Shock  and  vascular  collapse  are 
among  the  serious  features  of  this  condition. 
Ventricular  fibrillation  or  asystole  occur  in 
severely  acidotic  patients.  A blood  pH  of  7.0 
is  usually  incompatible  with  survival. 

Hyperventilation,  a most  dependable  sign 
of  this  disorder,  may  be  minimal  or  absent 
if  respiratory  muscle  weakness  is  present,  as 
with  potassium  deficit,  or  as  the  blood  pH 
drops  to  7.0,  at  which  time  central  respira- 
tory depression  appears. 

Interestingly,  EEC  changes  are  not  as 
prominent  with  acidosis  as  they  are  in  other 
metabolic  conditions,  as  alkalosis,  water  in- 
toxication, or  hyperammonemia. 

In  infants  with  acidosis,  hypocalcemic 
tetany  may  appear  following  treatment.  Dur- 
ing acidosis,  large  amounts  of  calcium  ion 
are  mobilized  from  bone.  This  is  excreted 
in  the  kidneys,  and  on  recovery,  a rapid  re- 
turn of  extracellular  calcium  to  bone  occurs. 


Serum  calcium  levels  then  drop  unless  ade- 
quate replacement  appears. 

Metabolic  Alkalosis 

In  metabolic  alkalosis  there  occur  de- 
creased hydrogen  ion  concentration  in  blood 
(increased  pH)  and  increased  bicarbonate 
ion  concentration,  diminished  acid  corn- 
compounds,  and  increased  alkaline  com- 
pounds. 

Etiologic  conditions  and  factors  contribut- 
ing to  metabolic  alkalosis  include: 

Excessive  alkali  intake;  includes  sodium  salts 
of  readily  metabolized  organic  acids;  blood 
transfusions  with  excessive  intake  of  sodium 
citrate. 

Excessive  loss  of  acid  ions  in  body  secretions 
(especially  chlorides). 

Loss  of  gastric  HCl. 

Rarely,  infantile  diarrhea  with  high  loss  of 
chloride;  pancreatic  fibrosis  (rare). 

Renal  loss  of  hydrogen  ion  or  chlorides: 
Diuretics  (thiazides,  mercurials). 

Steroids. 

Cushing’s  disease. 

Aldosteronism. 

Renal  tubular  disease. 

Chronic  nephritis. 

Excessive  potassium  loss  (especially  if  rapid; 
leads  to  chloride  loss  and  hydrogen  ion  goes 
to  intracellular  sites). 

Hypercalcemia  due  to  vitamin  D intoxication 
or  associated  with  metastatic  carcinoma. 
“Contraction  alkalosis;’’  acute  loss  of  extra- 
cellular fluid. 

Compensatory  alkalosis  in  chronic  acidosis  or 
rebound  alkalosis  following  treatment  of 
acidosis. 

The  complete  clinical  picture  includes: 

Etiologic  clues. 

Anorexia,  nausea,  vomiting. 

Compensatory  hypoventilation. 

Tetany. 

Hyperirritability;  apathy;  confusion. 

Potassium  deficiency  (muscle  weakness,  ECG 
changes)  especially  in  chronic  alkalosis. 
Nonspecific  EEG  changes:  slow,  high  voltage 
activity  in  bursts;  ultimate  disorganization 
of  tracing  with  large,  slow,  asynchronous 
waves. 

(Blood  pH  over  7.8  is  usually  incompatible  with 
survival). 

Hypoventilation  is  the  most  consistent  clin- 
ical sign  in  metabolic  alkalosis,  but  even  this 
may  be  offset  by  oxygen  need.  Of  the  four 
acid-base  syndromes,  metabolic  alkalosis  pre- 
sents the  least  definite  clinical  features. 
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Laboratory  data  on  blood  samples  dis- 
closes : 

Increased  pH  (unless  compensated). 

CO-  tension  normal  or  increased. 

Increased  base  HCO'. 

Increased  CO^  content. 

Decreased  potassium. 

Bicarbonate  to  carbonic  acid  ratio  increased. 
Chlorides  normal  or  decreased. 

It  should  be  recalled  that  combinations  of 


electrolyte,  hydration,  and  pH  disorders  may 
occur,  in  which  case  more  complex  (and  not 
particularly  “specific”)  symptomatology  ap- 
pears. For  instance,  hypokalemia  plus  hypo- 
chloremic alkoJosis  may  reveal: 

Tetany. 

Flaccid  paralysis. 

Lethargy,  confusion,  delirium. 

Stupor,  coma. 

Convulsions. 

Focal  cerebral  deficits. 


4 


Nearly  IV2  million  persons  are  patients  in  hospitals  on  any  given 
day.  More  than  half  of  them  (720,674)  are  in  psychiatric  hos- 
pitals. 
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COMMENTS  FROM  YOUR  PRESIDENT 


:\Iedicare  is  here  with  its  many  ramifica- 
tions and  intrusions  into  the  practice  of 
medicine.  This  law,  under  the  guise  of  get- 
ting more  people  better  health  care,  has 
tentacles  which  reach  into  every  segment 
of  the  practice  of  medicine  and  certainly 
are  not  limited  to  just  those  patients  over 
age  65.  The  implications  are  incredible 
and  fantastic.  We  all  know  this  is  a bad 
law,  but  one  of  the  many  bad  features  of 
this  law  is  the  fact  that  it  permits  HEW  to 
make  regulations  without  regard  for  physi- 
cians or  physician-patient  relationship.  It 
is  these  regulations  which  were  promulgat- 
ed by  HEW  which  will  insidiously  divide  our 
profession.  Not  only  by  giving  physicians 
a bad  image,  as  patients  learn  that  their 
coverage  is  limited,  but  also  by  pitting  physi- 
cians against  hospital  administrations  and 
insurance  companies.  It  also  pits  physi- 
cians against  physicians,  either  individually 
or  in  groups ; such  as,  specialists  against 
specialists  and  generalists  against  special- 
ists. It  creates  tensions  and  jealousies  by 
coding  fees  of  each  group.  There  will  be 
certain  hospitals  in  certain  areas  which 
can  not  be  accredited  to  accept  Medicare  pa- 
tients. This  is  due  to  HEW  regulations 
which  were  made  to  fit  all  localities  and 
surely  are  not  applicable  to  certain  localities 
in  our  state.  These  localities  may  have  no 
registered  nurse,  but  this  does  not  mean 
they  do  not  give  good  care.  Physicians  in 
these  areas  have  always  referred  patients 
who  need  more  definitive  treatment  than 
their  hospital  can  offer,  to  facilities  where 
they  can  get  the  best  care. 

We  have  said  that  we  will  continue  to 
practice  as  we  have  and  will  continue  to  take 
care  of  patients  to  the  best  of  our  ability. 
I hope  we  do.  The  best  way  to  combat 
these  outside  forces  is  to  treat  our  patients 
as  we  always  have  and  bill  each  patient  di- 
rectly, our  regular  fair  fee  for  service.  But 
more  than  this,  we  must  become  more  in- 
volved outside  of  medicine.  We  must  take 
more  time  to  go  to  meetings  of  political  par- 
ties and  tell  the  constituents  of  the  bad  side 
of  this  law.  Through  our  congressmen  and 
senators,  we  can  fight  to  have  these  regula- 


tions changed,  and  even  the  bad  features  of 
the  law  altered.  We  must  not  be  apathetic 
or  we  will  soon  be  engulfed,  bound  and 
gagged  by  further  regulations.  The  AjMA 
did  not  fail  in  the  last  election.  The  people 
of  this  country  elected  this  administration, 
and  not  the  doctors.  But  doctors,  at  the 
grass  roots  level,  could  go  out  and  influence 
more  people  to  vote  the  right  way.  We 
failed  to  do  this. 

HEW’S  and  Labor’s  aim  is  to  divide  the 
medical  profession  by  getting  doctors  to 
withdraw  from  the  Nebraska  State  Medical 
Association  and  from  the  AMA ; withdraw 
from  the  American  Academy  of  General 
Practice  or  other  specialty  societies,  and 
from  AMP  AC.  Then  these  physicians  will 
no  longer  have  a voice,  and  their  influence 
will  decline.  If  our  professional  organiza- 
tions become  weaker,  we  are  going  along 
exactly  as  the  socialists  have  planned.  This 
is  their  master  scheme  to  divide  us  so  we 
will  be  easy  to  conquer. 

Your  State  Association  with  the  help  of 
the  AMA  will  continue  to  fight  these  discrep- 
ancies, to  have  the  bad  features  of  this  law 
changed.  But  the  support  of  all  physicians 
is  needed.  These  changes  cannot  be  made 
without  united  cooperation. 

Dan  A.  Nye,  M.D., 
President. 
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ORGANIZATION  SECTION 


Dr.  George  Covey  is  an  internist,  has 
of  course  been  Editor  of  this  Journal,  and 
is  a lapidary  or  lapidarist.  He  has  for  some 
20  years  been  finding,  collecting,  cutting, 
and  polishing  gems  indigenous  to  this  sec- 
tion of  the  country.  He  has  two  workshops, 
including  saws  and  wheels  for  cutting,  pol- 
ishing, and  buffing.  He  has  collected  moss 
agate,  jade  of  all  colors,  Eden  Valley  wood, 
cornelian,  lapis  lazuli,  rose  quartz,  opal, 
and  obsidian.  After  finding  these  specimens. 
Dr.  Covey  cuts  them ; then  he  rough  pol- 
ishes ; then  sands,  polishes,  and  buffs.  He 
makes,  and  has  made,  rings,  pins,  lavalieres, 
clips,  earrings,  and  tie-tacks.  We  visited 
with  Dr.  and  Mrs.  Covey  recently,  and  pored 
over  his  beautiful  collection.  We  learned 
a great  deal,  that  there  is  native  beauty  here, 
that  these  things  are  wood  (or  were  wood) 
and  rock  or  stone,  that  they  are  gems  when 
polished,  and  jewels  when  set. 


We  discovered  that  there  are  many  lapi- 
daries or  lapidarists,  that  there  is  a good 
local  club  and  a national  journal.  We  were 
told  that  jade,  historically  treasured  by  the 
Chinese,  may  be  of  any  color,  apple  green, 
blue,  and  of  many  shades  of  white.  Dr. 
Covey  finds  specimens  here  in  Nebraska 
and  in  Wyoming;  he  imports  as  well.  We 
were  astonished  to  find  that  these  things 
can  be  unearthed  here  where  we  live,  but 
it  is  one  more  instance  of  beauty  in  Ne- 
braska, of  treasure  to  be  found  where  you 
are,  of  craftsmanship,  and  of  what  can  be 
done  by  hand  and  at  home.  What  you  see 
in  the  picture  is  only  part  of  Dr.  Covey’s 
collection.  But  it  is  enough  for  its  purpose; 
it  is  beauty,  and  gem  cutting  and  collect- 
ing is  as  wonderful  a hobby  as  any. 

— F.C. 


Welcome,  New  Members 

Holthaus,  Joseph,  M.,  M.D.  Omaha 

Westmore,  John,  M.D.  Omajia 


Executive  Board  Meeting,  May  3,  1966;  Report: 
Resolutions  and  Revisions  Committee: 

WHEREAS,  we  consider  it  fitting  and 
proper  to  express  our  thanks  to  all  those 
who  have  contributed  to  the  success  of  this 
convention  and  the  accomplishments  of  our 
past  year’s  work;  therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association,  extend  our  grateful 
thanks  to  the  officers  and  other  members 
of  the  Executive  Board  of  our  organization 
who  have  so  ably  carried  on  the  business 
necessary  for  the  proper  functioning  of  the 
Auxiliary;  and  be  it  further 

RESOLVED,  that  our  thanks  and  appre- 
ciation go  to  the  Woman’s  Auxiliary  to  the 
Lancaster  County  Medical  Society,  hostess 
to  this  forty-first  Annual  Meeting,  for  the 
welcome  hospitality  extended  to  all  of  us; 
be  it  further 
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RESOL^’ED,  that  we  express  particular 
gratitude  to  Mrs.  Jon  T.  Williams,  Conven- 
tion Chairman,  and  to  all  of  her  committee 
chairmen  for  their  work  and  thoughtfulness 
in  planning  for  our  convenience  and  enter- 
tainment; and  be  it  further 

RESOLA'ED,  that  the  Nebraska  State 
Medical  Association  be  advised  that  we  ap- 
preciate their  leadership  and  assistance, 
and  that  in  particular,  the  Advisory  Com- 
mittee, namely;  Dr.  Willis  Wright,  Presi- 
dent of  the  Nebraska  State  Medical  Associa- 
tion; Dr.  E.  G.  Brillhart;  Dr.  John  A. 
Brown  III;  Dr.  J.  Whitney  Kelley;  Dr.  Clin- 
ton Dorwart;  Dr.  G.  Kenneth  Muehlig,  and 
Dr.  James  Mabie,  be  informed  of  our  grate- 
fulness for  their  helpfulness  and  guidance 
throughout  the  year;  and  be  it  further 

RESOLVED,  that  Dr.  Frank  Cole,  Editor 
of  the  Nebraska  State  Medical  Journal;  Mr. 
Kenneth  Neff,  Executive  Secretary  of  the 
Nebraska  State  Medical  Association;  Mr. 
William  Schellpeper,  Assistant  Executive 
Secretary;  Mary  Churchill,  Judy  Sanburg 
and  Patsy  Brown  be  advised  of  our  sincere 
thanks  for  the  efficient  way  they  have  han- 
dled our  Auxiliary  News  and  for  their 
ready  assistance  whenever  we  have  asked 
for  it;  and  be  it  fui-ther 

RESOLVED,  that  the  Blue  Cross  - Blue 
Shield  organization  know  that  we  are  grate- 
ful for  their  generosity  in  providing  ma- 
terials which  have  facilitated  the  transac- 
tions of  our  business  during  the  meetings; 
and  be  it  further 

RESOLVED,  that  we  express  our  thanks 
to  Hovland-Swanson’s  for  the  style  show; 
to  the  Lincoln  Star  and  Lincoln  Journal,  to 
the  Omaha  World-Herald ; to  the  Cornhusker 
Hotel ; and  be  it  further 

RESOLVED,  that  we  pledge  our  loyalty 
and  devotion  to  the  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association; 
that  we  continue  to  be  faithful  in  support- 
ing its  activities,  promoting  its  projects  and 
protecting  its  reputation  and  high  ideals; 
and  be  it  finally 

RESOLVED,  that  these  resolutions  be 


published  in  the  Nebraska  State  Medical 
Journal. 

Respectfully  submitted, 

Doris  Cole, 

(Mrs.  Frank  Cole) 
Chairman. 

Our  Medical  Schools 

U.  of  N.— 

Omaha  — University  of  Nebraska  Regents 
recently  established  the  Shackelford  Profes- 
sor of  Neurosurgery  and  Neuroanatomy  at 
the  College  of  Medicine.  The  Regents  also 
approved  the  appointment  of  the  man  to 
fill  the  position.  He  is  Dr.  F.  Miles  Skul- 
tety,  currently  Professor  of  Surgery  at  the 
State  University  of  Iowa.  He  will  come  to 
the  College  of  Medicine  campus  September 
1. 

Dr.  Skultety  is  a native  of  Rochester, 
N.Y.  He  received  his  Bachelor  of  Arts  and 
Doctor  of  Medicine  degrees  from  the  Uni- 
versity of  Rochester.  He  received  a Ph.D. 
in  Anatomy  from  the  State  University  of 
Iowa.  Dr.  Skultety  was  an  assistant  in 
neurology  at  Cushing  Veterans  Administra- 
tion Hospital  in  Framingham,  Mass.,  and  a 
fellow  in  neurosurgery  at  the  Lahey  Clinic 
in  Boston,  Mass.,  before  joining  the  Uni- 
versity of  Iowa  in  1951.  He  is  a former 
president  of  the  Iowa -Midwest  Neuro- 
surgical Society  and  has  written  extensive- 
ly in  his  professional  field. 

U.  of  N.— 

Omaha  — University  of  Nebraska  Re- 
gents recently  announced  a $530,795  grant 
from  the  Eugene  C.  Eppley  Foundation. 
The  grant  will  help  construct  and  equip 
the  Eugene  C.  Eppley  Center  for  Radiation 
Research  at  the  College  of  Medicine  in  Oma- 
ha. The  grant  will  also  partially  endow 
three  Eppley  Professorships  in  the  field  of 
cancer. 

The  Center  for  Radiation  Research  will 
extend  the  capability  of  the  Eugene  C.  Ep- 
pley Institute  for  Research  in  Cancer  and 
Allied  Diseases  at  the  College  of  Medicine. 
The  Cancer  Institute  was  the  beneficiary 
of  an  initial  $2,500,000  Eppley  Foundation 
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grant  to  build,  staff  and  equip  the  institute 
in  partnership  with  the  University  of  Ne- 
braska and  the  federal  government. 

The  most  expensive  piece  of  new  equip- 
ment will  be  a betatron,  able  to  deliver  high- 
energy  photon  and  electron  beam  therapy 
up  to  25  million  volts  to  cancers  located  deep 
in  the  body  and  to  certain  cancers  overlying 
sensitive  structures,  such  as  the  brain  or 
lungs. 

The  betatron  enables  precise  positioning 
and  high  localization  of  the  cancer-killing 
energy.  There  are  no  more  than  a handful 
of  betatrons  in  cancer  treatment  centers  in 
the  world,  and  none  available  in  this  re- 
gion. The  cost  of  the  betatron  and  auxil- 
liary  equipment  will  exceed  $266,000. 

U.  of  N.— 

Omaha  — Dr.  Aaron  Smith,  assistant  pro- 
fessor of  medical  psychology,  neurology  and 
psychiatry,  will  attend  the  International 
Congress  in  Moscow,  Aug.  4-11.  A grant 
from  the  American  Psychological  Associa- 
tion will  cover  some  of  his  expenses. 

Dr.  Smith  will  visit  laboratories  in  Lon- 
don, Vienna,  Warsaw,  Prague,  Budapest, 
and  Moscow.  In  Moscow  he  will  present  his 
paper,  “Differences  in  Effect  of  Left  and 
Right  Frontal  Tumors  in  Higher  Brain 
Function.” 

Creighton — 

Dr.  Robert  P.  Heaney,  Chairman  of  the 
Department  of  Medicine  at  the  Creighton 
University  School  of  Medicine,  headed  an 
international  research  conference  held  in 
New  Hampshire.  The  meeting  was  the  Gor- 
don Research  Conference  on  Structure  of 
Bones  and  Teeth,  held  at  Meridan,  N.H., 
July  11-15.  Vice-Chairman  for  the  meeting 
was  Dr.  Clayton  Rich,  Associate  Professor 
of  Medicine  and  Chief  of  Radioisotope  Serv- 
ice, Veterans  Administration  Hospital,  Se- 
attle, Wash. 

Attendance  at  the  Gordon  Conference  was 
limited  to  100  researchers  and  included  sci- 
entists from  the  United  States,  England, 
Canada,  France,  Italy,  Japan,  the  Nether- 
lands, Scotland,  Sweden,  and  Switzerland. 


Attending  from  the  Creighton  University 
School  of  Medicine  besides  Dr.  Heaney  were 
Dr.  Thomas  G.  Skillman,  Director  of  the 
Creighton  University  Metabolic  Unit  at 
Creighton  Memorial  St.  Joseph’s  Hospital, 
and  Dr.  James  Walch,  a fellow  in  metabolic 
diseases  at  the  Unit. 

U.  of  N.— 

Omaha  — Premature  births  dropped  an 
impressive  four  per  cent  in  the  first  six 
months  of  operation  of  the  University  of 
Nebraska  College  of  Medicine’s  new  pre- 
natal care  program.  The  purpose  of  the 
program  is  to  provide  medical  care  to  preg- 
nant women  from  low  income  families  in 
the  hopes  of  preventing  mental  retardation 
and  other  abnormalities  in  the  babies.  The 
chances  of  such  abnormalities  are  much 
greater  if  the  baby  is  born  prematurely. 
And,  directors  of  the  program  pointed  out, 
prematurity  is  more  likely  to  occur  when 
the  mother  does  not  receive  good  prenatal 
care. 


All  About  Us 

Doctor  Charles  Way,  a retired  Wahoo 
physician,  became  the  third  Nebraskan  to 
receive  the  American  Legion  National  Re- 
habilitation Commission’s  certificate  of  ap- 
preciation. 

Doctor  and  Mrs.  J.  C.  Maly,  Fullerton,  left 
in  June  to  begin  work  with  other  medical 
personnel  to  establish  a clinic  at  the  Cururu 
Franciscan  Mission  among  the  Mundurucu 
Indians  in  the  jungles  of  South  America. 

Doctor  Albert  B.  Lorincz,  Omaha,  has 
been  named  Professor  of  Obstetrics  and 
Gynecology  at  the  University  of  Chicago. 

Doctor  J.  E.  Stitcher,  formerly  of  Phila- 
delphia, has  joined  the  Lincoln  Clinic  medi- 
cal staff. 

Doctor  Gordon  Francis  has  moved  from 
Arapahoe  to  Grand  Island  to  join  Doctor 
Allan  Gilloon  in  practice. 

Doctor  John  S.  Latta,  Omaha,  received 
the  Distinguished  Service  to  Medicine  Award 
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at  the  University  of  Nebraska  College  of 
IMedicine  commencement  exercises. 

Doctor  Jim  IMonaghan,  formerly  of  Den- 
ver, has  opened  a medical  practice  in  Ben- 
kelman. 

New  officers  of  the  University  of  Nebras- 
ka College  of  Medicine  executive  faculty  are 
Doctor  Warren  Pearse,  first  vice  chairman; 
Doctor  Fay  Smith,  second  vice  chairman; 
and  Doctor  Harry  McFadden,  secretary. 
Doctor  Cecil  Wittson  heads  the  executive 
group. 

Doctor  Wayne  K.  Weston,  now  complet- 
ing his  internship  in  Omaha,  will  join  Doc- 
tors Olsson  and  Haskins  in  the  practice  of 
medicine  at  Lexington. 

Doctor  George  R.  Pullman,  Omaha,  was 
recently  elected  president  of  the  Lutheran 
jMedical  Center  staff. 

Doctor  Charles  W.  McLaughlin,  Jr.,  Oma- 
ha, gave  the  commencement  address  at  the 
Avon  Old  Farms  School  in  Connecticut. 

Doctor  M.  Lois  Murphy,  Lincoln  native, 
is  new  pediatrics  department  chairman  at 
iMemorial  Hospital  for  Cancer  and  Allied 
Diseases  in  New  York  City. 


Correspondence 

July  1,  1966 

Dear  Doctor  Cole; 

From  Dr.  Pearse’s  letter  of  iMay  11,  1966, 
one  might  be  led  to  conclude  that  the  Ma- 
ternal and  Infant  Care  Project  underwrit- 
ten by  the  Children’s  Bureau  and  sponsored 
by  the  Nebraska  State  Department  of  Health 
and  University  of  Nebraska  College  of  Medi- 
cine would  make  health  care  readily  available 
to  mothers  and  infants  of  the  lower  socio- 
economic levels  in  Omaha  and  Douglas 
County. 

Such,  however,  is  not  the  case.  First, 
not  all  high  risk  mothers  and  infants  reside 
within  the  areas  included  in  the  project. 
Second,  many  mothers  and  infants  resid- 
ing within  the  designated  areas  are  regis- 
tered at  the  Creighton  University  Medical 
School  Clinics  and  are  therefore  not  within 


the  project.  By  agreement  between  Nebras- 
ka and  Creighton,  a patient  registered  at 
one  clinic  will  not  be  registered  at  the  other. 
Creighton,  wishing  to  submit  a similar  kla- 
ternal  and  Infant  project  to  the  Children’s 
Bureau,  was  denied  because  legal  interpre- 
tation prohibits  use  of  other  than  tax  funds 
for  matching  purposes.  This  is  a serious  de- 
fect in  the  federal  legislation  which  we  hope 
will  be  corrected  soon. 

I am  confident  that  the  present  program 
will  serve  to  reduce  infant  mortality  in  the 
areas  served.  IMore  of  an  impact  would  re- 
sult were  all  resources  utilizable  so  that 
the  program  were  truly  comprehensive. 

^"ery  truly  yours, 

E.  D.  Lyman,  JMD,  MPH 
Health  Director 

BOARD  OF  COUNCILORS 

First  Session 

The  first  session  of  the  Board  of  Councilors  was 
held  at  the  Hotel  Cornhusker,  Tuesday,  May  3, 
1966.  The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  Waddell. 

Roll  call  showed  the  following  members  present: 
Doctors  Leroy  Lee,  John  T.  McGreer,  Jr.,  W.  W. 
Waddell,  J.  T.  Keown,  H.  D.  Kuper,  A.  A.  Ander- 
son, Chas.  Ashby,  Rex  Wilson,  H.  V.  Smith,  L.  S. 
McNeill  and  C.  J.  Cornelius. 

Mr.  Nordstrum,  Administrator  of  Medicare  Divi- 
sion, State  Department  of  Health,  was  introduced 
and  discussed  the  requirements  of  a utilization 
under  the  Medicare  Law.  The  following  proposal 
was  presented  to  the  Board  of  Councilors: 

That  the  State  Medical  Association,  through 
its  Councilors  act  to  assist  the  37  one  or 
two-man  physician  staffed  hospitals  in  the 
state  to  meet  the  statutory  requirement  of  a 
utilization  review  plan  as  outlined  in  the 
Medicare  Law. 

Specifically,  that  the  State  Medical  Associa- 
tion advise  the  appropriate  physicians  of  its 
plan.  Namely,  that  the  Councilor  will  provide 
a list  of  available  consultant  physicians  to 
the  appropriate  physicians.  They  will  choose 
consultants  as  they  determine  necessaiy  to  help 
them  with  utilization  review  and  consistent 
with  statutory  requirements. 

Said  consultant  physicians  will  be  acceptable 
to  the  governing  body  of  the  hospital  and  the 
hospital  will  reimburse  them  for  reasonable 
costs  and/or  services. 

After  discussion,  it  was  moved  by  Dr.  Cornelius 
that  the  Councilors  agree  to  act  in  this  capacity 
to  help  establish  the  utilization  review  committees, 
and  that  this  be  presented  to  the  House  of  Dele- 
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gates  for  their  approval.  This  was  seconded  and 
carried. 

The  Chairman  called  for  approval  of  the  minutes 
of  the  Mid-Winter  Meeting  as  printed  in  the  April, 
1966,  Journal.  It  was  moved,  seconded  and  car- 
ried that  these  be  approved  as  printed. 

Dr.  Waddell  then  called  for  election  of  officers. 

One  member  of  the  Board  of  Trustees  to  be 
elected,  the  term  of  Dr.  George  Salter  expiring. 
Dr.  McNeill  moved  that  Dr.  Salter  be  re-elected 
to  the  Board  of  Ti-ustees,  and  that  the  nominations 
be  closed  and  a unanimous  ballot  be  cast  for  Dr. 
Salter.  This  was  seconded  and  carried. 

The  Secretary-Treasurer  to  be  elected,  the  term 
of  Dr.  H.  V.  Munger,  expiring.  It  was  moved  that 
Dr.  Munger  be  re-elected  to  this  office,  and  that 
the  nominations  be  closed  and  a unanimous  ballot 
be  cast.  This  was  seconded  and  canned. 

Two  members  of  the  Council  on  Professional 
Ethics  to  be  elected,  the  term  of  Dr.  C.  F.  Heider, 
Sr.,  expiring;  and  the  unexpired  term  of  Dr.  G.  E. 
Peters,  who  retired  from  the  Council.  Following 
discussion,  it  was  moved  by  Dr.  Ashby  that  this  be 
tabled  until  the  second  session  in  order  that  more 
thought  might  be  given  to  the  selection  of  these 
two  Council  members.  This  was  seconded  and  car- 
ried. 

Dr.  Ivan  French,  President  of  the  Saunders  Coun- 
ty Medical  Society,  was  gi’anted  permission  of  the 
floor.  He  stated  that  a physician,  whose  member- 
ship had  been  suspended  at  the  1965  Annual  Ses- 
sion, had  requested  re-instatement  in  the  county 
and  state  societies.  The  Saunders  County  Medical 
Society  was  asking  for  the  opinion  of  the  Board 
of  Councilors  on  this  re-instatement. 

Following  considerable  discussion.  Dr.  Anderson 
moved  that  this  be  tabled  until  the  final  session  on 
Thursday  in  order  that  more  information  might 
be  obtained.  This  was  seconded  and  carried. 

The  requests  for  Life  Membership  were  read. 
It  was  moved  and  seconded  that  these  be  accepted. 
The  motion  was  carried. 

There  being  no  further  business,  the  meeting  was 
adjourned  until  Wednesday  morning. 

Second  Session 

The  second  session  of  the  Board  of  Councilors 
was  called  to  order  by  the  Chairman,  Dr.  Waddell. 

Roll  call  showed  the  following  members  pres- 
ent: Doctors  Lee,  McGreer,  Waddell,  Keown,  Kuper, 
Anderson,  Ashby,  Smith,  McNeill  and  Cornelius. 

Dr.  Waddell  called  for  the  election  of  the  two 
members  of  the  Council  on  Professional  Ethics 
which  had  been  tabled  for  more  consideration. 

Dr.  Walter  Benthack  of  Wayne  and  Dr.  A.  A. 
Ashby  of  Geneva  were  nominated  to  fill  the  un- 
expired term  of  Dr.  Peters.  The  ballots  cast 
showed  that  Dr.  Benthack  had  been  elected  to  re- 
place Dr.  Peters. 

Dr.  A.  A.  Ashby  of  Geneva  and  Dr.  Ray  Wycoff 
of  Lexington  were  nominated  to  fill  the  expired 
term  of  Dr.  Heider.  The  ballots  cast  showed  that 
Dr.  Ashby  had  been  elected  to  the  Council  on  Pro- 
fessional Ethics. 

It  was  moved  by  Dr.  McNeill  that  a letter  be  sent 
to  Dr.  Heider  expressing  the  appreciation  of  the 
Nebraska  State  Medical  Association  for  his  many 


years  of  service  on  this  Council.  This  was  seconded 
and  carried. 

The  question  of  payment  for  physicians  seiwices 
in  the  state  and  county  institutions  was  brought 
up  by  Dr.  Lee  and  discussion  followed.  It  was 
moved  that  the  Board  of  Councilors  recommend 
to  the  House  of  Delegates  that  the  matter  of  ethical 
principal  of  distribution  of  fees  for  Medicare  pa- 
tients be  referred  to  the  proper  committee  of  the 
State  Medical  Association.  This  motion  was  sec- 
onded and  carried. 

There  being  no  further  business,  the  meeting 
was  adjourned  until  Thursday  morning. 

Third  Session 

The  third  session  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  Waddell,  Chairman. 

Roll  call  showed  the  following  members  present: 
Doctors  Lee,  McGreer,  Waddell,  Keown,  Kuper, 
Anderson,  Ashby,  Smith,  McNeill  and  Cornelius. 

The  minutes  of  the  second  session  were  approved 
as  read. 

Dr.  Waddell  called  on  Dr.  Sorensen,  Chairman  of 
the  Board  of  Trustees,  for  a report  on  the  action 
taken  by  that  body  on  Wednesday.  Dr.  Sorensen 
stated  that  a recommendation  had  been  made  to 
the  House  of  Delegates  that  dues  in  the  Nebraska 
State  Medical  Association  be  increased  $15.00  per 
member  per  year,  effective  January,  1967.  He 
stated  that  operational  costs  were  increasing  and 
that  this  would  help  also  to  meet  commitments 
such  as  paying  in-state  travel  and  lodging  fpr  the 
President  and  President-Elect  while  on  official  As- 
sociation business;  the  Centennial  Health  Fair;  and 
the  retirement  program  for  the  headquarters  per- 
sonnel. 

It  was  moved  by  Dr.  Lee  that  the  rules  be  sus- 
pended and  that  the  Board  of  Councilors  approve 
the  dues  increase.  This  was  seconded  and  car- 
ried. 

Dr.  Waddell  asked  for  the  decision  of  the  Coun- 
cilors on  the  reinstatement  of  the  physician.  Dr. 
Anderson  stated  that  no  letter  requesting  rein- 
statement had  been  received  from  the  County  Med- 
ical Society;  and  therefore  it  was  the  decision  of 
the  Board  of  Councilors  that  the  membership  status 
of  the  physician  would  remain  the  same.  It  was 
moved  and  seconded  to  accept  this  decision,  and 
the  motion  carried. 

There  being  no  further  business,  the  meeting 
was  adjourned. 


Announcements 

Harold  S.  Morgan,  M.D.,  of  Lincoln,  was 
elected  Chairman  of  the  Section  of  Obstetrics 
and  Gynecology  of  the  American  Medical 
Association,  at  the  June,  1966  annual  ses- 
sion of  the  AMA  in  Chicago. 

On  recommendation  by  the  Board  of 
Trustees,  the  House  of  Delegates  of  the  Ne- 
braska Dental  Association  voted  Dr.  Frank 
Tanner,  of  Lincoln,  an  Honorary  Member 
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at  the  April  24,  1966  meeting.  It  was  their 
wish  to  show  their  appreciation  for  his  close 
association  with  dental  students  and  the 
dental  profession  during  many  years  of 
service  to  their  organization. 

Poetry  Corner 

The  government  owes  thee 
And  thou  owes  me 
For  I am  not 
A federal  employee. 

News  and  Views 

Xe'v  Kedbook  for  Pediatrics — 

Oral  poliovirus  vaccine  (OPV)  is  the  most 
effective  immunization  procedure  for  the 
prevention  of  polio  in  children,  and  should 
be  used  in  community-wide  vaccination  pro- 
grams and  for  routine  immunization  in  in- 
fancy and  childhood.  This  recommendation 
and  other  recommended  procedures  for  im- 
munization against  such  diseases  as  diph- 
theria, tetanus,  whooping  cough,  measles 
and  smallpox  appear  in  the  newly-revised 
15th  edition  of  the  Report  of  the  Committee 
on  the  Control  of  Infectious  Diseases,  re- 
leased recently  by  the  American  Academy  of 
Pediatrics. 

The  report,  also  called  the  Redbook,  points 
out  that  inactivated  polio  vaccine  (IPV)  is 
also  effective,  but  that  evaluation  reveals 
a clearcut  superiority  of  oral  polio  vaccine 
“from  the  point  of  view  of  ease  of  adminis- 
tration, immunogenic  effectiveness,  protec- 
tive capacity,  and  potential  for  the  eradica- 
tion of  poliomyelitis.” 

The  Redbook  emphasizes  the  need  for  ini- 
tiation of  immunization  procedures  against 
diphtheria,  pertussis  (whooping  cough)  and 
tetanus  at  between  2 and  3 months  of  age. 
Three  doses  of  DTP  vaccine  (diphtheria  and 
tetanus  toxoids  and  pertussis)  should  be  ad- 
ministered at  4 to  6 week  intervals,  with 
simultaneous  administration  of  monovalent 
or  trivalent  oral  polio  vaccine,  the  report 
states. 

A fourth  dose  of  DTP  and  trivalent  oral 
polio  vaccine  should  be  given  one  year  later. 


and  another  dose  of  DTP  should  be  admin- 
istered at  3 years  of  age.  The  pertussis  vac- 
cine is  then  eliminated,  and  tetanus  diph- 
theria boosters  are  repeated  at  6 and  12 
years. 

The  report  also  recommends  that  children 
ready  to  enter  school  should  again  receive 
a single  dose  of  trivalent  polio  vaccine. 

Initial  vaccination  against  smallpox  should 
be  administered  sometime  between  15  and 
18  months  during  a relatively  cool  season 
the  report  indicates,  and  should  be  repeated 
at  ages  6 and  12. 

The  report  lists  five  schedules  of  measles 
immunization,  emphasizes  the  greater  effec- 
tiveness of  the  live  virus  vaccines,  and  rec- 
ommends that  all  infants  receive  measles  vac- 
cine “by  the  end  of  the  first  year  of  life.” 

Children  should  be  tested  for  tuberculosis 
at  between  9 and  11  months  of  age,  and 
should  be  tested  annually  until  age  4,  and 
thereafter  every  two  years,  the  report  states. 
Also,  TB  tests  should  be  given  before  the 
administration  of  measles  vaccine. 

The  Redbook  contains  a completely  re- 
written section  on  the  use  and  abuse  of  im- 
mune serum  globulin,  an  updated  section 
on  immunization  requirements  for  foreign 
travel,  a completely  new  section  on  parasitic 
diseases,  and  a revised  and  updated  section 
on  drug  dosages.  Copies  of  the  Redbook  may 
be  obtained  from  Academy  Headquarters, 
1801  Hinman  Avenue,  Evanston,  Illinois 
60204.  Price  is  $1.50. 


THE  MONTH  IN  WASHINGTON 

Washington,  D.  C.  — Health  manpower 
and  medical  research  are  being  reviewed  in 
two  comprehensive  studies  being  conducted 
by  the  Federal  government. 

President  Johnson  called  on  the  new  Na- 
tional Advisory  Commission  on  Health  Man- 
power for  an  evaluation  of  the  use  of  avail- 
able government  and  non-government  health 
manpower.  He  also  asked  for  commission 
recommendations  on  expanding  the  supply 
of  health  manpower. 

“The  national  demand  for  health  manpow- 
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er  today  exceeds  the  supply  — and  this  may 
be  the  case  for  several  years,”  Johnson  told 
the  commission.  “This  fact  gives  your  job 
a special  importance  . . . 

“First,  I need  your  advice  about  the  Fed- 
eral government’s  use  of  its  health  man- 
power : 

— “Are  we  setting  an  example  for  the  na- 
tion in  the  efficient  use  of  health  man- 
power ? 

— “Should  we  establish  new  forms  of 
health  manpower  utilization? 

“Second,  we  need  answers  to  these  same 
questions  as  they  apply  to  non-federal 
health  manpower. 

“Third,  we  need  your  advice  on  how  to 
develop  additional  health  manpower  — not 
only  high-level  specialists,  but  technicians 
and  allied  health  professionals.” 

The  Advisory  Committee  met  for  the  first 
time  a few  days  after  the  House  unanimous- 
ly passed  and  sent  to  the  Senate  a bill  to 
train  more  health  workers.  The  measure 
sets  up  a three-year,  $155  million  program 
of  aid  aimed  at  training  some  12,000  addi- 
tional allied  health  workers  such  as  medical 
technologists,  therapists.  X-ray  technolo- 
gists, dental  hygienists,  nutritionists,  and 
laboratory  technicians. 

The  legislation  authorizes  half  the  money 
for  improving  health  worker  training  facili- 
ties and  programs  at  qualified  universities, 
colleges  and  junior  colleges.  The  other  half 
would  go  into  a program  of  fellowship  grants 
and  federally  guaranteed  loans  for  students. 

The  bill  also  would  authorize  increased 
student  loan  forgiveness  for  physicians,  den- 
tists and  optometrists  who  set  up  practice 
in  poor  rural  areas  where  the  supply  of 
medical  personnel  is  short  or  non-existent. 

Johnson  instructed  23  administration  lead- 
ers in  medicine  and  health  matters,  includ- 
ing Health,  Education  and  Welfare  Secre- 
tary John  W.  Gardner  and  the  directors  of 
the  national  health  institutes,  to  re-examine 
their  priorities  to  determine  whether  re- 
search activities  should  be  slowed  down 
and  more  effort  devoted  toward  making 
practical  use  of  research  findings. 


He  asked  for  a report  in  a few  months 
on  a general  reassessment  of  National  In- 
stitutes of  Health  goals,  effectiveness  of  cur- 
rent medical  research  programs,  propor- 
tions of  NIH  funds  being  spent  on  basic  re- 
search and  on  applied  research,  and  major 
obstacles  confronting  the  institutes  in 
translating  research  findings  into  practical 
benefits. 

The  President  was  reported  to  have  shown 
concern  in  a meeting  with  his  top  medicine 
and  health  advisors  that  too  much  is  being 
spent  “for  the  sake  of  research  alone.”  Sim- 
ilar concern  has  been  voiced  by  some  non- 
government individuals  knowledgeable  in 
the  health  field. 

National  expenditures  for  medical  re- 
search have  increased  from  $87  million  in 
1947  to  an  estimated  $1.85  billion  last  year. 
About  two-thirds  of  the  1965  total  was 
federal  money  and  about  four-tenths  of  the 
total  was  administered  by  the  National  In- 
stitutes of  Health.  In  the  two  decades  fol- 
lowing World  War  II,  NIH  annual  appropri- 
ations have  zoomed  from  $3  million  to  $1.25 
billion.  In  recent  years.  Congress  voted  NIH 
more  money  than  the  Administration  has 
requested. 

“The  National  Institutes  of  Health  are 
spending  more  than  $800  million  a year  on 
biomedical  research,”  Johnson  said.  “I  am 
keenly  interested  to  learn  not  only  what 
knowledge  this  buys  but  what  are  the  pay- 
offs in  terms  of  healthy  lives  for  our  citi- 
zens . . . 

“.  . . The  nation  faces  a heavy  demand 
on  its  hospitals  and  health  manpower.  Med- 
ical research,  effectively  applied,  can  help 
reduce  the  load  by  preventing  disease  before 
it  occurs,  and  by  curing  disease  when  it  does 
strike. 

“But  the  greater  reward  is  in  the  well- 
being of  our  citizens.  We  must  make  sure 
that  no  life-giving  discovery  is  locked  up 
in  the  laboratory,” 

The  Food  and  Drug  Administration  has 
issued  new  regulations  tightening  the  re- 
quirements for  special  diet  foods  and  diet 
supplements. 

The  revised  regulations  are  aimed  at  pro- 
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viding  the  consumer  with  more  facts  about 
the  foods  for  weight  control,  for  dietary 
supplementation  with  vitamins  and  minerals, 
and  for  other  special  diet  needs,  such  as  con- 
trolling salt  intake,  according  to  Dr.  James 
L.  Goddard,  the  head  of  FDA. 

The  new  regulations  set  standards  for  cer- 
tain foods  to  which  nutrients  may  be  added 
only  if  they  have  real  value.  A Recommend- 
ed Dietary  Allowances  also  is  included  as  a 
guide  to  meeting  nutiitional  needs. 

The  new  regulations  will  prohibit  extrava- 
gant promotion  of  “shotgun”  multi-vitamin 
and  mineral  supplements  containing  nutri- 
ents that  meet  no  dietary  need  and  tend  to 
deceive  the  consumer. 

The  revised  labeling  regulations  and  the 
new  standards  for  fortified  foods  and  vita- 
min and  mineral  supplements  are  scheduled 
to  become  effective  in  December. 

A general  revision  of  regulations  on  spe- 
cial dietary  foods  and  vitamin-mineral  sup- 
plements w'as  proix>sed  by  the  FDA  four 
years  ago.  More  than  50,000  comments  were 
received  on  the  provisions  suggested  at  that 
time.  The  new  regulations  are  the  result 
of  a review  of  the  1962  proposals  and  the 
comments  and  recommendations  received 
about  them. 

Goddard  said  the  new  requirements  should 
sweep  away  many  of  the  common  misconcep- 
tions about  the  kinds  and  amounts  of  vita- 
mins and  minerals  needed  in  the  diet,  and 
how  they  are  obtained.  He  said  “m  o s t 
Americans  eat  foods  that  provide  all  the 
\dtamins  and  minerals  normally  required 
for  good  health.” 

jMulti-vitamin  and  mineral  products  will 
be  required  by  the  regulations  to  bear  the 
following  label: 

“Vitamins  and  minerals  are  supplied 
in  abundant  amounts  by  the  foods  we 
eat.  The  Food  and  Nutrition  Board  of 
the  National  Research  Council  recom- 
mends that  dietary  needs  be  satisfied 
by  foods.  Except  for  persons  with  spe- 
cial medical  needs,  there  is  no  scientific 
basis  for  recommending  routine  use  of 
dietary  supplements.” 


The  Pharmaceutical  Manufacturers  Asso- 
ciation said  that  the  new  restrictions  are 
“not  in  the  public  interest.”  A spokesman 
for  the  association  said  that  when  the  Food 
and  Drug  Administration  proposed  similar 
regulations  in  1962,  “we  found  serious  dif- 
ferences of  opinion  among  nutritionists  and 
other  scientists  as  to  the  scientific  basis  for 
the  proposals.” 

A spokesman  for  the  National  Health  Fed- 
eration, predicted  that  consumers  will  rebel 
against  regulations.  He  promised,  “Congress 
will  get  more  letters  on  this  than  on  any 
other  issue  — any  other.”  The  federation 
is  an  organization  of  the  manufacturers  and 
distributors  of  unusual  “health  foods”  and 
“super”  vitamins. 

The  Drug  and  Allied  Products  Guild,  com- 
posed of  smaller  drug  manufacturers  and  dis- 
tributors, voted  authority  for  its  officers 
to  assess  the  97  regular  members  up  to  $500 
each  to  hire  special  lawyers  to  prepare  argu- 
ments against  the  FDA  regulations. 


The  Military  Dependents' 
Medical  Care 

From  time  to  time  we  receive  correspond- 
ence from  dependents  regarding  the  balance 
of  a Medicare  bill  already  paid  by  the  Gov- 
eimment. 

Public  Law  569  - 84th  Congress,  provides 
that  the  bills  paid  by  the  Government  must 
be  payment  in  full  for  the  services  rendered. 
All  physicians  are  given  the  opportunity  to 
determine  personally  whether  or  not  they 
desire  to  participate  in  the  progi-am  and 
fui-nish  this  case.  If  they  accept  the  patient, 
they  must  accept  the  payment  as  full  com- 
pensation for  their  services. 

The  DA  Form  1863-2  which  is  the  Medi- 
care form  for  services  by  civilian  physicians 
and  dentists,  requires  the  signature  of  the 
physician  or  dentist  in  Item  No.  29  on  the 
claim  form  before  payment  can  be  made. 
The  statement  in  Item  No.  29  reads  as  fol- 
lows : 

I will  accept  (1)  the  amount  listed  in 
Item  26,  which  is  my  usual  fee,  or  the 
amount  listed  in  the  dependents  medical 
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care  program  Schedule  of  Allowances, 
whichever  is  less,  as  full  payment  for 
services  described  above. 

The  fee  schedule  as  such  is  nonexistent. 
The  Government  set  the  maximum  amount 
to  be  allowed  for  some  1,50b  procedures  in 
medicine  and  surgery.  But  these  maximum 
fees  are  to  apply  only  where  they  are  the 
existing  local  charges. 

Once  the  payment  has  been  effected  as  de- 
scribed, neither  the  Government  nor  the  pa- 
tient has  further  financial  liabilities  for  the 
same  service. 

If  the  physician  is  unsatisfied  with  Medi- 
care benefits  paid  to  him,  special  cases  will 
be  “arbitrated.”  This  will  be  done  by  the 
Policy  Committee  of  the  Nebraska  State 
Medical  Association. 

The  original  schedule  was  negotiated  in 
1956,  by  the  Nebraska  State  Medicare  Asso- 
ciation and  the  contract  is  renewed  annually. 
The  Relative  Value  Studies  of  both  Nebraska 
and  California  were  used  in  the  negotiation. 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
August  6 — Broken  Bow,  Elks  Club 
August  20  — O’Neill,  High  School  Build- 
ing 

August  27  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

September  17  — Sidney,  Elks  Club 

INFANT  MORTALITY  — San  Francisco 
August  12-13,  1966;  AMA  National  Con- 
ference on  Infant  Mortality;  write  to  the 
Secretary,  Committee  on  Maternal  and 
Child  Care,  AMA,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 

4TH  ANNUAL  SEMINAR  ON  THE  MEDI- 
CAL ASPECTS  OF  COMPETITIVE  ATH- 
LETICS — August  19  and  20,  1966,  Hotel 
Cornhusker,  Lincoln,  Nebraska.  Programs 
will  be  sent  August  1st.  For  information 
write:  Nebraska  State  Medical  Associa- 
tion, 1315  Sharp  Building,  Lincoln. 

FLYING  DOCTORS  — The  12th  annual 
meeting  of  the  Flying  Physicians  Associa- 


tion will  be  held  at  the  Dunes  Hotel,  Las 
Vegas,  September  11-16,  1966.  The  ad- 
dress of  the  F.P.A.  is  332  South  Michigan 
Avenue  Chicago,  Illinois  60604;  Dwaine 
J.  Peetz,  M.D.,  Neligh,  heads  the  associa- 
tion’s Nebraska  chapter. 

TENTH  WORLD  CONGRESS  OF  THE  IN- 
TERNATIONAL SOCIETY  FOR  RE- 
HABILITATION OF  THE  DISABLED 
— September  11-17,  1966,  Rhein-Main- 

Hall,  Wiesbaden,  Germany. 

NEBRASKA  CHAPTER  OF  THE  AMERI- 
CAN ACADEMY  OF  GENERAL  PRAC- 
TICE — Scientific  Meeting;  September  15 
and  16,  1966,  Hotel  Cornhusker,  Lincoln, 
Nebraska. 

AMERICAN  MEDICAL  WRITERS’  ASSO- 
CIATION ANNUAL  MEETING  — At  the 
Waldorf  Astoria,  New  York  City,  Septem- 
ber 29  through  October  2,  1966.  Pro- 
grams will  soon  be  available  from  the  na- 
tional office  of  A.M.W.A.  at  2000  P Street, 
N.W.,  Washington,  D.C.  20036.  ” 

OTOLARYNGOLOGIC  ASSEMBLY  — The 
Annual  Otolaryngologic  Assembly  of  1966 
will  be  held  October  1 through  7,  1966, 
in  the  new  Illinois  Eye  and  Ear  Infirmary 
at  the  Medical  Center,  Chicago.  Write  to: 
Department  of  Otolaryngology,  P.O.  Box 
6998,  Chicago,  Illinois  60680. 

ENDOCRINE  SOCIETY  — October  3rd 
through  7th,  1966;  Eighteenth  Postgradu- 
ate Assembly  of  the  Endocrine  Society,  in 
Oklahoma  City,  Oklahoma;  co-sponsored 
by  the  University  of  Oklahoma  Medical 
Center  at  the  Skirvin  Hotel.  Registration 
fee:  $100;  write  to  Dr.  Henry  H.  Turner, 
1200  North  Walker,  Oklahoma  City. 

Future  Meetings  of  the  American 

College  of  Surgeons — 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 

Secretary,  American  College  of  Surgeons,  55 

East  Erie  Street,  Chicago,  Illinois  60611. 
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In  Diverticulitis . . . 


Increased  pressure 
from  straining 
aggravates 
diverticulitis 


METAMUCIL* 

brand  of  psyllium  hydrophilic  mucilloid 

Metamucil  Powder:  4,  8 and  16-ounce 
containers. 

Instant  Mix  Metamucil:  cartons  of  16 
and  30  single-dose  packets. 
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Metamucil 

to  counteract  the 
constipation  which 
is  etiologically 
important  and 

to  protect  the 
mucosal  surface 
against  physical 
irritants. 


i 


i 


I 


Average  Adult  Dosage: 

One  rounded  teaspoonful  of  Metamucil  (or  one 
packet  of  Instant  Mix  Metamucil)  in  a glass  of 
cool  liquid  one  to  three  times  daily. 


SEARLE 
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INTERNATIONAL  CANCER  CONGRESS 
— The  IX  International  Cancer  Congress 
will  be  held  in  Tokyo,  Japan,  from  October 
23-29,  1966.  Write  to  Hirsch  Marks,  MD, 
435  East  57th  St.,  New  York  22,  N.Y. 

OMAHA  MIDWEST  CLINICAL  SOCIETY 
— 34th  Annual  Postgraduate  Assembly, 
October  31,  November  1,  2,  and  3 in 
Omaha’s  Civic  Auditorium. 

EIGHTH  NATIONAL  CONFERENCE  ON 
THE  MEDICAL  ASPECTS  OF  SPORTS 
— Las  Vegas,  Nevada,  November  27, 
1966,  in  conjunction  with  the  Annual  Clin- 
ical Convention  of  the  AMA,  November 
27-30,  1966. 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
the  following  Postgraduate  Education 
Courses  during  1965  and  1966: 

— December,  1966:  17th  Hahneman  Sym- 
posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 

THE  REGIONAL  MEETING  OF  THE 
AMERICAN  COLLEGE  OF  PHYSICIANS 
— Will  be  held  at  the  Blackstone  Hotel  on 
Saturday  afternoon,  February  25,  1967. 


Chelation  Endarterectomy  for  Occlusive 
Atherosclerosis  — C.  P.  Lamar  (550  Brick- 
ell  Ave.,  Miami,  Fla).  J Amer  Geriat 
Soc  14:272-294  (March)  1966. 

A carefully  selected  group  of  50  patients 
with  various  forms  of  occlusive  atheroscle- 
rosis was  treated  with  intravenous  infusions 
of  the  disodium  salt  of  a synthetic  chemical, 
ethylene-diamine-tetraacetic  acid  (EDTA)  in 
combination  with  an  antiatherogenic  diet,  and 
sometimes  vasodilator  drugs  orally.  The  con- 
sistently good  results  may  be  partially  inter- 
preted as  due  to  the  breakdown  of  the  ather- 
osclerotic plaques  as  EDTA  chelated  and 
removed  the  metastatic  calcium  from  the 
lesions,  thus  widening  the  contracted  ar- 


terial lumen.  Three  illustrative  case  his- 
tories are  presented,  including  data  based 
on  oscillometry,  oscillography,  plethysmog- 
raphy and  angiography. 


Prevention  of  Rheumatic  Fever  — G.  Gil- 
bert et  al  (Institut  de  Cardiologie,  Mon- 
treal). Un  Med  Canada  95:402-407 
(April)  1966. 

Comparisons  were  made  between  benza- 
thine penicillin-G,  triacetyloleandomycin,  and 
erythromycin  in  the  treatment  of  rheumatic 
fever.  Intramuscular  benzathine  penicillin- 
G appeared  to  be  most  effective  against  re- 
currences. It  maintains  an  adequate  and 
continuous  blood  level  of  pencillin,  is  inex- 
pensive, and  allows  early  detection  of  strep- 
tococcal infections  or  recurrences  of  rheu- 
matic fever.  Of  100  patients  receiving  pro- 
phylactic doses  of  penicillin,  there  were  no 
important  side  effects.  With  erythromycin, 
some  gastrointestinal  disturbances  have  oc- 
curred, and  altered  liver  function  occurred 
in  41.6%  of  patients  given  triacetyloleando- 
mycin. 


Foreign  Body  Vaginitis  Caused  by  Toilet 
Tissue  — A.  P.  Henderson  (325  Ninth  Ave, 
Seattle)  and  R.  B.  Scott.  Amer  J Dis  Child 
111:529-532  (May)  1966. 

Foreign  bodies  which  resembled  fecally 
stained  toilet  tissue  were  removed  from  11 
patients  with  vaginitis.  There  was  no  spe- 
cific bacteriological  pattern,  and  the  coliform 
organisms  were  conspicuous  by  their  ab- 
sence. Some  of  the  factors  responsible  for 
this  type  of  vaginitis  are  (1)  poor  toilet 
training,  (2)  tendency  for  material  to  be- 
come entrapped  behind  a snug  hjTnen,  (3) 
more  external  location  of  the  premenarchal 
vaginal  introitus,  and  (4)  lack  of  protection 
afforded  by  the  adult  type  of  labia  and  vul- 
var hair.  Vaginoscopic  examination,  being 
imperative  for  the  diagnosis,  should  be  per- 
formed under  anesthesia  if  necessary  on  any 
patient  with  a brown  or  bloody  vaginal  dis- 
charge. 
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Books 


Pathology  (5th  edition)  edited  by  W.  A.  D.  Ander- 
son, M.D.  Published  May  10,  1966  by  The  C.  V. 
Mosby  Company  of  St.  Louis,  Missouri.  1460 
pages  (I'/z"  by  10 ’/2")  with  1260  black  and  white 
illustrations  and  7 color  plates.  Price  $21.00. 

The  editor  of  this  book  is  Chairman  of  the  De- 
partment of  Pathology  at  the  University  of  Miami 
School  of  Medicine.  Assisted  by  38  eminent  au- 
thorities he  has  prepared  this  curi-ent  edition  of 
a book  which  has  for  many  years  been  a “standard” 
in  medical  literature.  The  sections  on  leprosy,  tu- 
berculosis, spirochetal  and  venereal  diseases,  proto- 
zoal and  helminthic  diseases,  diabetes  mellitus,  the 
lungs,  heart,  blood  vessels,  gastrointestinal  tract, 
and  pancreas  have  been  completely  rewritten.  The 
recent  extraordinary  advances  in  histochemistry, 
enzymology,  genetics,  immunobiology,  virology, 
electron  microscopy,  oncology,  and  chemotherapy 
are  emphasized.  Greater  attention  has  been  given 
to  the  effects  of  radiation  injuries;  viral,  fungal, 
and  parasitic  infections;  and  congenital  heart  dis- 
eases. 

The  publishers  have  prepared  this  book  in  two 
volumes,  making  it  much  easier  to  use.  It  should 
be  a valuable  addition  to  the  library  of  practicing 
physicians  in  all  fields.  It  is  highly  recommended 
by  the  editors  of  your  Journal. 


service  in  action  — the  story  of  the  quiet,  day-by- 
day heroism  of  men  and  women  who  in  their  own 
unspectacular  way  did  much  to  win  campaigns  as 
grueling  as  any  of  the  war. 


Prcimplantation  Stages  of  Pregnancy  (a  Ciba  Foun- 
dation Symposium),  edited  by  G.  E.  W.  Wolsten- 
holme,  F.R.C.P.,  and  Maeve  O’Connor,  B.A.  Pub- 
lished in  December  1965  by  Little,  Brown  and 
Company  of  Boston.  430  pages  (5'/2"  by  8") 
with  153  illustrations.  Price  $13.50. 

This  symposium  was  held  in  London  April  13 
to  15,  1965  and  was  attended  by  26  authorities 
from  eight  different  countries.  This  book  con- 
tains papers  presented  and  the  discussions  that  fol- 
lowed. Subjects  discussed  included  the  following: 

a.  Ultrastructural  changes  in  the  egg  during  fer- 
tilization 

b.  Comparative  studies  of  the  blastocyst 

c.  Energy  metabolism  in  mouse  embryos 

d.  Sperm  penetration  in  the  mammalian  ./egg 

e.  Genetic  mosaicism 

f.  Death  and  chromosome  damage  from  irradia- 
tion of  preimplantation  stages 

g.  Hormonal  steroids  and  preimplantation  stages. 


Medical  Service  in  the  Mediterranean  and  Minor 
Theaters  by  Charles  M.  Wiltse,  M.D.  Published 
1965  by  the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington,  D.C. 
664  pages  (7"  by  10")  with  numerous  maps  and 
illustrations.  Price  $5.00. 

The  author  of  this  book  is  chief  historian  for  the 
United  States  Army  Medical  Service.  This  volume 
opens  with  a graphic  description  of  the  field  medical 
service  in  action,  then  proceeds  to  an  account  of 
medical  activities  at  the  At' antic  bases  from  Green- 
land to  Brazil,  and  in  Central  Africa  and  the  Middle 
East  — all  areas  in  which  the  establishment  of  sup- 
ply routes  and  a defensive  perimeter  preceded  and 
supported  combat  operations  against  the  European 
Axis  in  World  War  2. 

The  remaining  chapters  are  devoted  to  combat 
medicine,  including  one  on  Anzio  and  another  on 
the  invasion  of  southern  Fi-ance,  and  to  the  develop- 
ment of  a communications  zone  medical  establish- 
ment, carrying  the  story  to  the  departure  of  the 
last  Army  medical  units  from  Italy. 

This  book  is  the  story  of  the  U.S.  Army  medical 


Games  People  Play  by  Eric  Berne,  M.D.  Pub- 
lished 1964  (and  reprinted  twenty  times)  by 
Grove  Press,  Inc.,  New  York  City.  192  pages 
(6"  by  8").  $5.00. 

Dr.  Berne  was  formerly  a Consultant  in  Psychi- 
atry to  the  Surgeon  General,  U.S.  Army.  He  is 
now  a lecturer  at  the  University  of  California 
Medical  School  and  Chairman  of  the  San  Francisco 
Social  Psychiatry  Seminars.  This  current  book  has 
recently  climbed  to  near  the  top  of  the  “best-seller” 
lists  of  all  non-fiction  books.  It  has  been  what 
the  publishers  call  “a  sleeper.” 

In  his  earlier  book.  Transactional  Analysis  in 
Psychotherapy,  he  introduced  a new,  unified  sys- 
tem of  individual  and  social  psychiatry,  using  group 
therapy  as  the  basic  method  and  the  analysis 
of  games  as  a major  element  in  the  treatment.  In 
this  present  volume,  he  develops  and  elaborates 
on  this  concept  and  shows  how  people  can  achieve 
a new  self-awareness  by  analyzing  their  behavior 
in  terms  of  games,  and  so  learn  to  live  more  con- 
structive lives.  Addressed  to  the  intelligent  layman 
as  well  as  to  the  practicing  professional,  Games 
People  Play  is  written  in  clear,  simple,  witty  lan- 
guage. 
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ORGANIZATIONS.  STATE = 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

.Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 
Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 

Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 

Miss  Betty  Seibert,  510  South  42nd  St.,  Omaha 
Lancaster  County  Chapter 

Mr.  and  Mrs.  Gayle  Voller,  530  North  75th  St., 
Lincoln 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 
Nebraska  Diabetes  Association 

Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretai-y 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Undenvood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  MD,  President 
5 West  31st  Street,  Kearney,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 

Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “O”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Hamey,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 


356 


Nebraska  S.  M.  J. 


Twenty-five  years  ago,  this  country  was  faced  with  a very  real  threat  of  socialized 
medicine. 

Members  of  the  hospital  and  medical  profession  had  a better  plan.  Prepayment  of 
hospital  and  Medical  bills.  ^ 

Thus  Blue  Cross  and  Blue  Shield  were  born. 

Today,  as  in  the  beginning,  doctors  play  a leading  role  in  Blue  Cross  and  Blue 
Shield. 

Doctors  sit  on  the  boards  of  both  organizations. 

Doctors  help  formulate  policy,  help  guide  administration. 

Blue  Cross  and  Blue  Shield  are  still  under  doctor’s  care.  And  65  million  mem- 
bers wouldn’t  have  it  any  other  way. 

NEBRAS  KA 

fBlue  Cross  / ^iue  Shield 

Fifth  Floor,  Kilpatrick  Building,  Omaha,  Nebraska 
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Current  Comment 


Updating  of  Lincoln’s  Veterans 
Administration  Hospital — 

The  director  of  the  Lincoln  V.A.  Hospital, 
Dr.  J.  Melvin  Boykin,  said  that  he  expects 
plans  for  modernizing  the  hospital  to  be 
announced  before  the  end  of  1966.  The  proj- 
ect, which  could  cost  as  much  as  $3,000,000, 
will  require  a congressional  appropriation. 
iMeanwhile,  the  hospital  is  continuing  to 
build  up  its  staff  to  a level  sufficient  to  han- 
dle the  facility’s  180-bed  capacity. 

The  Lincoln  hospital  was  ordered  closed 
in  January,  1965,  but  after  spirited  objec- 
tions by  civic  and  veterans’  organizations. 
President  Johnson  rescinded  the  order  for 
closing. 

Dr.  Boykin  added  that  there  are  a few 
staff  positions  that  need  to  be  filled.  These 
include  openings  for  a general  surgeon,  an 
orthopedic  surgeon,  two  internists,  and  one 
psychiatrist.  Sufficient  nurses  have  already 
been  hired. 

The  patient  load,  which  declined  to  a low 
of  70  shortly  after  the  closing  order,  has 
climbed  back  to  153.  There  are  now  35 
patients  on  the  waiting  list  for  future  ad- 
mission. 

Dr.  Boykin  said  he  isn’t  sure  what  effect 
the  new  federal  medicare  law  will  have  on 
the  V.A.  Hospital  facilities.  It  appears  that 
veterans  will  have  the  option  of  going  to 
private  hospitals  or  to  the  V.A.  Hospitals. 


Bamadex®  Sequels® 

Contraindications;  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a Second  aid  for  a 

button  popper  button  popper 


Bamadex*  Sequels* 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


olyspo 


ifmyxtn  B-B 


BtibfotK  0 


la 

in  minor 
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USE  ‘POLYSPORINIL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Control  of  Obesity  in  Patients  With  Angina 
Pectoris  — H.  I.  Russek  (176  Hart  Blvd., 
Staten  Island,  N.Y.).  Amer  J Med  Sci 
251:461-464  (April)  1966. 

Antiobesity  programs  are  necessary,  not 
only  to  relieve  the  deleterious  effect  over- 
weight has  on  the  otherwise  healthy  body, 
but  because  it  is  known  that  in  patients  with 
cardiovascular  disease  obesity  complicates 
the  underlying  condition.  The  safety  and 
effectiveness  of  diethylpropion  hydrochloride 
was  tested  in  a double-blind  placebo  con- 
trolled study  of  40  obese  patients  with  angina 
pectoris.  During  a trial  of  6.4  weeks,  pa- 
tients in  the  drug  group  lost  an  average 
of  7.3  pounds,  compared  with  an  average 
total  weight  loss  in  the  control  group  of  0.1 
pounds.  No  cardiovascular  side  effects  were 
i’(!ported.  The  results  support  previous  evi- 
dence that  certain  anorectic  drugs  can  be 
useful  in  the  early  stages  of  an  antiobesity 
program  for  overweight  cardiac  patients. 


“This  is  really  an  old-line  hospital  . . . here’s 
a drawing  of  the  founder  ...  he  was  a famous 
anesthesiologist!” 
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must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 


V-Cfflin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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REPRINTS 

OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  ■ Office  Forms 
Quality  Printing  at  the  Right  Price 

QOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO 


whether  it  is  X-Ray  Equipment  or  X-Ray 
Supplies,  or  accessories  such  as,  cassettes 
and  intensifying  screens,  developing  tanks, 
illuminators,  hangers,  loading  bins,  dark 
room  lamps,  interval  timers,  x-ray  film  and 
processing  chemicals.  The  K & W X-Ray 
Company  can  promptly  supply,  and  at 
sensible  prices. 

We  are  also  franchised  dealers  for  the 
H.  G.  Fischer  Electro  Medical  and  X-Ray 
apparatus  in  Nebraska. 

Our  "Johnny  on  the  spot"  availability 
for  service  and  co-operation  is  always 
available  for  those  who  need  it. 


X-RAY 


IMCOtfOIATI* 


Medical  Arts  Building 
m So.  17th  Street 
Omaha,  Nebraska 


Iatrogenic  Bacteriuria  and  Gynecologic  Sur- 
gery: Basic  Study  on  Incidence,  Prophyl- 
axis, and  Therapy  — A.  A.  Hodari  (Henry 
Ford  Hosp,  Detroit)  and  C.  P.  Hodgkinson. 
Amer  J Obstet  Gynec  95:153-164  (May 
15)  1966. 

Studies  reveal  the  impropriety  of  overus- 
ing sulfonamide  or  tetracycline  for  systemic 
prophylactic  catheter  coverage  in  a gyneco- 
logic survey  in  303  patients.  Not  only  was 
the  use  of  these  drugs  relatively  ineffective 
in  90%  of  the  patients,  but  they  introduced 
the  disadvantages  of  inducing  hypersensitiv- 
ity and  bacterial  resistance.  The  incidence 
of  bacteriuria  at  the  time  of  discharge  was 
essentially  the  same  in  those  patients  who 
were  treated  prophylactically  as  compared 
with  those  who  received  only  specific  anti- 
biotic therapy  after  their  bacteriuria  devel- 
oped. Those  patients  receiving  prophylactic 
sulfonamides  or  tetracycline  actually  had  a 
longer  hospital  convalescence  as  compared 
with  those  patients  who  did  not  receive  any 
prophylactic  therapy  but  who  were  treated 
with  specific  antibiotics  once  bacteriuria  oc- 
curred. Bladder  flux  was  not  only  more  ef- 
ficient in  preventing  bacteriuria,  but  also  de- 
trusor exercise  facilitated  the  earlier  return 
of  noiTnal  detrusor  distensibility  and  con- 


“My  doctor  had  me  on  a very  strict  diet, 
but,  thank  goodness,  he  retired  yesterday.” 
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Once  merely  a man 


with  HAY  FEVER - 

now  a victim  of  his 
own  antibodies 


■i 


Whatever  term  describes  him  in  this  new  era  of 
immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea  and  sneezing  haven’t  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz"^  Nasal  Spray 
relieves  the  symptoms.  It  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
balanced  formula  of  effective  components  relieves  in 
three  ways  with: 

• Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes  and 
allow  more  comfortable  breathing. 

• Thenfadil®  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 

•Zephiran®  Cl  1:5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  promote 
the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

Supplied  in  convenient  pocket-size  plastic 
spray  bottle  of  20  ml.  Also  available  as  a 
solution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
and  473  ml.  (1  pint). 


Prescribe 


Nasal  Spray 


(contains  Neo-Synephrine  HCI) 


yi///7fhro/3  Winthrop  Laboratories,  New  York,  N.Y.  10016 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding: date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln,  Nebraska. 


WANTED  — Locum  tenens  for  August  28th  to 
September  11th.  Contact:  L.  G.  Bunting,  M.D., 

Hebi'on,  Nebraska. 


FOR  RENT  — Doctor’s  quarters  in  fastest  grow- 
ing community  in  Oregon.  Write  Springfield  Phar- 
macy, 602  Main  Street,  Springfield,  Oregon. 


AVAILABLE  — • For  Locum  Tenens  — General 
Practice.  September  through  December.  Write  to: 
G.  T.  Wall,  M.D.,  6118  Park  Lane  Drive,  Omaha, 
Nebraska  68104. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  hom*es  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 


INTERNIST  — TO  JOIN  MULTI-SPECIALTY 
GROUP  — Salary  $20,000  first  year;  $25,000  sec- 
ond year  with  partnership  option  thereafter.  Medical 
School  affiliation  available.  Write  to:  Prairie  Clinic, 
26th  and  J Street,  Omaha,  Nebraska. 


INTERNIST  — For  5-man  department  in  busy 
and  steadily  growing  north  central  Kansas  13- 
member  multispecialty  gi’oup.  Partnership  after 
salary  for  two  years.  Board  eligible  or  certified. 
Write  Gelvin-Haughey  Clinic,  Concordia,  Kansas. 


USED  MEDICAL  AND  SURGICAL  EQUIPMENT 
— 100  milliamp  X-ray,  BMR  machine,  photrometer 
and  numerous  items  of  equipment  for  sale.  Contact 
R.  T.  Satterfield,  M.D.,  724  East  Jefferson  St.,  Mil- 
lard, Nebraska. 


WANTED  — Community  of  1,200  needs  a physi- 
cian. Will  remodel  present  facilities.  Only  15 
minutes  from  new  hospital.  Town  has  a 92-bed 
nursing  home.  Wonderful  recreation  area.  Contact 
Roger  Pentz,  D.D.S.,  Arapahoe,  Nebraska. 


STUDENT  HEALTH  SERVICE  — Excellent  op- 
portunity for  Generalist  to  join  full  time  staff  of 
expanding  health  service.  Pleasant  university  town 
in  Rocky  Mountain  area.  Write  Box  66,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lincoln, 
Nebraska. 


PEDIATRICIAN  — TO  JOIN  ACTIVE  MULTI- 
SPECIALTY GROUP  — Salary  first  year  $20,000, 
second  year  $25,000  with  partnership  option  there- 
after. Medical  school  affiliation  available.  Write 
to:  Prairie  Clinic,  26th  and  J Street,  Dmaha,  Ne- 
braska. 


GENERAL  PRACTITIONERS  — Needed  for  solo 
practice  in  Colorado  Springs,  Colorado,  in  rapidly 
growing  sections  of  the  city.  Favorable  situations 
for  staff  memberships  in  hospitals  exist.  For  other 
information  contact  Kenneth  E.  Gloss,  M.D.,  2808 
West  Colorado  Avenue,  Colorado  Springs,  Colo- 
rado 80904. 


RESIDENCIES  — In  Physical  Medicine  and  Re- 
habilitation offer  challenge  and  opportunity  in  a 
growing  field.  Comprehensive  training  utilizing 
Mayo  Clinic  facilities  and  faculty,  at  $3,600  to 
$10,000  stipend.  Attractive  community,  excellent 
school  system,  cultural  advantages.  Contact  Gordon 
M.  Martin,  M.D.,  Mayo  Graduate  School  of  Medicine, 
Rochester,  Minnesota  55901. 
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Benadryl* 

(diphenhydramine  hydrocliloride) 

PARKE-DAVIS 

for  control  of 
allergic  distress 


The  pink  capsule  with  the  white  band  is  a 
trademark  of  Parke,  Davis  & Company. 


PARKE-DAVIS 


100 
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• antihistaminic  action  relieves  sneezing, 
nasal  congestion,  pruritus,  and  lacrimation 

• antispasmodic  action  alleviates  bronchial 
and  gastrointestinal  spasm. 

Precautions:  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-con- 
taining drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles  or  engage 
in  other  activities  requiring  keen  response 
while  using  this  product.  Hypnotics,  seda- 
tives. or  tranquilizers  if  used  with  BENADRYL 
should  be  prescribed  with  caution  because 
of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be 
considered  when  prescribing  BENADRYL. 
Side  Effects:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and 
generally  mild,  may  affect  the  nervous,  gas- 
trointestinal. and  cardiovascular  systems. 
Most  frequent  reactions  are  drowsiness,  diz- 
ziness, dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in 
Kapseals®'  of  50  mg.  and  Capsules  of  25  mg. 


PARKE,  DAVIS  i COMPANY,  Delroil.  Michigan  4B732 
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HW&D BRAND  OF LUTUTRIN 

3000  UNIT  TABLETS  // 

THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRi^E A 
SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 
AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and  ^ 

dosage  available  on  request.  | 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 
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Winthrop  announces 
new 

wiflGe 

For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 

Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active-ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  “acid 
overflow”  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture  — qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


ANTACID 
TABLETS 
AND  LIQUID 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid— 
neutralizes  more  acid  faster  than  other  leading  antacids 
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Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 
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Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  'h  to  one  hour  after 
meals  as  needed:  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)  WinGel.  trademark  reg.  U.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


Finally  — a taste  your  patients  will  truly  like 
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The  synihesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E’’  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug— INDOCIN’'  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


^ MERCK  SHARP  & DOHME  I where  today's  theory  is  tomorrow’s  therapy 

O vision  of  Merck  & Co  , INC  , West  Point,  Pa.  | 
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INDOCIN 

INDOMETHACIN 

Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients. Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


Tetracycline  Toxicity:  A Clinicopathologic 
Study  With  Special  Reference  to  Liver 
Damage  and  Its  Relationship  to  Preg- 
nancy — J.  S.  Davis  and  R.  H.  Kaufman 
(Baylor  University  College  of  Medicine, 
Houston),  Amer  J Obst  Gynec  95:523-529 
(June  15)  1966. 

Six  patients,  four  of  them  pregnant  wom- 
en, had  large  doses  of  intravenous  tetracy- 
cline for  infections.  Icterus  was  noted  clin- 
ically in  all  the  women  and  at  necropsy  in 
all  six  patients.  Clinically  the  women  mani- 
fested nausea  and  vomiting,  icterus,  leth- 
argy and  coma,  mild  to  moderate  hemorrhag- 
ic phenomena,  mild  abdominal  pain,  hypoten- 
sion, azotemia,  acidoses,  elevated  white  blood 
cell  counts,  mild  to  moderate  elevation  of 
SCOT  and  PT,  low  serum  calcium,  and  mod- 
erate to  marked  elevation  of  serum  amylase 
levels.  Major  anatomic  changes  were  a 
large  fatty  liver  in  which  the  fat  droplets 
were  finely  dispersed  in  the  cells  and 
throughout  the  lobule,  fatty  degeneration 
of  the  renal  tubular  epithelial  cells,  serous 
effusions,  hemoiThages  and  focal  fat  necrosis 
in  the  pancreas,  and  widespread  petechiae 
and  ecchymoses. 

Use  of  Carbonic  Anhydrase  Inhibitor  in  the 
Treatment  of  Pancreatitis  — M.  C.  Ander- 
son and  M.  K.  Copass  (Northwestern  Uni- 
versity Medical  School,  Chicago).  Amer 
J Dig  Dis  11:367-376  (May)  1966. 

Carbonic  anhydrase  inhibitors  were  shown 
to  effectively  reduce  the  volume  of  pan- 
creatic secretion.  Pancreatic  duct  hyper- 
tension, resulting  from  the  combination 
of  ductal  obstruction  and  exocrine  hyper- 
secretion, appears  to  play  an  important 
role  in  the  pathogenesis  of  pancrea- 
titis. With  ductal  hypertension,  enzymes 
enter  the  interstitial  tissues  of  the  pancreas 
and  initiate  an  acute  inflammatory  response 
which  may  vary  from  simple  edema  to  necro- 
sis. Clinical  experience  with  the  use  of  aceta- 
zolamide  in  26  patients  with  various  types  of 
acute  pancreatitis  suggests  that  this  agent 
is  a valuable  adjunct  in  the  therapy  of  pan- 
creatitis. 
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USE  ‘POLYSPORIN’, 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution;  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


brand 


‘POLYSPORrM 

raiYMYXIN  B'BACITMCI 

OINTMENT  I 

I 

% prevent  infection iirf 
^^urns,  and  abrasioiQr^ 
old  in  healing*  ] 


Respiratory  Distress  Syndrome  of  the  New- 
born — B.  H.  Doray  and  R.  A.  Ayotte 
(Hopital  Ste-Justine,  Montreal).  Un  Med 
Canada  95:573-581  (May)  1966. 

In  163  cases  of  respiratory  distress  sjti- 
drome  a statistical  difference  has  been 
shown  between  initial  blood  pH  of  infants 
who  survived  and  those  who  died.  A pH 
value  of  7.150  may  be  chosen  as  the  dividing 
point.  Intermittent  injections  of  sodium  bi- 
carbonate failed  to  effect  improvement;  a 
slow  infusion  of  bicarbonate  or  a multidirec- 
tional attack  against  acidosis,  hypoglycemia, 
and  hypoproteinemia  would  be  more  effec- 
tive. 

Activated  Charcoal  vs.  Universal  Antidote 
As  An  Antidote  for  Poisons  — A.  L.  Pic- 
chioni  et  al  (College  of  Pharmacy,  Univer- 
sity of  Arizona,  Tucson).  Toxic  Appl 
Pharmacol  8:447-454  (May)  1966. 

Activated  charcoal  alone  is  more  effective 
as  an  adsorbent  for  pentobarbital,  strych- 
nine, and  malathion  than  universal  antidote 


which  contains  an  equivalent  amount  of  ac- 
tivated charcoal.  Apparently,  the  tannic  acid 
and/or  the  magnesium  oxide  component  of 
universal  antidote  interferes  with  the  ad- 
sorptive activity  of  activated  charcoal.  Ac- 
tivated charcoal  should  replace  universal 
antidote  in  the  treatment  of  poisoning. 


Torsion  of  the  Testis:  A Review  of  Fifty 
Cases  — W.  R.  Allan  and  R.  B.  Brown 
(Urological  Department,  University  of 
California  Hosp,  Los  Angeles).  Brit  Med 
J 1:1396-1397  (June  4)  1966. 

Fifty  cases  of  torsion  of  the  testis  were 
reviewed  and  etiology,  clinical  features,  diag- 
nosis, management  and  results  are  discussed. 
Diagnosis  can  only  be  made  at  operation. 
Correlating  the  time  delay  before  operation 
(graph)  showed  that  unless  the  case  is  op- 
erated on  less  than  ten  hours  after  onset  the 
prognosis  is  poor.  Recurrent  torsion  is  dis- 
cussed; of  the  cases  operated  on  admit- 
ted to  similar  but  not  as  severe  bouts  of  pain. 
Exploration  of  both  side  should  be  done. 
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Butazolidiri  alka 

phenylbutazone,  100  mg. 
dried  aluminum  hydroxide  gel,  100  mg. 
magnesium  trisilicate,  150  mg. 
homatropine  methylbromide,  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That’s  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka— you’il  know  quickly  whether 
or  not  it  works.  And  usually,  it  wiil. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be 
followed  quickly  by  improved  function  and 
resolution  of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reactions, 
the  drug  should  be  used  with  greater  care  in 
the  elderly  and  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  contra- 
indicated in  patients  with  glaucoma. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 


Pyrazole  compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving 
such  concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions 

Before  prescribing,  the  physician  should  ob- 
tain a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  {symptoms  of  blood 
dyscrasia):  sudden  weight  gain  (water  re- 
tention): skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made  to 
guard  against  blood  dyscrasias. 

Adverse  Reactions 

The  most  common  adverse  reactions  are  nau- 
sea, edema  and  drug  rash.  Moderately  lowered 
red  cell  count  may  sometimes  occur  due  to  he- 
modilution.  The  drug  has  been  associated  with 
peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome  or  a 
generalized  allergic  reaction  may  occur  and 
require  withdrawal  of  medication.  Stomatitis, 
salivary  gland  enlargement,  vertigo  or  languor 
may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 


attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  possible 
side  effects. 

Confusional  states,  hyperglycemia,  agitation, 
headache,  blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  instances, 
400  mg.  daily  is  sufficient.  When  improvement 
occurs,  dosage  should  be  decreased  to  the 
minimum  effective  level:  this  should  not 
exceed  400  mg.  daily,  and  is  often  achieved 
with  only  100-200  mg.  dally. 

For  complete  details,  please  refer  to  full 
prescribing  information. 

6509-V(B) 

Also  available:  Butazolidin®,phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804R 

Geigy 


Current  Comment 

Creighton  University  [Medical  School  to 
Study  Emphysema — 

Creighton  Universitj’  is  one  of  ten  medi- 
cal centers  selected  by  the  United  States 
Public  Health  Service  to  conduct  research  on 
emphysema.  Doctor  Robert  G.  Townley, 
who  will  rejoin  the  Creighton  faculty  in 
August  as  an  assistant  professor  of  medi- 
cine, will  head  the  study  group,  which  has 
been  given  a one-year  grant  of  $17,045.  Doc- 
tor Townley,  who  received  his  medical  de- 
gree from  Creighton  in  1955,  taught  at  the 
school  from  1960  to  1962.  For  the  last  four 
years  he  has  been  on  the  staff  of  the  Na- 
tional Jewish  Hospital  in  Denver,  Colorado. 

I'niversity  of  Nebraska  Student  Honored — 

Dennis  F.  Landers,  a student  at  the  Uni- 
versity of  Nebraska  College  of  Medicine,  re- 
cently won  the  National  Student  AM  A Grand 
Award  for  his  presentation  of  an  electron- 
microscopic  study  of  whitecell  elements  in 
the  lining  of  the  small  intestine. 


“And  not  only  that,  he  still  makes  house- 
calls!” 
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what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

ifetime 
to  tine. 


Tuberculin, 

Test 


Lederle 

Available  in  5’s  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

414-6—4046 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator} 
and  cerebral  stimulation  for  the 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  55:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K.  :Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeroniazoFn 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  1 3th  Street  1701  South  1 7th  Street 
Phone  432- 1 246  Phone  423-2329 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablisbed  1927 


Spontaneous  Descent  of  the  Testicle  — I.  J. 

Cour-Palais  (Westminster  Hosp,  London). 

Lancet  1:1403-1405  (June  25)  1966. 

A survey  of  undescended  testicle  in  4,580 
schoolboys  was  carried  out  by  medical  offi- 
cers of  a local  health  authority.  The  inci- 
dence of  undescended  testicle  was  found  to 
be  2.9%,  a figure  which  agrees  closely  with 
a previous  similar  survey.  The  132  boys 
were  subsequently  reexamined  by  a single 
observer  under  ideal  conditions,  and  96  were 
found  to  have  normal  low  retractile  or  high 
retractile  testicles,  so  that  the  true  incidence 
of  undescended  testicle  was  0.78%.  Since 
the  frequency  of  undescended  testicle  at  1 
year  is  0.7%  and  is  0.5%  among  young- 
adults,  it  seems  that  spontaneous  descent  of 
the  testicle  is  very  rare.  Fertility  will  be  im- 
paired or  lost  if  spontaneous  descent  is 
awaited  too  long  or  after  the  age  of  10  years 
at  the  latest. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  8th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  10th. 


“Don’t  worry  — there’s  nothing  to  it!’’ 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offersadditional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 

The  following  Is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be  familiar  with  the  complete 
prescribing  information  in  SK&F  literature  or  PDR.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  liver  damage.  Precautions:  Use  with 
caution  in  angina  patients  and  in  patients  with  impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms 
of  other  disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S.  depressants.  Prolonged  adminis- 
tration of  high  doses  may  result  in  accumulative  effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients 
only  when  necessary  for  the  patient’s  welfare.  Side  Effects:  Occasional  cases  of  mild  drowsiness,  dizziness,  mild  skin 
reactions,  dry  mouth,  insomnia  and  amenorrhea.  Neuromuscular  (extrapyramidal ) reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition,  muscular  weakness,  anorexia,  rash, 
lactation,  hypotension,  and  blurred  vision  have  been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been 
extremely  rare. 

For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side  effects  reported  with  phenothiazine 
derivatives,  please  refer  to  SK&F  literature  or  PDR. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut  of 
home  remedies  without  success,  pleasant-tasti ng 
CREMOMYCiN  Can  answer  the  call  for  help.  It  can  be 
counted  on  to  consolidate  fluid  stools,  soothe  intes- 
tinal inflammation,  inhibit  enteric  pathogens,  and 
detoxify  putrefactive  materials  — usually  within  a 
few  hours. 


CREMOMYCIN  Combines  the  bacteriostatic  agents, 
succinylsulfathiazole  and  neomycin,  with  the  ad- 
sorbent and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex- 
tensive ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivity 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  with 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra- 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  re- 
ported with  use  of  sulfonamides.  Consider  periodic  blood  counts, 
hepatic  and  renal  function  tests  during  intermittent  or  chronic 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  there 
is  history  of  significant  allergies  and/or  asthma.  Continued  use 
requires  supplementary  vitamins  B|  and  K.  Neomycin:  Watch  for 


your  for 
Cremomycin 
can  provide  relief 


curare-like  neuromuscular  block  during  anesthesia  if  neomycin 
is  used  preoperatively  in  large  doses  when  renal  function  is 
poor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sider possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
high  dosage. 

SIDE  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
orexia, G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
petechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
Reduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
vitamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

Before  prescribing  or  administering,  read  package  circular  with 
product  or  available  on  request. 

promptly  relieves  diarrheal  distress 

Cremomycin® 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
(equivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
3-0  Gm.,  colloidal  kaolin  3.0  Gm..  pectin  0.27  Gm. 


® MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc  . West  Point,  Pa. 


Where  today’s  theory  is  tomorrow’s  therapy 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 


The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2 % benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for^  full  pre- 
scribing information. 

Deladumone®  OB 

Squibb  Testosterone  Enanthate  (180  mg./cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Singie-dose  injection  for  lactation  inhibition 

^OlTIRR  ■ The  Pricdess  Ingred  ient ' of  every  product 

is  the  honor  and  integrity  of  its  maker. 
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America’s  largest-selling  charcoal-tip  cigarette 


©The  American  Tobacco  Company 


Tareyton...with  the  taste  worth  fighting  for 
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11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOE-MARK  ® 


things  go 

better,! 

^with 

CoKe 


IS  There  a Malignant  Freckle?  — R.  N.  011- 
stein  et  al  (College  of  Physicians  and  Sur- 
geons, New  York).  Cancer  19:767-775 
(June)  1966. 

The  malignant  freckle  diagnosis  is  best 
suited  to  the  clinical  pattern  of  an  indolent 
facial  pigmented  lesion  of  the  elderly.  The 
histopathology  of  such  tumors  is  variable  and 
not  diagnostic.  The  use  of  the  histopatho- 
logic diagnosis  of  malignant  freckle  is  not 
advised,  especially  in  extrafacial  lesions, 
where  its  unjustifiable  implied  good  progress 
is  misleading.  These  conclusions  are  based 
on  a review  of  23  cases  of  malginant  freckle 
diagnosed  pathologically.  Of  the  18  extra- 
facial lesions  studied  17  proved  on  second 
examination  to  be  invasive  malignant  mela- 
noma. The  five  facial  lesions  demonstrated 
variable  pathology. 


“And  if  it’s  something  you  don’t  know,  put 
down  ‘death  due  to  natural  causes’.” 
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Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 


Regroton' 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Aavantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  Occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones. or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Availability:  Bottles  of  100  and  1000  tablets. 

Geigy 


Norimi  .abie^ 

(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-i3  and  an  acceleration 
of  endometrial  changes. '‘3-7-16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications ; Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning;  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  O.I  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100.  -V 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Bryans.  F.  E.;  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.;  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto.  Calif..  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5,  Hammond,  0.  0.:  Ibid.  6,  Rice-Wray7*E., 
Goldzieher,  J,  W.,  and  Aranda-Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J.  W , Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962, 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964  9.  Tyler,  E.T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M . : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11.  Flowers.  C.  E.,  Jr.:  N 
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B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake;  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


626-6—3612 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone ha  ve  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
sult package  circular. 

WALLACE  LABORATORIES 
\Ar<tCranbury,  N.J.  cM.7eM 


good  reason 
to  select 

Ilosone' 

Erythromycin  Estolate 

for  bacterial 
infections 
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two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


SSeeY 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


600541 


EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


ON  SHOCK 

Older  doctors  knew  more  about  shock  than 
we  do,  and  they  knew  considerably  less.  It 
was  a clinical  picture  to  them,  one  of  a man 
who  had  been  trampled  by  a horse,  and  who 
was  cold  and  clammy,  whose  pulse  was  rapid 
and  thready,  and  who  did  not  respond  well 
to  questioning.  But  on  the  other  hand,  they 
knew  little  or  nothing  of  arterial  blood  pres- 
sure, and  we  must  point  out  that  a thready 
pulse  is  hard  to  define.  We  know  a great 
deal  now  about  hypotension  and  how  to  take 
blood  pressure,  but  when  the  older  physi- 
cian said  a patient  was  in  shock,  he  meant 
something,  and  we  do  not.  We  speak  of  pri- 
mary and  of  secondary  shock,  of  neurovas- 
cular shock,  of  delayed  shock,  of  initial 
shock,  of  neurogenic  shock,  of  true  shock, 
of  surgical  shock,  of  hemorrhagic  shock,  of 
bacteremic  shock,  and  of  hypovolemic  shock. 
But  these  people  have  not  all  gone  into  shock, 
whatever  that  means,  and  they  do  not  all 
look  the  same. 

It  would  be  far  better  if  we  redefined  the 
word,  or  if  we  gave  it  up  altogether.  If  a 
patient’s  systolic  arterial  blood  pressure  has 
fallen,  we  have  only  to  say  so.  If  he  has 
lost  more  blood  than  is  good  for  him,  it  is 
easy  to  say  that  he  has.  In  a state  of  shock 
is  a phrase  that  is  bandied  about  too  much, 
and  unfortunately  often  by  us.  It  appears 
daily  in  the  news  media,  along  with  ac- 
counts of  people  who  collapse  one  day  and 
are  well  the  next.  Our  suggestion  is  to  give 
up  the  word  completely.  We  no  longer  are 
trampled  by  horses,  and  while  shock  has 
come  to  mean  less  and  less  until  it  means 
nothing,  it  is  used  more  and  more,  to  em- 
brace a host  of  conditions  where  it  does 
not  apply.  Let  us  say  hypotension  when 
that  is  what  we  mean. 

We  even  read  of  the  treatment  of  irrevers- 
ible shock,  and  there  is  something  to  con- 
jure with. 

— F.C. 

LET’S  SPEAK  AMERICAN 

There  is  a deplorable  tendency  to  depart 
from  common  usage  when  we  talk  of  medical 


things;  the  departure  is,  like  many  trips, 
unnecessary,  and  even  unfortunate.  We 
were  thinking  of  dilatation  and  curettage 
when  we  began  this.  The  first  word  may  be 
both  French  and  English,  but  curettage 
sounds  suspiciously  French.  We  do  not  say 
curettage  when  we  curette  a bone,  and  even 
here  we  do  not  require  the  French  spelling. 
Curettage  is  reserved  for  what  we  all  know 
as  a “D  & C;”  surely  curetting  is  a better 
word,  or  curettement.  Then  there  is  tic 
douloureux,  for  which  we  have  the  perfect- 
ly good  name  of  trigeminal  neuralgia,  which 
is  not  only  proper  English,  but  is  easier  to 
spell.  We  did  not  mean  to  say  English, 
American  is  not  generally  thought  of  as  a 
language,  but  in  this  connection  one  runs 
into  such  things  as  oesophagus  and  ortho- 
paedic and  operating  theatre,  haemoglobin, 
and  of  course  anaesthesia.  While  we  are  on 
the  subject,  we  must  shake  our  heads  in 
print  over  such  things  as  artifacts,  para- 
meters, lesser  curvature  (it’s  really  greater), 
shelving  edge,  imbrication;  and  75±.5,  when 
70  to  80  will  do. 

We  see  no  reason  to  go  on  saying  EKG 
when  ECG  really  stands  for  electrocardio- 
gram, or  peau  d’orange  for  orange  peel  when 
describing  a sign  of  malignancy  of  the 
breast,  or  milligramme,  or  even  bougie.  We 
decry  the  strange  accent  imposed  on  caver- 
nous when  applied  to  the  sinus,  and  even  the 
pronunciation  of  tamponade;  we  have  never 
been  taken  with  poudrage  for  powdering,  or 
menarche ; we  even  prefer  to  say  clear  soup 
instead  of  bouillon,  it  is  easier  to  say  and 
to  spell.  Somehow,  and  we  have  lost  the  con- 
nection, we  are  reminded  of  the  speaker  who, 
our  friend  insists,  said  “electric  light  imbal- 
ance.” We  think  centimeter  should  be  pro- 
nounced the  American  way  in  America.  As 
for  curettage,  why  don’t  they  just  say  scrap- 
ing? 

—F.C. 

DON’T  SHOOT  THE  STATISTICIAN 

Statisticians  are  people  who  can  drown  in 
a pool  whose  average  depth  is  six  inches 
(but  20  feet  at  one  end),  and  who,  with 
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head  in  the  refrigerator  and  toes  in  the  oven, 
can  feel  comfortable  on  the  average.  Still, 
what  would  we  ever  do  without  them? 
What  with  placebo  effect  and  double-blind 
studies,  how  could  we  know  whether  to 
buffer  aspirin  or  not,  what  drug  to  pre- 
scribe for  nausea,  and  which  tranquilizer  to 
use?  The  statisticians  tell  us.  They  are 
often  wrong,  but  they  tell  us.  Their  work 
is  full  of  traps  and  pitfalls,  where  we  might 
go  astray,  but  they  do  not.  The  queerest 
we  know  of  is  the  one  about  the  hundred 
cancer  patients  with  18  deaths.  One  statis- 
tician said  20  had  low-grade  cancer  and  10% 
mortality  rate,  and  80  had  high-grade  dis- 
ease with  20%  mortality  rate.  Another 
called  the  first  80  patients  low-grade,  with 
a 15%  death  rate,  and  20  patients  high- 
grade,  with  a 30%  rate.  If  they  were  doc- 
tors, you  would  of  course  want  to  go  to  the 
first:  10  and  20  sounds  better  than  15  and 
30.  But  the  patients  were  the  same,  and 
the  number  of  deaths  was  the  same.  We  do 
not  say  this  to  laugh  at  the  statistician;  we 
mean  only  to  show  how  difficult  is  his  task 
and  how  hard  he  works. 

He  talks  learnedly  of  mean  and  mode  and 
correlation,  of  random  selection  and  chi- 
square  tests.  He  tells  us  that  our  study  was 
improper  and  our  conclusions  were  wrong, 
and  he  is  right.  For  if  we  are  to  decide 
if  smoking  is  dangerous  or  if  a drug  is 
hepatotoxic,  he  must  tell  us.  What  we  be- 
lieve, and  what  we  tell  our  patients,  and 
what  we  give  them,  is  often  unscientifically 
motivated;  we  may  enjoy  smoking.  The 
funniest  scene  is  the  doctors  at  the  confer- 
ence table,  all  smoking,  discussing  lung  can- 
cer. But  then,  we’re  not  statisticians. 

— F.C. 

MUIR  HOUSE  REVISITED 

For  those  of  you  who  had  side  bets,  would 
you  believe  Brownville? 

Sorry  about  that.  — Ed. 

THE  TEN  LEADING  CAUSES 
OF  DEATH 

The  ten  leading  causes  of  death  change 
from  time  to  time.  You  can  find  the  three 


leading  causes,  and  the  five,  and  you  can 
make  your  own  list  if  you  like.  What  we 
mean  to  say  is  that  the  whole  idea  seems  a 
little  silly  to  us.  For  instance,  if  progress 
is  made  in  the  mortality  rate  of  both  cancer 
and  heart  disease,  but  the  amount  of  progress 
in  heart  disease  is  greater  than  that  in  can- 
cer, then  heart  disease  will  move  down  in 
the  list,  but  cancer  will  move  up  and  will 
appear  to  have  become  deadlier,  when  noth- 
ing could  be  further  from  the  truth.  When 
this  happens,  critics  with  little  else  to  do 
write  articles  saying  why  is  nothing  be- 
ing done  about  cancer,  and  another  money- 
raising drive  is  on.  Our  solution  is  to  stop 
making  lists.  Or  stop  reading  them. 

When  we  were  in  medical  school,  we  had 
to  learn  how  to  tell  smallpox  from  chicken- 
pox,  and  what  to  do  about  polio  (we  called 
it  infantile  paralysis) ; how  to  recognize  and 
treat  typhoid  fever;  and  the  mortality  rate 
of  hypertrophic  pyloric  stenosis  was  some- 
thing like  50%.  We  do  not  see  smallpox 
any  more;  polio  seems  to  have  disappeared; 
typhoid  does  not  plague  us ; and  with  modern 
treatment,  pyloric  stenosis  is  now  benign. 
There  are  two  kinds  of  doctors:  those  who 
do  the  research  and  the  ones  who  carry  it 
out,  and  they  are  both  the  same. 

When  we  get  to  be  President,  we  thought, 
we’ll  make  the  week  start  on  Tuesday  (Mon- 
day mornings  can  be  pretty  grim),  and  when 
we  are  an  Editor,  we’ll  number  all  the  pages. 
Few  things  are  more  irritating  than  try- 
ing to  find  a page  that  has  no  number  and 
that  is  surrounded  by  unnumbered  pages. 
Well,  we  can  tell  you  now,  it  can’t  be  done. 
It’s  like  the  husband  who  said  he’d  be  the 
boss  or  find  out  why;  he  found  out  why. 
We  don’t  know  why,  but  we  know  it  can’t 
be  done. 

—F.C. 

SOCIETY  OFFICERS  MEET 

There  will  be  a meeting  on  September  28th 
(starting  some  time  in  the  morning)  and 
29th,  1966,  in  Kearney,  Nebraska,  at  the 
Kearney  Country  Club,  of  the  state  and  coun- 
ty medical  society  officers.  This  will  be  the 
second  meeting  of  this  kind;  the  first  was 

(Continued  on  page  386) 
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ARTICLES 


Preceptorship  Program,  1966 
Its  Sixteenth  Year  at  the  University  of 
Nebraska  College  of  Medicine 


The  purpose  of  the  preceptor- 
ship  experience  is  to  offer  an 
opportunity  for  the  medical 
student  to  acquire  knowledge  of  the  art  and 
science  of  private  general  medical  practice 
in  the  community.  The  preceptor  can 
readily  demonstrate  to  the  student  what 
family  practice  is  like,  the  scope  of  the 
family  physician’s  work,  and  the  problems 
encountered  in  this  environment.  This  par- 
ticular type  of  medical  education  can  best 
be  obtained  by  observing  the  practicing 
physician  in  his  medical  and  community  re- 
lationships. In  addition,  the  preceptorship 
provides  the  student  with  a brief  period 
away  from  the  medical  school,  during  which 
time  he  can  develop  some  mature  ideas  of 
his  own  values  and  goals  for  his  life  work. 

The  first  meeting  of  the  Preceptorship 
Committee  on  the  Omaha  Campus  was  in 
1950.  This  Committee,  composed  of  Russell 
Best,  M.D. ; J.  D.  McCarthy,  M.D. ; E.  L. 
MacQuiddy,  M.D. ; Herbert  Davis,  M.D.,  and 
Warren  Thompson,  M.D.,  approved  the  idea 
of  a preceptorship  in  outstate  Nebraska  for 
students  during  the  Senior  Year.  The  first 
Preceptorship  Program  was  set  up  as  an 
elective  service.  Physicians  were  chosen  as 
preceptors  in  twenty  offices  throughout  the 
state  to  start  the  program.  These  physicians 
were  men  who  had  been  in  private  prac- 
tice ten  years  or  more,  who  had  satisfactory 
office  and  hospital  facilities,  and  who  evi- 
denced an  interest  in  teaching.  Seventeen 
students  chose  to  obtain  this  experience  dur- 
ing the  first  academic  year  in  which  the 
course  was  available. 

In  1952,  the  preceptorship  was  placed  on 
a 12-week  basis  and  made  a requirement  for 
graduation.  In  1955,  preceptors  were  ac- 
cepted who  had  been  in  practice  five  years  or 
more,  rather  than  having  this  opportunity 
limited  to  physicians  who  had  been  in  prac- 
tice ten  years  or  more.  In  1956,  the  Com- 
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mittee  established  an  eight-week  period  of 
preceptorship. 

In  1960,  the  Preceptorship  Program  was 
questioned  by  a Committee  from  the  Depart- 
ment of  Medicine  whose  members  felt  that 
the  student’s  time  could  be  put  to  "better 
use  by  having  him  remain  on  the  College  of 
Medicine  Campus.  As  a result,  the  precep- 
torship was  again  made  an  elective  and  was 
limited  to  the  summer  quarter. 

Nevertheless,  the  Preceptorship  Commit- 
tee persisted  in  recommending  to  the  Execu- 
tive Faculty  and  to  the  Dean  that  the  pre- 
ceptorship be  made  a required  experience. 
Surveys  and  frequent  direct  contact  with 
medical  students  who  had  previously  been 
on  the  required  program  revealed  that  they 
felt  that  the  Preceptorship  Course  was  one 
of  the  most  profitable  offered  during  the 
four  years  in  the  College  of  Medicine. 

In  1962,  the  House  of  Delegates  of  the  Ne- 
braska State  Medical  Association  passed  a 
resolution  requesting  the  College  of  Medi- 
cine to  provide  a mandatory  preceptorship 
experience  for  the  students.  In  the  years 
1962-1963,  several  meetings  were  held  with 
ad  hoc  Committees  of  the  Nebraska  State 
Medical  Association,  the  Nebraska  Academy 
of  General  Practice,  and  the  Preceptorship 
Committee  of  the  College  of  Medicine.  Sat- 
isfactory arrangements  were  worked  out, 
and  in  1963  the  preceptorship  was  changed 
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from  an  elective  to  a course  required  for 
graduation  from  the  College  of  Medicine. 

In  May,  1965,  a survey  of  87  medical 
schools  in  the  United  States  disclosed  that 
preceptorships  were  elective  in  36  schools, 
required  in  ten  schools,  and  not  offered 
in  41  schools. 

Currently,  at  the  College  of  Medicine,  four 
to  six  senior  medical  students  are  on  a pre- 
ceptorship  at  any  given  time  throughout  the 
year.  The  preceptorship  lasts  a period  of 
five  weeks.  There  are  64  physicians  in  38 
geographic  locations  within  the  state  taking 
part  in  the  program.  The  individual  pre- 
ceptee  can  choose  the  time,  place,  and  precep- 
tor. Each  student  lists  his  choice  as  one, 
two,  or  three.  Only  11  students  did  not  get 
their  first  choice  last  year.  The  preceptor 
may  request  a certain  student.  The  six  spe- 
cific requests  by  preceptors  last  year  were 
fulfilled. 

Preceptors  are  selected  by  the  Preceptor- 
ship  Committee  of  the  Faculty  of  the  College 
of  Medicine  from  leaders  in  general  prac- 
tice in  outstate  towns  in  Nebraska.  They 
are  appointed  members  of  the  College  of 
Medicine  Faculty,  subject  to  the  same  regu- 
lations and  responsibilities  as  all  faculty 
members,  and  are  deemed  colleagues  in  the 
process  of  medical  education.  Appointment 
is  approved  by  the  Executive  Committee  of 
the  College  of  Medicine,  the  Dean,  the  Chan- 
cellor, and  the  Board  of  Regents.  A pre- 
ceptor is  given  the  title  “Clinical  Associate 
in  General  Practice.” 

The  student  follows  all  medical  and  civic 
activities  of  the  physician,  including  hospital 
work,  office  practice  and  house  calls.  He 
participates  in  the  various  aspects  of  med- 
ical practice  to  the  extent  of  his  capabilities 
as  judged  by  the  preceptor.  Medical  ethics, 
economics,  and  the  relationship  of  the  phy- 
sician to  his  community  are  made  known  to 
the  student  during  the  preceptorship.  Senior 
students  are  taught  how  to  elicit  histories 


from  the  patient,  methods  of  advising  the 
patients  and  of  referring  them  to  other  doc- 
tors, details  of  office  practice  such  as  record 
keeping,  filing,  billing  and  collection  methods. 
It  should  be  emphasized  that  the  final  re- 
sponsibility for  patient  care  rests  with  the 
preceptor. 

At  the  present  time  preceptorships  are 
functioning  satisfactorily  in  the  following 
areas : Ainsworth,  Atkinson,  Auburn,  Au- 

rora, Blair,  Broken  Bow,  Columbus,  Crete, 
David  City,  Elmwood,  Fairbury,  Falls  City, 
Franklin,  Geneva,  Gering,  Gordon,  Gothen- 
burg, Holdrege,  Humboldt,  Imperial,  Lex- 
ington, McCook,  Mullen,  Nebraska  City, 
Norfolk,  O’Neill,  Ord,  Pawnee  City,  Pender, 
Stromsburg,  Tecumseh,  Valentine,  Wahoo, 
Wakefield,  and  Wausa. 

An  annual  meeting  of  the  preceptors  with 
the  members  of  the  Preceptorship  Committee 
of  the  College  of  Medicine,  as  well  as  the 
Dean  of  the  College  of  Medicine,  is  held 
during  the  annual  Assembly  of  the  Nebraska 
State  Medical  Association.  The  Preceptor- 
ship Committee  of  the  College  of  Medicine 
holds  several  meetings  throughout  the  year 
at  the  Omaha  Campus,  during  which  time 
its  functions  are  carried  out.  It  is  com- 
posed of  the  following  physicians: 

Karl  F.  Niehaus,  MD 
George  B.  McMurtry,  MD 
Rudolph  Schenkin,  MD 
Rudolph  Sievers,  MD 
Warren  H.  Pearse,  MD  (ex-officio) 
Richard  Garlinghouse,  MD  (ex-officio) 
Leroy  W.  Lee,  MD,  Chairman 
Fay  Smith,  MD,  Director  of  the 
Preceptorship 

At  the  present  time  the  supply  of  Precep- 
tors is  adequate  to  handle  the  required  need. 
However,  new  interested  physicians  will  be 
acquired  constantly  as  the  Program  con- 
tinues. 


Pharmaceutical  industiy  research  spending  on  medical  products 
is  almost  nine  times  more  than  it  was  in  1950,  increasing  from 
$.‘19  million  in  1950  to  $346  million  in  1965. 
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Discussion  of  Some  of  the  Current 
Therapeutic  Agents  Used  in  the 
Treatment  of  Depression* 


For  this  discussion  the  de- 
pressive reactions  being  consid- 
ered are: 

1.  Psychoneurotic  depressions 

2.  Reactive  depressions 

3.  Manic  depressive  reactions 

4.  Involutional  depressions 

5.  Depressive  reactions  associated  with 
schizophrenia 

The  symptoms  of  all  of  the  depressions 
range  from  simple  blueness  and  downheart- 
edness to  a feeling  of  despair.  The  psycho- 
neurotic depression  is  characterized  by  a 
change  in  the  patient’s  usual  behavior. 
Usually  the  patient  has  become  more  quiet, 
is  restrained,  inhibited,  unhappy,  pessimistic, 
and  self-depreciative.  This  patient  is  dis- 
couraged and  hopeless,  unable  to  make  deci- 
sions, and  has  some  degree  of  inability  in 
concentrating.  He  usually  becomes  con- 
cerned with  trivial  personal  problems.  Quite 
often,  in  the  neurotic  depression,  there  is 
an  accompaniment  of  marked  anxiety.  The 
distinguishing  factor  between  a neurotic  de- 
pression and  a psychotic  depression  is  prob- 
ably the  fact  that  the  psychoneurotic  is 
quite  aware  of  his  environment,  while  the 
psychotic  is  not. 

Another  factor,  in  determining  whether 
one  is  dealing  with  a neurotic  depression,  is 
the  background  history.  The  psychoneu- 
rotic depression  patient  may  give  a long  his- 
tory of  previous  nervous  episodes.  He  may 
also  give  a history  of  rather  rigid  perfection- 
istic  make-up.  One  looks  for  evidence  of  a 
basic  obsessive  compulsive  neurotic  make-up 
in  the  typical  neurotic  patient.  The  practi- 
tioner must  also  be  ever  conscious  that,  in 
all  depressions,  one  has  to  consider  the  pos- 
sibility that  all  depressed  patients  are  po- 
tentially self-destructive. 

In  the  reactive  depressions,  the  rather 
sharp  or  sudden  onset  of  the  change  in  be- 
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havior  gives  a good  clue  that  we  are  deal- 
ing with  a reaction  to  a situation.  Usually, 
the  history  is  forthcoming  that  some  calam- 
ity has  changed  the  patient’s  outlook.  Loss 
of  money,  a bad  business  situation,  a break- 
down in  family  relations,  or  a sudden  physi- 
cal illness  may  usher  in  a reactive  depres- 
sion. 

The  pre-illness  history  of  the  patient  helps 
to  determine  whether  the  sudden  deptessive 
reaction  is  in  response  to  a situation  or 
not. 

Some  reactive  depressions  are  so  severe 
that  the  patient  becomes  so  dejected  that  he 
can  no  longer  organize  himself  and  function, 
even  in  a limited  way.  Quite  often  this  leads 
to  a severe  psychotic  depression. 

Manic  depressive  reactions  usually  have  a 
longer  history,  and  have  the  added  factor  of 
having  occurred  in  episodes  previously. 
There  may  be  a lucid  episode  in  between. 
Many  of  the  manic  depressive  episodes  have, 
as  their  earliest  symptoms,  suggestions  of  a 
somatic  illness.  There  is  quite  often  a loss 
of  appetite,  with  gastrointestinal  symptoms 
and  disturbance  in  weight.  Some  of  the 
earliest  signs  are  disturbances  in  sleep  cycle ; 
usually,  either  insomnia,  or  early  awakening 
with  inability  to  return  to  normal  sleep. 

The  mental  symptoms,  in  the  manic  de- 
pressive reactions,  may  be  quite  late  after 
the  patient  has  been  thoroughly  checked  for 
many  different  types  of  physical  ailments. 
At  this  point,  the  patient  may  direct  much 

♦Presented  before  Omaha  Mid-West  Clinical  Society,  33rd 
Annual  Session.  October  25,  1965. 
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of  his  hostility  inward  toward  himself,  and 
is  usually  ruminating  about  self  destruction. 
This  patient  may  also  begin  to  exhibit  out- 
right delusional  thinking. 

In  the  involutional  depression,  one  com- 
mon factor  is  the  age  group.  Usually,  the 
prepsychotic  make-up  of  the  patient  gives 
a clue.  Most  of  the  patients  with  involution- 
al depression  give  a history  of  having  been 
rather  rigid  perfectionistic  personalities  dur- 
ing their  earlier  lives.  Involutional  depres- 
sion may  take  the  form  of  a gradual  steady 
depressive  reaction  that  comes  on  slowly, 
and  gradually  is  accompanied  by  marked 
restlessness,  or  physical  agitation.  A third 
type  of  involutional  depression  is  that  marked 
by  paranoid  elaborations.  Usually,  the  para- 
noid element  is  directed  toward  some  close 
member  of  the  family,  the  spouse,  or  chil- 
dren. 

Lastly,  the  schizophrenic  illness  may  be 
ushered  in  by  a period  of  depression.  Before 
the  patient  becomes  involved  in  his  with- 
drawal from  reality,  he  may  become  de- 
pressed and  usually  preoccupied  with  so- 
matic ills.  Gradually,  as  he  withdraws,  he 
becomes  more  and  more  fearful  and  tense, 
and  finally  may  begin  to  hallucinate. 

For  some  time  now,  the  treatment  of  psy- 
chiatric illness  has  been  changing  from  so- 
matic treatments,  in  the  form  of  electro- 
convulsive therapy,  to  chemotherapy.  How- 
ever, we  still  use  electric  shock  therapy  in 
the  depressive  reactions,  with  some  success. 

One  of  the  newest  antidepressant  drugs 
on  the  market  is  Aventyl,  produced  by  Eli 
Lilly.  I have  used  it  mainly  in  manic  de- 
pressive type  of  depressions,  and  find  that 
it  takes  about  ten  days  to  two  weeks  for  the 
relief  of  depressive  symptoms.  The  usual 
dose  has  been  25  mg  three  times  a day. 
Other  staff  physicians  have  reported  good 
results  with  this  drug  in  the  treatment  of 
depressions  with  marked  anxiety  symptoms. 
One  has  to  be  conscious  about  what  drug 
this  drug  is  prescribed  with. 

Benzedrine  sulphate,  produced  by  Smith 
Kline  & French,  is  one  of  the  older  antide- 
pressant drugs.  It  has  been  particularly 
useful  in  the  chronic  neurotic  depressions. 
The  usual  dosage  has  been  in  the  five  and 


ten  mg  doses,  three  times  a day.  It  has 
also  been  used  in  the  ten  and  fifteen  mg 
spansule  sizes,  once  daily.  There  has  been 
a tendency,  in  the  psychopathic  individuals 
that  one  sees,  to  habituation.  I have  seen 
some  habituees  who  have  developed  toxic 
psychotic  reactions  when  they  have  self- 
medicated  themselves  with  massive  doses, 
with  as  much  as  50  to  100  mg  several  times 
a day. 

Dexedrine,  also  produced  by  Smith  Kline  & 
French,  has,  in  my  experience,  its  best  use 
in  the  neurotic  depressions.  Again,  the 
smaller  doses  of  5 mg  three  times  a day,  has 
proved  more  effective  than  larger  doses. 
One  of  the  common  complaints  regarding 
this  drug  is  that  while  it  relieves  the  depres- 
sive symptoms,  it  quite  often  causes  the 
anxiety  symptoms  to  increase ; and  there  has 
been  much  complaint  of  heart  consciousness 
and  palpitation  in  its  use. 

Dexamyl,  also  produced  by  Smith  Kline 
& French,  is  quite  effective  in  the  neurotic 
depressions,  and  has  the  added  advantage 
in  relieving  the  anxious  symptoms  without 
increasing  nervous  tension. 

All  of  these  drugs  are  useful  in  the  acute 
reactive  depressions,  as  well  as  the  neurotic 
depressions. 

Desoxyn  HCl  Gradumet,  produced  by  Ab- 
bott, is  a very  useful  agent  in  both  the  10 
mg  and  15  mg  dosage.  It  has  been  espe- 
cially useful  in  some  of  the  older  depressed 
patients.  In  the  involutional  depressions,  it 
has  been  especially  helpful  in  conjunction 
with  other  antidepressant  drugs. 

Parnate,  produced  by  Smith  Kline  & 
French,  has  been  used  more  in  the  chronic 
depressed  states,  usually  in  the  manic  depres- 
sive depressions  with  considerable  success. 
The  involutional  depressions  also  respond  to 
this  drug,  in  the  10  mg  size,  three  times  a 
day.  Care  has  to  be  used  with  this  drug 
as  it  cannot  be  used  in  conjunction  with 
the  MAO  inhibitors,  and  the  patients  have 
to  be  warned  about  not  eating  soft  ripened 
cheese  when  taking  it.  I have  not  found  that 
it  causes  hypertension,  as  has  been  report- 
ed in  some  cases. 
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Pertofrane,  produced  by  Geigy,  has  been 
used  in  the  involutional  depressions,  in  the 
25  mg  dosage,  three  times  daily,  and  some- 
times four  times  daily,  with  rather  marked 
success.  I have  had  two  cases  in  which  the 
drug  had  to  be  discontinued  because  it  ap- 
peared to  produce  a Parkinson-like  syndrome. 

Ritalin,  produced  by  Ciba,  has  been  espe- 
cially useful  in  the  elderly  depressions,  usual- 
ly in  the  10  mg  dosage,  three  times  a day. 
It  is  also  an  especially  useful  drug  in  com- 
bination with  other  antidepressant  drugs. 

Tofranil,  another  drug  produced  by  Geigy, 
has  been  very  useful  in  all  of  the  depres- 
sions. It  has  been  prescribed  mainly  in  the 
25  mg  size,  and  can  be  used  in  combination 
with  other  drugs  quite  successfully. 

Nearly  all  of  these  drugs  are  useful  in 
combination  with  Thorazine  or  Mellaril. 


Most  of  them  produce  some  aggravating  side 
reactions  in  the  form  of  dryness  of  the 
mouth,  or  occasional  headache.  It  is  not 
the  intention  to  indicate  that  the  only  thing 
one  has  to  do,  in  treating  depressions,  is  to 
prescribe  medication;  but  these  drugs  have 
proved  very  effective  in  the  management  of 
rather  severe  depressions  from  time  to  time. 
In  the  management  of  depressive  reactions 
one  must  be  a patient  listener,  a patient 
prober,  and  give  considerable  support  to  the 
patient  during  the  interview  sessions. 
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THE  COST  OF  NO  CANCER  CURE 
If  any  one  group  of  people,  whether  it  be  industry  or  Govern- 
ment, ever  started  directing  all  the  research,  research  would  be 
dead.  It  may  sound  as  if  there  is  some  duplication,  but  it  is  dupli- 
cation of  objective,  rather  than  duplication  of  work.  If,  for  example, 
three  companies  are  working  on  the  solution  of  the  cancer  problem, 
it  is  likely  that  each  will  be  using  a different  approach  to  the 
solution.  It  is  true  that  the  research  will  cost  three  times  as 
much,  but  there  will  be  three  times  as  many  chances  to  solve  the 
problem  . . . I’d  rather  pass  on  to  the  consumer  the  cost  of  the 
cancer  cure  than  to  pass  on  to  the  consumer  the  cost  of  no  cancer 
cure.  (Dr.  Thomas  F.  Carney  in  broadcast  over  radio  station  WBBM, 
Chicago,  December  7,  1965). 
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The  Unmet  Ambulance  Problem* 


SOMEONE  has  said,  without  any 
statistical  basis  which  I know 
of,  that  possibly  20,000  lives 
might  be  saved,  out  of  more  than  100,000 
now  lost  annually  following  accidents.  This 
would  come  about  by  improved  first  aid, 
ambulance  care,  and  emergency  department 
treatment.  This  may  be  true.  What  pro- 
portion of  those  saved  would  be  among  the 
nearly  48,000  traffic  deaths,  no  one  can 
tell,  but  I believe  it  might  be  large. 

For  years  we  tried  to  interest  the  Na- 
tional Safety  Council  in  what  happened  to 
the  person  injured  in  an  accident.  We  were 
told  that  the  N.S.C.  was  concerned  only  in 
preventing  the  accident,  and  once  this  oc- 
curred it  had  no  further  interest.  Someone 
discovered  that  the  inside  of  the  back  cover 
page  of  “Accident  Facts,”  the  N.S.C.  annual 
publication,  carried  definitions  as  used  in 
the  book.  “Death  from  accident”  is  defined 
here  as  “an  injury  which  terminates  fatally 
within  one  year  of  the  date  of  an  accident.” 
That  one  year  certainly  suggested  need  for 
thought  about  how  medical  and  hospital 
ca)’e  might  be  improved  during  that  time 
to  prevent  death.  Consideration  of  this  re- 
sulted in  the  Joint  Action  Program  of  the 
Committee  on  Trauma  of  the  American  Col- 
lege of  Surgeons,  the  American  Association 
for  the  Surgery  of  Trauma,  and  the  Na- 
tional Safety  Council.  It  was  agreed  that 
the  medical  profession  had  showed  insuffi- 
cient interest  in  preventing  accidents  and 
that  the  N.S.C.  had  paid  too  little  attention 
to  what  happened  to  the  injured  victim.  We 
hope  that  this  is  being  remedied  from  both 
sides.  Similarly,  we  hope  to  show  you  that 
your  concern  for  an  injured  person  includes, 
basically  and  practically,  what  happens  to 
him  from  the  moment  of  accident  until  he  is 
under  a doctor’s  care. 

In  1959  the  John  A.  Hartford  Foundation 
made  a three  year  grant  to  the  American 
College  of  Surgeons  to  try  to  improve  the 
care  of  the  injured  in  this  country  and  in 
Canada.  This  came  under  the  Committee  on 
Trauma.  I accepted  the  position  of  Direc- 


ROBERT  H.  KENNEDY.  MD 
New  York,  N.Y. 


tor  of  the  Field  Program  and  started  func- 
tioning October  1,  1960.  We  believed  that 
the  weakest  link  in  accident  care  was  the 
hospital  emergency  facility,  where  the  treat- 
ment rendered  was  rarely  of  as  high  quality 
as  was  received  after  one  became  an  in- 
patient. We  think  that  considerable  im- 
provement has  resulted  in  emergency  de- 
partment care  and  we  are  continuing  our 
efforts  in  this  field. 

As  the  end  of  the  three  year  grant  ap- 
proached, we  knew  that  there  was  a great 
need  for  its  renewal  for  another  three  years. 
One  does  not  apply  for  renewal  of  a grant 
usually  to  continue  the  same  effort.  Noth- 
ing can  be  done  in  the  E.D.  unless  the  in- 
jured person  is  brought  to  it  alive.  We  ap- 
plied for  and  received  a renewal  of  the 
grant  for  another  three  j^ears  in  order  to 
emphasize  first  aid  care,  care  given  by  am- 
bulance attendants  before  a person  is  put 
into  an  ambulance,  and  while  on  the  trip  to 
the  hospital  emergency  department. 

In  the  past  two  years  we  have  learned 
that  the  demands,  the  opportunity  for  good, 
and  the  complexity  of  the  ambulance  situa- 
tion in  the  United  States  far  exceed  the 
emergency  department  problem,  ^\^lat  are 
its  elements? 

Types  of  Ambulance  Seiwices 

'\"olunteer  Rescue  and  First  Aid  Squads : 
predominantly  in  New  Jersey,  Maryland, 
Delaware,  \hrginia,  with  some  in  New  York 
and  Ohio;  often  connected  with  volunteer 
fire  departments;  usually  well  trained;  fre- 
quently not  allowed  to  charge.  How  long 
will  they  last? 

Police : Louisville  probably  about  the  best 
in  the  country ; started  30  years  ago  because 

•Presented  at  Conference  for  the  Study  of  Medical  Trans- 
portation and  Communications,  Nebraska  Center  for  Continu- 
ing Education,  Lincoln,  Nebraska,  October  30,  1965, 
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police  thought  citizens  were  not  getting  a 
“square  deal;”  every  rookie  has  had  A.R.C. 
Advanced  First  Aid  Course.  Police  usually 
handle  despatching  where  it  exists.  Phila- 
delphia and  Boston  also  use  police. 

Fire  Fighters:  Baltimore  is  typical  and 

has  had  an  excellent  service  for  a genera- 
tion; ambulance  attendants  trained  in  ex- 
ternal cardiac  compression ; well  trained  with 
refresher  course  every  two  years;  Chicago 
also. 

Private  Owners : Some  cities  give  a fran- 
chise to  one  owner.  This  frequently  works 
well,  as  most  others  want  to  get  out  of  am- 
bulance service.  Some  are  on  their  own, 
some  subsidized  by  municipality.  Charlotte, 
N.C. 

Funeral  Directors : Probably  over  half  of 
the  communities  are  furnished  by  them. 

Miscellaneous:  Hospital  — not  over  2 to 

4%. 

Industry  — usually  will  accept  cases 
from  its  own  plant  only. 

General  Comments 

There  is  frequently  intense  competition 
among  funeral  directors.  Often  thi*ee  or  four 
different  companies  make  a run  for  the 
same  case.  Accidents  therefore  are  common, 
resulting  in  much  more  damage  than  when 
the  ambulance  was  called.  This  is  why  many 
more  communities  should  have  official  dis- 
patching. 

Speed  with  a patient  is  generally  inex- 
cusable. 

The  siren  is  needed  rarely,  and  the  driver 
should  then  submit  a written  report  telling 
why  he  used  it. 

Ambulance  accidents,  injuring  or  killing 
more  persons,  are  all  too  common. 

Ambulance  Attendant  Training 

Courses  are  starting  up  all  over  the  coun- 
try. There  are  43  different  communities 
where  these  have  been  offered  in  the  past 
year.  They  are  given  by  medical  schools, 
trauma  committees,  county  medical  societies, 
doctor,  nurse,  policemen,  and  fire  fighters 


after  becoming  A.R.C.  instructors,  etc.  In 
at  least  two  states,  junior  colleges  are  con- 
sidering offering  two-year  courses  for  Medi- 
cal Emergency  Technicians  (METS).  In 
New  York,  which  is  one  of  these  states, 
there  are  65  community  colleges.  Explor- 
ation is  underway  to  learn  whether  there 
will  be  jobs  for  these  men  after  they  have 
completed  the  course.  In  many  instances 
these  courses  may  not  require  the  payment 
of  tuition,  which  is  important.  It  is 
thought  that  the  equivalent  of  one  year 
might  be  devoted  to  a liberal  arts  course  and 
one  to  becoming  a technician.  Then  one 
might  have  at  least  one  year’s  credit  if  he 
wished  to  go  to  college  later.  Some  pre- 
medical students  have  worked  their  way 
through  a university  by  being  ambulance 
attendants. 

Sixteen  manuals  for  ambulance  attendants 
and  three  cloth  bound  volumes  are  available. 
These  vary  in  length  from  20  to  250  pages. 
They  vary  greatly  in  quality  and  emphasis 
on  various  features.  Apparently  intense  in- 
terest is  shown  wherever  these  courses  are 
given.  In  some  courses,  almost  as"  many 
nurses  as  ambulance  attendants  have  ap- 
peared. Policemen,  fire  fighters,  and  doc- 
tors also  attend  frequently.  In  Louisville 
a rookie  policeman  cannot  go  on  regular 
duty  until  he  has  passed  the  A.R.C.  First  Aid 
course. 

Knowledge  Required 

Advanced  A.R.C.  First  Aid  course,  or  its 
equivalent. 

Added  knowledge  on  maternity  work,  both 
miscarriage  and  labor. 

Cardiac  problems. 

Acute  mental  upsets,  including  alcoholism. 

Review  and  practice  in  all  A.R.C.  Proce- 
dures. 

Training  beyond  advanced  course  should 
be  given  by  physicians.  This  is  both  because 
of  content  and  the  fact  that  ambulance  at- 
tendants regard  course  differently  if  given 
by  doctors. 

Time  of  course  varies  from  7 to  48  hours. 

Some  require  an  additional  50  hours  in 
emergency  department  before  a certificate 
is  given. 
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Model  Ordinance 

First  ones  started  in  both  states  and  cities 
about  25  years  ago. 

Practically  none  of  them  had  any  teeth  in 
them  or  have  been  lived  up  to. 

The  Joint  Action  Program  prepared  one 
about  two  years  ago;  6000  copies  are  said 
to  have  been  sent  out. 

On  the  other  hand,  after  having  survived 
prohibition,  the  question  always  arises  as 
to  how  much  the  passage  of  laws  really  ac- 
complishes. 

Licensing  and  Responsibility 

An  ambulance  requires  at  least  two  peo- 
ple, a driver  and  an  attendant.  Both  should 
have  completed  an  Advanced  Red  Cross  First 
Aid  course,  and  a further  course  given  by 
physicians,  should  carry  a current  valid  cer- 
tificate, and  be  licensed  by  some  govern- 
mental authority  (usually  the  Health  De- 
partment). The  certificate  should  not  be 
for  more  than  one,  two,  or  at  most  three 
years. 

Further,  the  driver  must  be  licensed  to 
drive  a passenger-carrying  vehicle  for  hire. 

The  car  must  be  inspected  at  frequent 
intervals,  possibly  every  six  months  if  not 
involved  in  an  accident,  regarding  all  its 
mechanical  features.  It  should  be  inspected 
also  following  any  accident. 

The  Health  Department  must  inspect  and 
approve  professional  equipment,  sanitation, 
and  so  on. 

The  ambulance  personnel  needs  to  be  of 
good  character,  clean,  not  addicted  to  al- 
cohol and  drugs.  They  should  be  responsible 
to  the  chief  law  enforcing  officer  of  the 
community. 

Ambulance  Equipment 

A list  of  surgical  equipment  required  on 
an  ambulance  was  adopted  in  1961  by  the 
Committee  on  Trauma;  a suction  machine 
should  be  added. 

Anesthesia  groups  should  decide  on  every- 
thing required  concerning  oxygen  and  its  ad- 
ministration, mouth  to  mouth  breathing  and 
external  cardiac  compression. 


Most  ambulances  need  basic  structural 
changes  to  make  resuscitation  practical : 
higher  ceiling,  room  to  work  about  patient’s 
head,  a seat  alongside  the  injured  and  seat 
belts  for  both  patient  and  attendant. 

With  proper  training  of  personnel,  a dual- 
purpose  patrol  car  will  do  equally  as  well  as 
an  expensive  high  powered  ambulance.  With 
a few  changes  a station  wagon  serves  equally 
as  well  as  a $15,000  ambulance. 

Economics 

Why  are  more  than  half  of  the  ambulances 
in  the  United  States  owned  and  run  by 
funeral  directors? 

This  goes  back  into  the  last  century  and 
to  the  period  before  the  automobile.  Funeral 
directors  had  horse-drawn  wagons,  which 
were  completely  enclosed  (so  that  they 
might  carry  a coffin  with  or  without  a 
body).  Other  enclosed  wagons  which  might 
take  a recumbent  person  to  the  hospital  were 
rare.  Therefore  the  funeral  director’s  wag- 
on was  used  for  this  purpose.  Then,  too, 
it  was  not  bad  advertising  if  the  patient 
died,  and  the  same  person  might  get  the 
funeral. 

Over  the  past  two  or  three  generations,  in 
many  communities,  it  is  taken  for  granted 
that  the  funeral  director  furnished  this  serv- 
ice. He  does  not  want  it.  He  frequently 
loses  money  at  it.  But  he  continues  because 
his  public  expects  it. 

Now  for  more  than  two  years,  a large 
group  has  been  trying  to  learn  who  should 
be  responsible. 

Where  police  have  the  ambulance  seiwice, 
often  they  try  to  get  the  fire  department 
to  take  it  over,  and  vice  versa.  Rescue 
squads  do  well  in  a limited  number  of  places, 
but  why  should  this  work  be  done  for  noth- 
ing? I am  told  that  145  million  persons 
have  insurance  covering  ambulance  calls.  In 
such  circumstances  the  only  one  on  the  re- 
ceiving end  is  the  insurance  company,  not 
those  who  are  paying  the  premiums. 

Any  improvement  we  succeed  in  making 
in  ambulance  service  will  cost  money.  At 
present  the  basic  rates  seem  to  be  from 
nothing  to  $30  a trip  before  extras. 
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We  must  all  admit  that  the  ambulance  is 
often  a vital  health  service.  There  are  com- 
munities where  attendants  are  not  allowed 
to  load  an  injured  patient  into  an  ambulance 
until  a doctor  has  seen  him  and  given  per- 
mission. This  is  of  course  perfectly  sense- 
less. With  250,000  doctors  in  this  country 
and  nearly  10,000,000  disability  - producing 
accidents  a year,  it  is  rare  that  a doctor 
sees  the  injured  at  the  site  of  accident.  We 
must  have  personnel  with  sufficient  training 
so  that  they  can  make  a quick,  but  compre- 
hensive, survey;  the  experience  to  make  a 
prompt  decision  as  to  what  is  needed  before 
moving ; the  ability  to  maintain  an  open 
airway,  stop  hemorrhage,  and  to  prevent 
increased  shock  by  immobilizing  fractures. 
Real  human  kindness  and  comprehension  of 
what  the  victim  is  going  through,  mentally 
as  well  as  physically,  needs  to  accompany 
every  move  of  preparation  for  transport.  It 
may  be  that  the  reason  for  the  “speeding 
ambulance”  is  that  the  driver  does  not  know 
what  he  has  in  the  back  of  the  bus,  and  so 
is  going  to  get  rid  of  it  as  soon  as  possible. 
The  answer,  of  course,  is  that  the  driver 
and  attendant  must  be  trained  for  their 
jobs,  and  have  the  necessary  equipment  sup- 
plied to  them.  And  the  doctor  must  be  edu- 
cated to  the  belief  that  ambulance  personnel 
are  fulfilling  an  all  important  health  func- 
tion. 

Communication  is  an  extremely  important 
part  of  ambulance  service  and  is  too  often 
disregarded.  In  many  towns  of  10,000  or 
more  with  a hospital  the  aim  should  be  to 
have  a hospital  radio  system.  This  could 
then  be  a three  way  system,  including  dis- 
patcher, ambulance  and  hospital.  The  cost 
to  a hospital  would  seem  to  be  somewhere 
between  $600  and  $2800.  In  rural  districts 
at  present,  a hospital  radio  would  not  be 
economic.  There  are  more  than  16,000  police 
radio  systems  operating  in  this  country. 
Fire  radio  service  has  3800  radio  stations 
and  is  said  to  be  particularly  useful  in  Ne- 
braska. The  Forestry  Service  and  Fish  and 


Game  Services  are  said  to  have  nearly  5000 
radio  setups.  The  highway  maintenance 
service  two  years  ago  had  4500  and  this 
figure  is  probably  considerably  larger  now. 
There  are  three  kinds  of  mobile  radio  serv- 
ice: railroads,  trucking,  and  taxi.  Railroads 
alone  have  10,000  radio  stations.  It  would 
seem  that  in  any  sizable  community,  it  should 
be  possible  for  ambulances  and  hospitals  to 
arrange  some  type  of  communication  with- 
out great  expense.  In  rural  districts,  con- 
siderably more  thought  and  research  are 
needed.  In  general,  broadcasting  apparatus 
will  transmit  as  far  as  the  eye  can  see ; that 
is,  it  depends  on  the  height  of  the  antenna. 
From  the  top  of  a multi-story  building,  the 
range  would  usually  be  30  to  40  miles.  By 
broadcasting  from  a helicopter  the  range 
would  be  greatly  increased. 

The  public  must  be  educated  to  the  value 
of  a good  ambulance  service  in  saving  life 
and  long  range  expense.  We  will  not  get 
trained  men  to  improve  ambulance  services 
unless  they  are  better  paid  and  in  a prestige 
job.  Further,  we  must  get  the  general  pub- 
lic interested  in  finding  out,  and  being  ever 
watchful  of,  what  kind  of  an  ambulance 
service  the  community  furnished.  In  the 
last  analysis,  the  community  must  be  re- 
sponsible for  the  ambulance  service. 

In  many  places  the  public  and  particu- 
larly the  city  fathers  will  need  to  be  sold 
this  idea.  How  can  it  be  done? 

The  whole  problem  is  immensely  compli- 
cated. We  hope  to  be  able  to  develop  certain 
standards  for  ambulances.  It  is  hard  now 
to  see  how  this  is  possible  with  the  great 
number  of  variables  among  communities. 
But  we  shall  try  it.  It  will  help  greatly  if 
you  can  each  urge  in  your  home  town  that 
better  ambulance  services  may  save  lives, 
decrease  hospital  stay  and  permanent  dis- 
ability, put  an  end  to  the  steady  increase  in 
insurance  costs,  and  bring  to  your  commun- 
ity a proper  sense  of  responsibility  similar 
to  police  and  fire  department  services. 
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Development  Of  The  Law  Of 
"The  Battered  Child  Syndrome”* 


The  beating,  injuring,  maiming  and  kill- 
ing of  children  is  not  a new  phenomenon  or 
development.  It  is  as  old  as  civilization.  I 
need  only  to  remind  you  that  Cain  slew  Abel 
in  his  youth ; this  event  is  the  first  reported 
case  of  “Battered  Child  Syndrome.”  To  com- 
plete the  circle,  I call  to  jmur  attention  that 
on  November  4,  1965  a man  was  charged  in 
Council  Bluffs  with  manslaughter,  for  killing 
a two-year-old  son  of  his  female  companion. 
The  autopsy  showed  that  the  child  had  been 
struck  in  the  abdomen  with  a blunt  instru- 
ment. 

The  battering  of  children  is  as  old  as 
civilization,  but  meeting  the  problem  is  rela- 
tively new,  the  year  1962  being  significant. 

Surely,  over  the  years  medical  men  recog- 
nized instances  of  intentional  injuries  to 
children,  but  were  under  heavy  wraps  and 
handicapped  legally  to  do  much  about  it. 
Like  so  many  other  social  problems,  this 
situation  continued  until  an  article  appeared 
in  August  1946  (Amer  J Roentgenol)  by 
Dr.  J.  Caffrey  titled  “Multiple  fractures  in 
the  long  bones  of  infants  suffering  from 
chronic  subdural  hematoma.” 

This  article  caused  a few  sparks  to  fly 
and  some  eyebrows  to  rise.  But  like  ripples 
upon  the  ocean,  its  effect  soon  disappeared. 

■'^even  years  later,  in  1953,  Dr.  F.  M.  Sil- 
verman wrote  an  article  (Amer  J Roent- 
genol) ; “The  roentgen  manifestations  of  un- 
r(3cognized  skeletal  trauma  in  infants.” 

This  second  article  apparently  caused  a 
greater  stir  among  those  in  the  several  pro- 
fessions interested  in  the  welfare  of  children. 
Also  by  this  time  advances  in  radiological 
technologj^  diagnostic  techniques  and  more 
careful  observation  by  persons  coming  into 
contact  with  battered  child  cases,  showed 
more  affirmative  evidence  of  intentional  in- 
juries to  children. 

But  the  sparks  set  off  by  Caffrey  and 
again  by  Silverman,  began  a small,  smoulder- 
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ing  fire.  By  1960,  awareness  of  this  prob- 
lem began  to  filter  into  the  Childrens  Bu- 
reau of  the  United  States  Department  of 
Health,  Education  and  Welfare.  In  October, 
1961  a symposium  on  “The  Battered  Child” 
was  held  at  a meeting  of  the  American 
Academy  of  Pediatrics.  Spurred  by  this 
provocative  discussion,  the  Children’s  Bu- 
reau then  undertook  the  task  of  assembling 
information  and  starting  some  action. 

In  January  1962  a group  of  physicians  and 
consultants  experienced  in  the  field  met  with 
the  Children’s  Bureau  to  consider  future 
steps.  At  this  meeting  the  California  law 
of  mandatory  reporting  by  physicians  and 
hospitals  of  injuries  to  children  was  favor- 
ably considered.  From  this  group  a model 
law  was  suggested. 

On  July  7,  1962  a report  was  published 
in  the  Journal  of  the  American  Medical  As- 
sociation titled  “The  Battered  Child  Syn- 
drome.” This  article  added  fuel  to  the  fire 
which  was  then  burning  with  greater  force. 
It  was  designed  to  cause  the  medical  profes- 
sion to  be  more  alert  to  those  cases  of  young 
persons  suffering  from  injuries  and  to 
arouse  physicians  to  investigate  the  causes 
to  determine  if  such  injuries  were  the  re- 
sult of  intentional  assault.  In  this  report 
Dr.  C.  Henry  Kempe  who  acted  as  chairman 
of  the  group,  directed  attention  to  certain 
telltale  signs  of  a parent’s  guilt:  his  lack 
of  candor  or  the  failure  of  his  account  of 
the  injuries  to  match  with  clinical  findings. 

No  effort  can  be  made  here  to  dwell  more 
deeply  upon  the  persons  and  organizations 
who  have  taken  an  interest  in  this  problem. 
The  list  would  be  too  long.  In  September, 

♦Text  of  speech  delivered  to  the  Medical  Staff  of  Childrens 
Memorial  Hospital,  Omaha,  Nebraska,  November  10,  1965. 
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1965  a bibliography  was  published  by  the 
Children’s  Bureau,  listing  more  than  150 
articles  published  on  this  general  subject  in 
the  last  few  years,  many  of  which  are  by 
physicians.  All  of  this  indicates  the  growing 
interest  in  this  field  since  1946,  after  the 
Caffrey  article. 

By  mid-June  of  1963,  as  a result  of  a series 
of  meetings  with  experts  in  this  field,  the 
Children’s  Bureau  published  a draft  of  “Sug- 
gested language  for  state  legislatures  in  re- 
porting of  the  physically  abused  child.” 

The  mainspring  of  this  legislation  was 
mandatory  reporting  by  physicians  and  hos- 
pitals. The  House  of  Delegates  of  the  AMA, 
on  June  24,  1964  evidenced  its  objection  to 
the  mandatory  reporting  provision,  mainly 
because  the  law  as  suggested  would  subject 
only  doctors,  and  not  social  workers,  teach- 
ers, neighbors,  and  others,  to  the  mandatory 
reporting  requirements.  The  AMA  felt  that 
the  decision  to  report  should  be  left  to  the 
discretion  of  the  doctor. 

As  a result,  some  form  of  this  type  of 
legislation  has  now  been  adopted  in  47 
states.  Ten  states  passed  a law  in  1963, 
11  in  1964,  and  26  in  1965,  including  Ne- 
braska. The  Nebraska  Committee  for  Chil- 
dren and  Youth  sponsored  the  Nebraska 
legislation.  Only  Hawaii,  Mississippi,  Vir- 
ginia, and  the  District  of  Columbia  have  not 
passed  such  legislation. 

When  the  Battered  Child  Law  was  adopted 
by  the  Nebraska  Legislature,  it  also  adopted 
the  companion  law  providing  for  the  waiver 
of  the  privilege  existing  between  physician 
and  patient  in  this  class  of  cases.  Other 
states  have  done  likewise. 

These  state  laws  differ  in  many  ways. 
But  all  are  similar  in  one  respect : the  grant- 
ing of  immunity  to  the  physician  who  re- 
ports as  required,  from  any  action  against 
him  for  slander,  libel,  breach  of  confidence, 
or  invasion  of  the  right  of  privacy. 

One  of  the  most  significant  events  which 
produced  action  in  the  area  of  the  injured 
child,  was  a study  and  survey  made  by  the 
Children’s  Division  of  the  American  Humane 
Association  of  Denver.  The  Director  of  this 
Division  is  Vincent  De  Francis.  He  and  his 


organization  have  been  in  the  forefront  of 
this  movement  and  he  has  written  a great 
deal  about  the  subject  and  has  appeared  be- 
fore many  groups  to  alert  the  nation  to  this 
rising  problem.  That  the  American  Humane 
Association,  Vincent  De  Francis,  and  other 
devoted  people  like  him,  have  done  an  out- 
standing job,  is  proven  by  the  fact  that  47 
state  Legislatures  acted  favorably  in  the 
short  period  of  three  years.  This  is  indeed 
a remarkable  accomplishment. 

This  study  by  the  American  Humane  As- 
sociation made  for  the  year  1962  covered 
all  50  states  and  the  District  of  Columbia. 
It  contained  662  instances  of  reported  child 
battered  cases,  which  involved  557  families. 
Here  are  some  interesting  statistics  from  this 
study : 

1.  The  study  covered  children  through  17 
years  of  age  as  follows: 

55  per  cent  were  under  four  years 
of  age 

35  per  cent  were  four  to  ten  years 
of  age  ^ 

10  per  cent  were  over  ten  years  of 
age 

2.  One  in  every  four  died  as  a result  of 
the  injuries  (178). 

81  per  cent  of  these  were  under 
four  years  of  age. 

54  per  cent  of  these  were  under  two 
years  of  age. 

3.  Persons  responsible: 

In  juries : 

Fathers,  38  per  cent 
Mothers,  28  per  cent 
Both,  5.5  per  cent 
Stepfathers,  14.5  per  cent 
Stepmothers,  2.75  per  cent 
Parents,  72.5  per  cent  of  all  injuries 

Deaths: 

Fathers,  22  per  cent 
Mothers,  48  per  cent 
Both,  6 per  cent 

Parents,  75.5  per  cent  for  all  deaths 
Stepfathers,  8.75  per  cent 
Stepmothers,  3.5  per  cent 
The  remaining  consisted  of  mothers’ 
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boyfriends,  aunts,  uncles,  grand- 
parents, and  other  siblings,  all 
less  than  5 per  cent  in  each  case. 

4.  Family  Charactenstics: 

This  part  of  the  survey  and  study  was 

based  upon  328  of  the  662  cases. 

Both  parents  at  home,  64.5  per  cent 
Parents  and  stepparent  at  home, 
16.5  per  cent 
Father  only,  2 per  cent 
iMother  only,  10.5  per  cent 
i\Iother  and  boyfriend,  3 per  cent 
Unmarried  mothers,  6 per  cent 

Average  Ages: 

Mothers,  26  years  (16  to  50);  two 
thirds,  20  to  30  years 
Fathers,  30.26  years  (17  to  65 
years) ; two  thirds,  20  to  35  years 

Occupation: 

Fathers;  from  unskilled  to  profes- 
sional and  business. 

]\Iothers:  one  third  employed  away 
from  home,  two  thirds  remain  at 
home. 

(The  majority  of  working  mothers 
were  waitresses). 

Instruments  Used: 

This  category  includes  almost  any 
type  of  instrument  that  may  be 
wielded  by  a human  being.  The 
study  showed  the  following  types 
were  more  common: 

Hairbrush,  fists,  straps,  electric 
cord,  T-V  aerials,  ropes,  rubber 
hose,  fan  belts,  sticks,  wooden 
spoons,  pool  cues,  bottles,  broom 
handles,  baseball  bats,  chair  legs, 
sculling  oar,  and  kicking  with 
heavy  shoes. 

Burns : 

Burning  a child  seems  to  be  a com- 
mon method  and  the  following  were 
used  for  that  purpose; 

Gas  burner,  cigarette  lighters, 
cigarettes,  electric  irons,  hot  pok- 
ers, hot  liquids  thrown,  hot  liquids 
dipped  into. 


Strangidation: 

In  this  category  pillows  were  placed 
over  the  mouth,  plastic  bags  over 
the  head,  and  drowning  in  bath 
tubs. 

Miscellaneous: 

Other  cases  involved  stabbing,  bit- 
ing, shooting,  electric  shocks, 
stamped  on,  or  thrown  to  the  floor 
or  wall. 

Types  of  Injuries: 

Bruises  and  contusions,  welts,  swoll- 
en limbs,  split  lips,  black  eyes,  lost 
teeth,  lost  eyes. 

Broken  bones:  legs,  arms,  ribs 

(simple  and  compound). 

Internal: 

Head,  concussions,  fractures,  hemor- 
rhage: liver,  spleen,  and  lungs. 

Other  studies  have  indicated  the  causes 
and  motives  of  persons  inflicting  injuries 
upon  children. 

Emotional  immaturity,  mental  illness, 
emotional  explosion  (fathers),  acute  de- 
pression, mercy  killings,  convalescing, 
alcoholics,  too  many  children  (unwant- 
ed), resemblance  to  other  parent,  child 
supports  or  favors  other  parent,  mental- 
ly defective  child,  brain  damaged  child, 
and  deformed  child. 

The  legislation  which  has  been  adopted  in 
the  47  states  is  not  designed  to  define  an- 
other crime  against  child  abuse.  The  law 
books  are  already  filled  with  crimes  of  this 
character  and  provide  punishment.  This 
legislation  is  designed  to  protect  the  child 
against  further  abuses,  to  prevent  further 
occurrences  and  to  find  ways  and  means  to 
rehabilitate  the  child  and  establish  better 
relations  between  parent  and  child,  since  it  is 
clear  that  the  vast  majority  of  these  injuries 
are  caused  by  parents. 

No  court  has  yet  had  the  opportunity  to 
pass  upon  the  constitutionality  of  this  legis- 
lation. It  is  a bit  too  early. 

Now  to  come  to  the  laws  passed  by  the 


370 


Nebraska  S.  M.  J. 


Nebraska  Legislature  in  1965.  L.B.  444  has 
four  significant  paragraphs : 

Section  1 (a).  Any  person  must  report 
to  the  County  Attorney  if  he  has 
reason  to  believe  that  severe  physical 
injury  has  been  inflicted. 

(h)  The  injury  must  be  wilful,  which 
rules  out  accidental  injuries. 

(c)  The  injuries  must  be  inflicted  up- 
on a child,  incompetent  or  disabled 
person.  Note  that  the  incompetent  or 
disabled  person  need  not  be  a child. 
A child  means  up  to  twenty-one  years 
of  age. 

(d)  The  injuries  have  been  inflicted  by 
a parent,  guardian,  or  temporary  or 
permanent  custodian.  Note  that  un- 
der (d)  only  three  classes  of  persons 
who  might  have  inflicted  the  injuries 
are  covered.  It  does  not  include  other 
relatives,  other  children,  or  strangers. 

The  reason  why  others  are  excluded  is 
to  reach  out  mainly  for  those  cases  involving 
acts  of  brutality  by  parents  and  those  stand- 
ing in  loco  parentis,  or  similar  to  the  parents. 

Section  2.  All  information  contained  in 
any  report  is  privileged  and  shall  not  con- 
stitute slander,  libel,  breach  of  confidence, 
or  invasion  of  the  right  of  privacy.  This 
protects  the  doctor  or  any  other  person  who 
reports  from  a lawsuit  for  doing  so. 

Section  3.  The  County  Attorney  shall 
cause  an  investigation  to  be  made,  and  take 
such  action  as  may  be  necessary  to  prevent 
further  injuries  to  the  child,  incompetent  or 
disabled  person. 

This  clause  is  very  weak  since  the  County 
Attorney  in  Nebraska  has  no  power  to  do 
anything  except  to  refer  the  case  to  some 
Social  Service  Agency  or  to  the  Juvenile 
Court  or  to  prosecute.  The  County  Attorney 
can  do  but  little  to  prevent  further  acts  of 
cruelty. 

Section  J.  Any  person  who  wilfully  fails 
to  report  to  the  County  Attorney  shall  be 
guilty  of  a misdemeanor  and  fined. 

The  word  “wilful”  in  law  means  to  do  an 
act  intentionally,  knowing  the  result  of  the 


act,  and  being  fully  aware  of  the  conse- 
quences. 

L.B.  Uo 

This  is  the  companion  law  which  provides 
that  all  privilege  existing  in  favor  of  a hus- 
band or  a wife  and  between  a physician  and 
patient,  are  waived  in  any  proceedings 
brought  in  the  Juvenile  Court  for  injuries  to 
children,  incompetent  or  disabled  persons, 
or  in  any  criminal  prosecution  involving  in- 
jury to  any  such  person  or  the  wilful  failure 
to  report  such  injuries  under  L.B.  444.  This 
waiver  of  privilege  is  also  binding  upon  the 
estate  of  a deceased  person  which  commences 
any  action  for  or  injuries  to,  or  the  death 
of  a person.  As  was  said  before,  this  protec- 
tion must  be  provided  in  order  to  make  L.B. 
444  effective. 

Conclusion 

A physician  working  under  these  laws  is 
really  in  the  middle;  he  must  report  to  the 
County  Attorney  any  case  in  which  he  has 
reason  to  believe  severe  physical  injury  has 
been  wilfully  inflicted  upon  any  child"  up  to 
21  years  of  age,  and  upon  any  incompetent 
or  disabled  person,  regardless  of  age,  if  such 
injuries  have  been  caused  by  the  parent, 
guardian,  or  temporary  or  permanent  cus- 
todian of  such  person. 

It  is  obvious  this  requires  careful  investi- 
gation and  study  on  his  part,  as  well  as  dis- 
cretion, since  the  law  clearly  says  “if  you 
have  reason  to  believe.”  This  law  is  not 
intended  to  require  him  to  report  all  cases 
since  cases  of  accidental  injuries  are  not 
wilful.  But  he  will  not  be  permitted  to  use 
the  law  as  a shield  since  he  must  be  rea- 
sonable in  his  discretion.  I am  certain  the 
County  Attorney  will  also  be  most  reasonable 
in  his  application  of  the  law;  at  least  this  is 
what  the  present  County  Attorney  of  this 
County  has  advised  me,  and  who  already  has 
had  several  such  cases  reported  to  him  since 
the  law  became  effective  in  April  1965. 

On  November  2,  1965  Mrs.  Kathryn  Oet- 
tinger.  Chief  of  the  Children’s  Bureau, 
Health  and  Education  and  Welfare  Depart- 
ment of  the  United  States  announced  that 
her  department  would  spend  $226,345  to 
check  data  on  this  entire  subject,  to  estab- 
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lish  research  projects  and  an  analysis  of 
the  manner  in  which  protective  services  of 
child  welfare  agencies  may  be  used  in  case 
of  abuse  of  children.  This  clearly  demon- 
strates the  Federal  Government  is  intense- 
ly interested  in  this  important  problem. 


The  purposes  of  L.B.  444  and  445  are 
laudatory,  and  physicians  should  cooperate 
to  the  fullest  extent,  since  these  laws  are 
designed  to  protect  children,  incompetents, 
and  disabled  persons  from  further  intention- 
al inflicted  injuries. 


“Within  the  next  10  years,  today’s  physician  will  have  to  forget 
about  half  of  what  he  knows  now  because  it  will  be  out  of  date  — 
thanks  to  the  rapid  pace  of  medical  reseai’ch.  Half  of  what  the 
physician  will  need  to  know  10  years  from  now  has  not  yet  been 
discovered.  (Dr.  Edward  R.  Annis,  Miami,  Fla.). 
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The  Neurologic  Phenomena  of 
Potassium  Disorders 


Approximately  95%  of  body 

potassium  lies  i n the  intra- 
cellular body  compartments, 
particularly  in  muscle,  liver,  and  red  blood 
cells.  Of  the  total  120  grams  of  this  element 
in  a young  adult  male,  the  following  general 
and  approximate  distribution  is  known: 


Plasma  0.4% 

Interstitial  and  lymph 1.0% 

Dense  connective  tissue 

and  cartilage  0.4% 

Bone  8.0% 

Intracellular  90.0% 

Transcellular  1.0% 


Potassium  plays  an  important  role  in  in- 
tracellular metabolism  and  function.  Marked 
alterations  of  potassium  concentrations  re- 
sult in  loss  of  muscle  contractility,  decreased 
conduction  of  nerve  impulses,  disturbed  in- 
tracellular osmotic  pressure,  changes  in  heart 
rhythm  and  even  renal  impairment. 

Since  the  major  portion  of  potassium  lies 
within  the  cell,  plasma  values  do  not  always 
reflect  the  total  body  stores.  Excepting  in 
familial  periodic  paralysis,  low  plasma  values 
usually  are  associated  with  general  potas- 
sium depletion.  Occasionally  and  under  cer- 
tain conditions  (to  be  described)  potassium 
depletion  may  exist  when  a normal  or  high 
plasma  value  is  found. 

In  normal  subjects  the  range  of  plasma  po- 
tassium is  4.0  - 5.4  m.Eq./L. ; slightly  high- 
er levels  are  noted  in  infants.  In  erythro- 
cytes, the  concentration  ranges  from  68-103 
m.Eq./L.,  a value  intermediate  between 
plasma  and  most  other  intracellular  concen- 
trations. 

Whereas  it  was  noted  that  hydration  and 
sodium  balances  are  closely  related,  a sim- 
ilar interdependence  exists  between  potas- 
sium and  pH.  In  acidosis,  potassium  moves 
from  intracellular  to  extracellular  fluid;  in 
alkalosis  the  opposite  occurs.  Potassium  de- 
pletion leads  ultimately  to  metabolic  alka- 
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losis.  Patients  maintaining  any  degree  of 
pH  disturbance  (alkalosis  or  acidosis)  tend 
to  become  depleted  of  potassium. 

Flaccid  paralysis  may  appear  with  either 
hypokalemia  or  hyperkalemia;  “dyskalemia” 
must  be  considered  in  the  differential  diag- 
noses of  any  acute  or  recurrent  flaccid 
paralysis. 

Hypokalemia  and  Potassium 
Depletion 

Causes  and  factors  contributing  to  hypo- 
kalemia or  potassium  depletion  include : 

Deficient  intake 
Gastrointestinal  loss 
Vomiting 

Aspiration,  irrigation 
Fistula 

Diarrhea  (any  cause) 

Malabsorption  syndromes 
Villous  tumors  of  rectum 
Ureterosigmoidostomy 
Excessive  enemas 
Exchange  resins 
Geophagia 
Renal  loss 

Predominant  cellular  catabolism  (breakdown, 
injury,  starvation,  acidosis)  leading  first  to 
hyperkalemia  (movement  to  extracellular 
site),  urinary  loss,  thence  depletion. 
Endocrine 

Cushing’s  syndrome 
Primary 

Secondary  to  non-endocrine  carcinoma 
Steroid  treatment 
Cortisone 
ACTH 

Desoxycorticosterone 

Aldosteronism 

Primary 

Secondary  to  congestive  heart  failure, 
severe  hypertension. 

Excessive  use  of  licorice  extracts 
Osmotic  diuresis 
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Chelation  (Edathamil  disodium) 

Diuretics,  especially  thiazides 
Primary  renal  disease  includins  congenital 
tubular  defects,  and  toxic  injury  due  to 
drugs  (as  amphotericin-B,  degraded  tetra- 
cycline). 

Alkalosis  or  acidosis  (respiratory  or  meta- 
bolic) 

Sodium  loading 
Barium  poisoning 
Hemorrhage 

Peritoneal  dialysis;  hemodialysis 
Periodic  paralysis 

Heritable  (“familial”) 

Sporadic 

With  hyperthyroidism 

Cellular  uptake  of  glucose;  potassium  accom- 
panies glucose  to  intracellular  position. 
Hyperinsulinism 

Potassium  moves  to  intracellular  site 

A number  of  renal  diseases  result  in  “salt 
losing  nephritis.”  This  includes  tubular  aci- 
dosis, Fanconi  syndrome,  chronic  pyelo- 
nephritis, and  hypercalcemic  nephropathy. 
Calcium  and  potassium  depletion  result  in 
osteomalacia  and  skeletal  (often  spinal) 
pain  plus  muscular  weakness  to  mimic  neu- 
rologic disease. 

Hypokalemia  and  potassium  depletion  are 
irregularly  manifested  by  one  or  more  of  the 
following: 

Flaccid  muscular  paralysis  (limbs  principally, 
occasionally  also  respiratory  muscles).  Hy- 
perpolarization of  muscle  membrane. 
Prolonged  paralysis  with  transient  curarizing 
type  drugs. 

Intestinal  paralytic  ileus 
.Slowed  motor  nerve  conduction  velocity 
Myocardial  disturbances;  supraventricular  ir- 
regularities, dilation,  decompensation;  tachy- 
cardia; hypotension;  digitalis  toxicity. 

ECG  changes:  In  order  of  appearance,  ST  seg- 
ment depressed,  T fuses  with  U wave,  U wave 
becomes  prominent,  T wave  inverts,  ST  pro- 
longed, T extends  from  S and  varies  in 
height,  double  U waves  appear. 

Diabetic-like  glucose  tolerance  curve. 

Alkalosis 

Occasionally  tetany 

Coma  (in  patients  with  hepatic  insufficiency) 
Questionably,  confusional  - delirious  mental 
states. 

These  may  be  due  to  other  factors  associated 
with  the  primary  disease,  marked  altera- 
tions of  pH  or  hypoxia. 

Renal  tubular  damage 
Myocardial  damage 

Hypokalemia  and  potassium  deficit  may  be 


strangely  silent,  without  expected  clinical 
expression. 

Potassium  deficit  must  be  considered  in 
every  patient  with  acute  or  recurrent  flac- 
cid paralysis. 

Acute  hypokalemic  alkalosis  may  provide 
a vicious  cycle,  hypokelamia  begetting  fur- 
ther alkalosis  and  alkalosis  aggravating  hy- 
pokalemia. If  hypokalemia  is  sufficient  to 
cause  respiratory  insufficiency,  hypoxia  and 
respiratory  acidosis  then  may  add  their 
toll.  As  acidosis  persists,  this  too  results 
in  further  depletion  of  potassium. 

It  should  be  noted  that  hypokalemia  per 
se  may  cause  tetany. 

As  dehydration,  alkalosis  or  acidosis  ac- 
company hypokalemia,  the  clinical  manifes- 
tations are  compounded.  Acute  hypokalemic 
alkalosis  may  produce  great  weakness, 
apathy,  tetany,  coma,  or  even  convulsions  if 
it  becomes  severe.  With  hypokalemic  hypo- 
chloremic alkalosis,  confusional  - delirious 
mental  changes,  focal  cerebral  deficits,  coma 
and  convulsions  with  diffuse  nonspecific 
EEC  abnormalities  may  develop  in  addition 
to  the  other  features  of  hypokalemia. 

ECG  changes  correlate  only  in  a gross 
manner  with  hypokalemia  or  potassium  de- 
pletion. As  a general  rule,  one  discerns  ECG 
changes  in  only  50%  of  these  patients;  more, 
however,  as  plasma  potassium  drops  below 
2 m.Eq./L. 

Muscular  paralysis  appears  as  approxi- 
mately one  third  of  body  potassium  is  de- 
pleted, more  outstandingly  as  one  half  is 
lost. 

Acidosis  may  maintain  a normal  or  even 
increased  plasma  potassium  level  despite  a 
total  body  deficit  of  potassium.  The  intra- 
cellular ion  has  now  moved  to  the  extra- 
cellular site.  With  treatment,  potassium  is 
washed  out  in  kidneys  and  retreats  back  in- 
to its  intracellular  location,  whereupon  a 
drastic  fall  in  extracellular  potassium  occurs. 
With  diabetic  acidosis  this  latter  phenome- 
non appears  in  the  8th  to  24th  hour  of  treat- 
ment. In  dehydration,  normokalemia  may 
occur  despite  potassium  deficit.  Until  some 
more  practical  method  appears  to  measure 
intracellular  stores  of  potassium,  indirect 


374 


Nebraska  S.  M.  J. 


estimates  must  be  relied  on,  considering  eti- 
ologic  factors,  clinical  symptoms,  blood  pH 
alteration  and  ECG  tracings. 

Hyperkalemia  and  Potassium  Excess 

Potassium  is  a more  motile  ion  than  so- 
dium. Plasma  values  may  be  increased  as 
certain  conditions  stimulate  it  to  pour  from 
intracellular  to  extracellular  sites,  subse- 
quently (within  a few  hours)  decreased  as  it 
returns  to  intracellular  location  or  is  ex- 
creted by  kidneys. 

Causes  and  conditions  contributing  to  hy- 
perkalemia include  the  following; 

Cellular  breakdown,  predominant  catabolism; 
hypoxia,  ischemia,  chronic  wasting  disease, 
starvation,  following  embolectomy. 

Diuretics,  particularly  aldosterone-antagonists, 
Ethachrynic  acid  and  mercurials. 

Acidosis;  respiratory  or  metabolic. 

Blood  transfusion;  especially  if  large  and  with 
long-stored  blood. 

Renal  insufficiency;  inadequate  excretion. 
Includes  renal  insufficiency  of  congestive  heart 
failure. 

Increased  intake  of  potassium,  particularly  par- 
enteral. 

Oral  intake  may  be  significant  with  renal  in- 
sufficiency. 

Untreated  Addison’s  disease  and  hypoaldoster- 
onism 

Dehydration 

Adynamia  episodica  hereditaria 

(Hyperkalemic  familial  periodic  paralysis) 

Hepatic  coma 

Spurious  hyperkalemia 

If  blood  sample  sets  long  before  separating 
cells  from  plasma  and  especially  in  leukemia 
or  thrombocythemia;  also  prolonged  applica- 
tion of  tourniquet  and  much  exercise  of  hand 
prior  to  aspirating  blood  sample;  traumatic 
handling  of  blood  sample  (i.e.  hemolysis). 

The  following  clinical  features  appear  ir- 
regularly with  hyperkalemia: 

Flaccid  paralysis,  more  or  less  symmetrical,  on- 
set in  legs  usually.  May  ascend  to  quad- 


riplegia.  Rarely  V,  VII,  IX,  X,  XI,  cranial 
nerve  musculature  involved. 

Occasionally  muscular  hyperirritability 
Occasionally  peripheral  sensory  disturbances, 
paresthesias. 

Rarely  sensory  loss  (vibratory,  position  sense). 
Mydriasis 
Cold  extremities 
Listlessness 

Myocardial  conduction  defects: 

Bradycardia,  arrhythmias,  aggravation  of 
atrioventricular  block;  eventually  cardiac  ar- 
rest. 

ECG  changes:  In  order  of  appearance,  increased 
amplitude  and  peaking  of  T waves,  inver- 
sion of  T,  spreading  QRS,  lengthening  PR  in- 
terval, disappearance  of  P wave. 

Hyperkalemia  is  an  important  contributor 
to  present-day  problems  of  cardiac  arrest 
especially  as  plasma  levels  of  potassium  ap- 
proach 10  m.Eq./L.  Hyponatremia,  hypo- 
calcemia or  acidosis  enhance  the  several  de- 
leterious effects  of  hyperkalemia. 

Muscular  paralysis  appears  due  to  pro- 
longed depolarization  of  muscle  cell  mem- 
brane. 

The  vicious  cycle  of  respiratory  acidosis 
and  hyperkalemia  is  noted  in  patients  with 
respiratory  insufficiency. 

A rapid  infusion  of  potassium,  insulin  and 
glucose  produces  dramatic  although  tran- 
sient improvement  of  muscle  strength  in 
myasthenia  gravis. 

Treatment  of  hyperkalemia  requires  im- 
mediate attention  to  causes;  for  instance 
tourniquet  and  icepack  to  injured  tissues. 
Diminished  intake  and  increased  elimination 
of  potassium  must  be  effected. 

Peritoneal  dialysis  or  hemodialysis  are  use- 
ful. Helpful,  too,  are  intravenous  glucose 
and  insulin  or  calcium. 
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Almost  140  of  the  196  million  square  miles 
covering  the  earth  are  wet,  and  are  inhab- 
ited by  victims  of  the  incurable  disease  of 
boating.  The  syndrome  consists  of  abandon- 
ing the  safety  of  dry  land  at  irregular  inter- 
vals, and  getting  into  fragile  hollowed-out 
vessels  that  sometimes  float  and  just  as 
often  do  not.  I do  not  of  course  refer 
to  the  s e r i o us  business  of  shipping ; I 
mean  the  week-end  sailor  whose  dreams  of 
glory  transform  him  into  an  admiral  with 
supreme  command  of  his  craft,  who  will 
bring  vessel  and  crew  safely  home  though 
becalmed  and  bestormed.  Dr.  Harold  Horn 
acquired  this  hopeless  disease  long  ago;  he 
cannot  remember  when  he  did  not  have  it. 
He  has  helped  to  build  a boat.  A boat,  we 
learned  in  doing  research  for  this  scientific 
article,  is  a small  open  vessel  or  craft, 
usually  moved  by  oars  or  paddles,  while  a 
ship  is  a large  sea-going  thing,  not  moved  by 
paddles  or  oars,  and  sometimes  having  a 
bowsprit  and  at  least  three  masts.  The  bow 
is  the  front,  of  course,  but  sailors  do  not 
say  front  or  back  or  left  to  right.  They 
have  a strange  language  of  their  own,  con- 
sisting of  words  like  aft  and  port  and  deck 
and  even  head.  Well,  our  orthopedic  friend 


bought  a boat;  it  was  too  big,  and  all  he 
could  do  was  look  at  it.  He  finally  got 
into  a racing  sailboat  some  ten  years  ago. 

With  the  help  of  his  son.  Dr.  Horn  has 
sailed  in  two  National  Championships;  and 
with  his  daughter,  in  last  year’s  Interna- 
tional Regatta  at  Nassau.  The  picture 
shows  our  racing  surgeon  sailing  in  the 
International  Midwinter  Championship  Re- 
gatta at  Nassau  this  past  March.  Dr.  Horn 
and  his  son,  who  may  have  done  most  of  the 
work,  took  individual  top  place  in  the  In- 
vitational Challenge  Regatta  at  Capitol 
Beach  Lake  in  May.  We  will  stick  to  dry 
land  and  leave  mountain-climbing  and  boat- 
capsizing to  those  like  Dr.  Horn,  in  whom 
the  spirit  of  adventure  still  seethes.  But 
we  admire  the  mountain-climbers  and  the 
week-end  admirals,  and  we  envy  them  for 
the  thrills  that  go  with  sailing  and  racing. 
And  all  that  fun. 

— F.C. 


^ ;4uxclia^ 

Forty-first  Annual  Business  Meeting — 

The  41st  annual  business  meeting  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association  was  called  to  order  by 
the  president,  Mrs.  J.  Whitney  Kelley.  The 
invocation  was  given  by  the  chaplain,  Mrs. 
Alexander  Harvey,  who  also  lead  the  mem- 
bers in  repeating  the  Pledge  of  Allegiance  to 
the  Flag,  and  the  Auxiliary  pledge. 

The  president  welcomed  the  members  and 
guests  to  the  meeting.  She  introduced  the 
Auxiliary  president  of  Iowa,  Mrs.  R.  E. 
Hines,  of  Des  Moines;  the  president-elect  of 
Iowa,  Mrs.  IM.  E.  Olsen  of  Minden;  and  Mrs. 
Wallace  Stacey  of  Independence,  president 
of  the  Missouri  Auxiliary. 

The  six  past  state  presidents  of  the  Aux- 
iliary present  at  the  meeting,  were  asked 
to  stand  and  give  their  names  and  the  years 
they  served. 

The  members-at-large  were  introduced, 
as  were  the  two  district  councilors  present, 
Mrs.  Salter  and  Mrs.  Hoff. 
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Mrs.  Kelley  thanked  Mrs.  Jon  Williams, 
convention  chairman,  and  her  committees  for 
the  splendid  job  they  had  done  in  planning 
for  the  convention.  Mrs.  Williams  reported 
140  reservations  for  the  luncheon  on  Wed- 
nesday. 

The  minutes  of  the  40th  annual  meeting 
were  printed  in  the  June  issue  of  the  Ne- 
braska State  Medical  Journal.  There  being 
no  corrections,  the  minutes  were  approved 
as  printed. 

Mrs.  A.  L.  Smith  took  the  chair  while 
Mrs.  Kelley  gave  her  president’s  report. 
Mrs.  Kelley  said  she  had  traveled  4100  miles 
in  the  state  in  the  past  year.  She  visited 
all  16  auxiliaries,  and  attended  the  A.M.A., 
the  state  presidents’  conference  in  Chicago, 
the  Iowa  State  Auxiliary  meeting,  and  later 
will  attend  the  Wisconsin  State  meeting  and 
the  A.M.A.  in  Chicago.  She  also  attended 
the  organizational  meeting  of  the  Auxiliary 
to  the  7th  Councilor  district  in  Fairbury. 
Report  of  Officers — 

President-elect  Mrs.  Fay  Smith’s  report 
of  the  Fall  Conference  in  Chicago  was  print- 
ed in  the  State  Journal.  She  accompanied 
Mrs.  Kelley  on  all  her  trips  but  three. 

First  Vice  President  Mrs.  A.  L.  Smith 
reported  that  39  counties  were  organized 
into  17  auxiliaries.  There  are  52  medical 
societies,  and  11  counties,  of  the  total  93, 
without  doctors.  The  total  auxiliary  mem- 
bership was  863, 

Second  Vice  President  Mrs.  S.  H.  Perry 
said  that  in  the  past  year  there  were  78 
members-at-large. 

Treasurer  Mrs.  Jack  Kaufman  reported  a 
balance  on  hand.  May  3,  1966,  of  $1,058.32. 
There  being  no  questions,  the  report  was 
placed  on  file,  and  the  amount  entered  in 
the  minutes. 

Finance  Committee  — Mrs.  Offerman  read 
the  proposed  budget  for  1966-1967  and  re- 
ported a balance  of  $138.32  available  for 
donations.  A motion  was  made,  seconded 
and  carried  that  the  budget  be  accepted. 

Auditing  Committee  — Mrs.  Arthur  Of- 
ferman, as  chairman,  stated  that  the  audit- 
ing committee  had  audited  the  books  and 


found  them  correct.  A motion  was  made, 
seconded  and  carried  to  accept  the  auditing 
committee’s  report. 

Corresponding  Secretary  Mrs.  Filkins 
read  a thank-you  note  from  the  family  of 
Dr.  A.  L.  Smith  in  appreciation  of  the 
memorial  sent  in  honor  of  Dr.  Smith. 

Reports  of  Standing  Committees — 

A summary  of  the  reports,  given  in  detail 
at  the  executive  board  meeting  by  the  chair- 
men of  the  standing  committees,  was  given 
by  Mrs.  A.  L.  Smith  and  Mrs.  Vernon  Ward. 
The  reports  were  placed  on  file. 

Reports  of  the  general  committees  were 
given  by  the  following  chairmen ; 

Mrs.  George  Covey  — Blue  Cross  - Blue 
Shield 

Mrs.  H.  L.  Pappenfuss  — Newsletter 

Mrs.  Frank  Tanner  — Publicity  and 
Parliamentarian 

Mrs.  Frank  Cole  — Resolutions  and  Re- 
visions 

Mrs.  Beverly  Mead  — AMA-ERF 

A motion  was  made,  seconded  and  carried 
to  accept  these  reports  and  place  them  on 
file. 

Mrs.  Kelley  announced  that  Mrs.  Wayne 
Waddell  had  been  appointed  National  Re- 
gional Chairman  of  Community  Services  for 
the  North  Central  region,  and  Mrs.  George 
Robertson  is  serving  on  the  National  By- 
laws committee. 

Mrs.  Kelley  thanked  the  officers  and  com- 
mittee chairmen  for  their  help  and  splendid 
cooperation  this  past  year. 

Reports  of  County  Presidents — 

Adams  — Mrs.  George  Welch 
Buffalo  — Mrs.  B.  R.  Bancroft 
Dawson  — Mrs.  William  Lang 
Douglas  — Mrs.  Barney  Rees 
Four-County  — Mrs.  M.  D.  Mathews 
Gage  — Mrs.  Dwight  Moell 
Lancaster  — Mrs.  Jon  Williams 
Lincoln  — Mrs.  Robert  Getty 
Madison-Six  — Mrs.  George  Salter 
Otoe  — Mrs.  W.  C.  Kenner 
Platte  — Mrs.  Jack  Kaufman 
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6th  Councilor  — Mrs.  Roger  Meyer 

7th  Councilor  — Mrs.  Charles  Ashby 

Tri-County  — Mrs.  James  Bridges 

Hall,  Northwest  and  Scottsbluff  were  read 
by  the  secretary.  A motion  was  made,  sec- 
onded and  carried  that  these  reports  be  ac- 
cepted and  placed  on  file. 

Recommendations  from  the  Executive  Board — 

1.  A recommendation  was  made  that  presi- 
dent of  the  State  Medical  Association  be  con- 
tacted and  asked  to  take  over  the  responsi- 
bility of  the  Med-Wives  dinner,  since  the 
speakers  at  the  Medical  Students  dinner 
would  be  of  interest  to  both  the  students 
and  their  wives.  This  would  relieve  the  aux- 
iliary of  financing  the  dinner,  which  costs 
around  $200.00.  A motion  was  made,  sec- 
onded and  carried  to  accept  the  recommen- 
dation. 

2.  Mrs.  Offerman  made  the  recommenda- 
tion that  $5.00  be  given  to  the  Nebraska 
Medical  Foundation  and  $5.00  to  the  AMA- 
ERF  in  memory  of  Dr.  A.  L.  Smith.  Mrs. 
Tanner  moved  the  recommendation  be  ac- 
cepted. Motion  seconded  and  carried. 

3.  A recommendation  was  made  by  Mrs. 
Mead  that  the  AMA-ERF  chairman  be  re- 
imbursed for  all  articles  she  buys  for  resale, 
the  amount  not  to  exceed  $50.00,  and  all 
items  ordered  subject  to  the  approval  of  the 
executive  board.  Mrs.  Rees  moved  the  rec- 
ommendation be  accepted.  Motion  seconded 
and  carried. 

4.  Mrs.  Offerman  made  the  recommenda- 
tion that  $5.00  be  given  to  AMA-ERF  and 
$5.00  to  the  Nebraska  Medical  Foundation 
in  memory  of  our  past  state  president  Mrs. 
P.  0.  Marvel,  who  passed  away  March  21st. 
Mrs.  Bancroft  moved  the  recommendation  be 
accepted.  Motion  seconded  and  carried. 

5.  A recommendation  was  made  by  Mrs. 
Jakeman  that  $100.00  of  the  available  dona- 
tion fund  of  $138.32  be  given  to  AMA-ERF, 
and  $38.32  be  divided  equally  between  the 
Creighton  and  University  of  Nebraska  chap- 
ters of  WASAMA ; each  receiving  $19.16.  A 
motion  was  made,  seconded  and  carried  to 
accept  the  recommendation. 

6.  A recommendation  was  made  to  ac- 


cept Mrs.  Cole’s  resolution.  Mrs.  Mead 
moved  the  recommendation  be  accepted.  Mo- 
tion seconded  and  carried. 

Mrs.  Harvey  conducted  a very  lovely  me- 
morial service  in  memory  of  the  members 
who  passed  away  during  the  past  year. 
Those  honored  were:  Mrs.  Harley  Anderson 
of  Omaha,  Mrs.  Dwight  Frost  of  Omaha, 
Mrs.  W.  C.  Harvey  of  Gering,  and  Mrs.  P. 
0.  Marvel  of  Giltner. 

The  state  AMA-ERF  awards  were  given 
by  the  chairman,  Mrs.  Mead.  Tri-County 
received  an  award  for  the  most  money  do- 
nated per  capita ; Omaha-Douglas  County 
for  the  most  money  contributed,  and  Lan- 
caster County  for  the  largest  number  of  con- 
tributors. 

The  president  announced  that  Nebraska 
was  allowed  3 delegates  and  3 alteimates, 
beside  the  presidential  delegate,  for  the  Na- 
tional convention  in  Chicago,  June  25-30.  A 
motion  was  made,  seconded  and  carried,  to 
thank  Dr.  Frank  Cole  for  the  Auxiliary  page 
in  the  Nebraska  State  Medical  Journal. 

In  the  absence  of  Mrs.  John  Bro^\m  III, 
Mrs.  Jakeman  presented  the  report  of  the 
nominating  committee.  Those  nominated 
were : 

President  — Mrs.  Fay  Smith 
President-elect  — Mrs.  A.  L.  Smith 
1st  Vice  President  — Mrs.  S.  H.  Perry 
2nd  Vice  President  — Mrs.  Barney  Rees 
Treasurer  — Mrs.  Jack  Kaufman 
Recording  Secretary  — Mrs.  Clinton  Millet 
Corresponding  Secretary  — Mrs.  John  Fil- 
kins 

Director  (1  year)  — Mrs.  James  Donelan 
Director  (1  year)  — Mrs.  Loyd  Wagner 
Director  (2  years)  — Mrs.  W.  C.  Kenner, 
Jr. 

Director  (2  years)  — Mrs.  Charles  Mc- 
Grath 

There  being  no  further  nominations  from 
the  floor,  the  nominations  were  declared 
closed.  A motion  was  made,  seconded  and 
carried  that  the  nominating  ballot  become 
the  elective  ballot.  The  chaplain,  Mrs.  Har- 
vey, then  installed  the  new  officers. 
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Mrs.  Kelley  presented  the  Auxiliary  gavel 
to  Mrs.  Fay  Smith  and  gave  her  best  wishes 
for  a successful  year.  Mrs.  Smith  accepted 
the  gavel,  and  called  for  a standing  vote 
of  appreciation  to  Mrs.  Kelley  for  her  leader- 
ship the  past  year. 

There  being  no  further  business,  a motion 
was  made,  seconded  and  carried  to  adjourn. 

Margaret  C.  Farrell, 
Recording  Secretary. 

Annual  Fall  Board  Meeting 
To  Be  Held  September  16th — 

The  annual  fall  board  meeting  of  the  Wom- 
an’s Auxiliary  to  the  Nebraska  State  Medical 
Association  will  be  held  at  the  Hotel  Corn- 
husker  on  September  16th,  1966,  beginning 
at  9 :00  a.m.  A Dutch  Treat  lunch  will  be 
served  at  noon.  During  the  afternoon  we 
will  present  our  “Program  in  Action.”  Two 
new  films  will  be  previewed,  with  a mem- 
ber of  the  State  Health  Department  present 
to  answer  any  questions  which  may  arise. 
These  are  educational  films  concerning  the 
increasing  incidence  of  Venereal  Disease 
among  young  people  of  high  school  age. 

The  immediate  past-president  of  the  Ne- 
braska Auxiliary,  Mrs.  J.  Whitney  (Irene) 
Kelley,  has  been  honored  by  being  appointed 
Regional  Chairman  of  the  Northern  District 
in  the  “Volunteer  Friendly  Visitor  Training” 
program.  Designed  to  bring  “friendship  and 
understanding  to  chronically  ill,  homebound 
patients  of  all  ages,  with  special  emphasis  on 
the  elderly,”  the  program  will  be  presented 
during  the  fall  board  meeting  by  Mrs.  Kelley. 

The  National  Auxiliary  President,  Mrs. 
Asher  Yaguda,  has  expressed  her  wish  that 
each  Auxiliary  choose  its  own  particular 
field  of  endeavor,  tailoring  it  to  serve  in  the 
best  way  the  individual  community  in  solv- 
ing its  health  problems.  “Basically,  we  are 
all  involved  with  the  subjects  of  the  health 
of  children  and  youth  of  school  age  and,  on 
the  opposite  end  of  the  spectrum,  with  the 
incapaciting  illnesses  and  their  effect  on 
the  aged.  We  are  not  forgetting  those  of 
in-between  age.”  (This  quote  from  Mrs. 
Yaguda’s  Program  Plans). 

In  order  to  implement  the  programs  pro- 
posed by  our  national  officers  it  is  important 


that  we  have  communication.  This  means 
we  communicate  freely  with  one  another, 
ever  keeping  the  lines  open  between  our 
organization  and  others  engaged  in  the  same 
endeavors,  offering  and  providing  aid  when- 
ever welcome  and  practical. 

Mrs.  Fay  Smith,  President, 
Woman’s  Auxiliary  to  the 
Nebr.  State  Medical  Assn. 

Our  Medical  Schools 

U.  of  N.— 

Omaha  — Dr.  Irving  Kass  has  joined  the 
faculty  of  the  University  of  Nebraska  Col- 
lege of  Medicine  as  chief  of  the  Pulmonary 
Disease  Section  of  the  Department  of  Medi- 
cine. This  new  teaching  position  at  the  col- 
lege is  supported  by  the  Nebraska  Tubercu- 
losis Association  and  the  National  Tuber- 
culosis Association,  through  Christmas  Seal 
funds.  Nebraska  is  the  sixth  medical  school 
in  the  nation  to  incorporate  the  special  chest 
disease  program  in  its  curriculum  with  the 
cooperation  of  the  National  Tuberculosis  As- 
sociation and  its  state  and  local  chapters. 

U.  of  N.— 

Omaha  — A $94,622  Public  Health  Serv- 
ice grant  will  establish  a new  clinical  can- 
cer training  program  at  the  University  of 
Nebraska  College  of  Medicine.  Dr.  J.  Perry 
Tollman,  professor  of  pathology  and  director 
of  the  program,  said,  “Purpose  of  the  two- 
year  program  is  to  emphasize  and  improve 
the  knowledge  of  diagnostic  techniques  and 
the  management  of  cancer  through  epidemi- 
ology, earlier  cancer  detection  and  treatment. 
Scope  of  the  program  includes  undergradu- 
ate, intern-resident  and  postgraduate  levels 
of  training. 

The  clinical  program  includes: 

Continuing  education  program  for  physi- 
cians on  the  medical  campus; 

Distanct  conference  type  sessions,  by  two- 
way  closed  circuit  television,  between 
Norfolk  and  the  medical  campus  and 
between  the  University’s  dental  college 
and  the  medical  campus; 

Postgraduate  sessions  at  one  or  more  out- 
state  locations; 
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Msiting  professors  on  the  medical  campus 
who  will  present  conferences  and  sem- 
inars on  cancer-related  subjects. 

All  About  Us 

Doctor  David  E.  McKnight  has  announced 
his  association  with  the  Kearney  Clinic  in 
the  practice  of  internal  medicine. 

Doctor  Robert  P.  Heaney,  Omaha,  headed 
the  Gordon  Research  Conference  on  Struc- 
ture of  Bones  and  Teeth  recently  held  at 
IMeridan,  New  Hampshire. 

Doctor  Douglas  Campbell  announced  the 
association  of  Doctor  Ronald  G.  Nelson  in 
the  practice  of  general  medicine  and  surgery 
at  Scottsbluff. 

Doctor  Lewis  IMcCormick  is  now  associat- 
ed with  Doctor  B.  W.  Pyle  of  Gothenburg. 

Doctor  Dale  B.  Riepe,  upon  completion  of 
his  Navy  duty,  will  join  the  Oxford  Clinic, 
and  also  spend  three  half-days  a week  at  the 
Beaver  City  Clinic. 

Doctor  Richard  F.  Brouillette  has  begun 
his  medical  practice  in  York,  associating  with 
Doctor  D.  J.  Loschen,  who  is  currently  sta- 
tioned with  the  Army  in  Ohio. 


Announcements 

Nebraska  Day  in  Denver,  October  21,  1966 — 

Children’s  Hospital,  Denver,  will  sponsor 
Nebraska  Day,  an  all  daj’  postgraduate  pro- 
gram emphasizing  maternal  and  child  health 
on  Friday,  October  21,  1966.  Speakers  from 
both  Nebraska  and  Colorado  will  discuss 
obstetric,  pediatric,  medical,  and  surgical 
topics. 

A package  deal  will  include: 

Registration  for  the  scientific  program. 

Brown  Palace  Hotel  accommodations  for 
two  on  Friday,  October  21st,  and  Satur- 
day, October  22nd. 

Chartered  bus  service  from  the  Brown 
Palace  Hotel  to  Folsom  Stadium  in 
Boulder  and  return  (2  seats)  on  Sat- 
urday, October  22nd. 


Box  lunches  on  the  bus  (2). 

Tickets  to  the  Nebraska-Colorado  foot- 
ball game  for  two. 

Total  cost;  $70.00  (subtract  $10.00  if  you 
already  have  football  tickets  — they  are 
probably  better  seats). 

This  offer  is  limited  to  100  physicians  on 
a first  come  basis,  and  will  expire  on  Septem- 
ber 30,  1966  unless  it  is  fully  subscribed  be- 
fore then. 

Registrations  will  be  accepted  in  the  order 
of  their  postmark. 

Mail  your  check  payable  to  “Nebraska 
Day  Postgraduate  Meeting”  to  Joseph  But- 
terfield, M.D.,  Children’s  Hospital,  19th 
Avenue  at  Downing,  Denver,  Colorado  80218. 
Write  or  call  for  further  information.  Tele- 
phone No. : 244-4377,  Area  Code  303. 

Published  Report  on  AMA-ANA  Conference 
Now  Available — 

Chicago  — A report  of  the  second  national 
conference  of  physicians  and  professional 
nurses  held  Sept.  30  - Oct.  2,  1965,  in  Denver, 
Colo.,  is  now  available  for  distribution. 

Entitled  “Nurse  - Physician  Collaboration 
Toward  Improved  Patient  Care,”  the  pro- 
ceedings include  copies  of  speeches  and  panel- 
ists remarks  which  summarized  the  reports 
of  ten  discussion  groups. 

Sponsored  by  the  AMA  and  the  ANA  the 
second  conference  went  beyond  the  explora- 
tory phase  of  the  initial  conference  held  in 
1964  which  established  a foundation  for  pro- 
fessional collaboration  on  patient  care. 

Participants  at  the  Denver  meeting  studied 
and  discussed  the  responsibilities  of  physi- 
cians and  nurses  for  patients  and  examples 
of  collaborative  relationships  between  physi- 
cians and  nurses  and  new  approaches  to  more 
effective  relationships. 

The  report  of  the  second  conference  in- 
cludes I’emarks  by  Donovan  F.  Ward,  M.D., 
immediate  past  president,  American  Medical 
Association;  Jo  Eleanor  Elliott,  R.N.,  M.A., 
Director  of  Nursing  Programs,  Western 
Interstate  Commission  for  Higher  Educa- 
tion and  president,  American  Nurses’  Asso- 
ciation ; Rozella  Schlotfeldt,  R.N.,  Ph.D., 
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dean  of  the  school  of  nursing,  Western  Re- 
serve University,  Cleveland,  Ohio;  George 
T.  Harrell,  Jr.,  M.D.,  dean  of  the  college  of 
medicine,  Pennsylvania  State  University, 
Hershey,  Pennsylvania;  Ramona  Davidson, 
R.N.,  coordinator  of  in-service  education, 
J.  Hillis  Miller  Health  Center,  University 
of  Florida,  Gainesville;  Donald  T.  Quick, 
M.D.,  clinical  fellow  in  neurology.  Univer- 
sity of  Florida  Teaching  Hospital,  Gaines- 
ville. 

Also  Hans  0.  Mauksch,  Ph.D.,  dean  of 
the  college  of  liberal  arts,  Illinois  Institute 
of  Technology,  Chicago;  Geraldine  L.  Ellis, 
R.N.,  assistant  chief  of  the  nursing  depart- 
ment, National  Institutes  of  Health,  Bethes- 
da,  Maryland ; Mary  S.  Tschudin,  R.N.,  dean 
of  the  school  of  nursing,  University  of  Wash- 
ington, Seattle;  Donald  J.  Caseley,  M.D., 
medical  director  at  the  University  of  Illinois 
Research  and  Educational  Hospitals,  Chi- 
cago; George  G.  Reader,  M.D.,  professor  of 
medicine  at  the  New  York  Hospital  Cornell 
Medical  Center,  New  York;  Vernon  E.  Wil- 
son, M.D.,  dean  and  director  of  the  school 
of  medicine.  University  of  Missouri,  Colum- 
bia. 

The  conference  report  can  be  obtained 
by  writing  to:  Department  of  Nursing, 

American  Medical  Association,  535  North 
Dearborn,  Chicago,  Illinois  60610.  Copies 
are  $1.50  each.  Proceedings  of  the  first 
national  conference  for  professional  nurses 
and  physicians  are  also  available  at  $1.50 
per  copy. 

National  Congress  on  Medical  Quackery — 

Chicago  — The  Third  National  Congress 
on  Medical  Quackery  will  be  held  October  7- 
8 in  Chicago  (Pick-Congress  Hotel).  The 
Congress  will  be  sponsored  by  the  Ameri- 
can Medical  Association  and  the  National 
Health  Council.  The  Congress  will  bring  to- 
gether again  major  American  groups  con- 
cerned with  efforts  to  safeguard  the  public 
against  useless  cures,  mechanical  gadgets, 
food  fads  and  other  quack  devices  and  worth- 
less treatment.  The  First  National  Congress 
on  Medical  Quackery  was  held  in  1961  and 
the  Second  Congress  was  held  in  1963. 

The  first  two  national  congresses  gener- 
ated widespread  interest  in  the  need  for 


education  of  the  public  against  quackery, 
the  AMA  said.  This  interest  has  been  trans- 
lated into  action  at  a state  and  community 
level.  Quackery  conferences  have  been  held 
in  many  states  and  more  are  planned.  The 
quacks,  put  down  in  one  area,  keep  show- 
ing up  somewhere  else  with  a new  gadget 
or  product,  and  there  can  be  no  letup  in  the 
campaign  against  them,  the  AMA  declared. 
The  Third  National  Congress  will  once  again 
focus  the  full  light  of  publicity  and  public 
opinion  on  quackery,  which  needlessly  costs 
the  American  people  an  estimated  billion 
dollars  a year. 

The  final  session  on  Oct.  8 will  be  de- 
voted to  chiropractic.  Speakers  will  include 
Joseph  A.  Sabatier,  Jr.,  M.D.  of  the  AMA’s 
Committee  on  Quackery,  with  a slide  film 
documentary;  Eugene  Robillard,  M.D.,  as- 
sociate dean  of  the  Faculty  of  Medicine  of 
the  University  of  Montreal,  “A  Survey  of 
Chiropractic,”  and  H.  Thomas  Ballantine, 
Jr.,  M.D.,  of  Massachusetts  General  Hos- 
pital and  Harvard  Medical  School,  “Medicine 
and  Chiropractic.”  ^ 

Others  on  the  program  will  include  John 
G.  Thomsen,  M.D.,  chairman  of  the  AMA 
Committee  on  Quackery;  the  Rev.  Dr.  Paul 
B.  McCleave,  director  of  the  AMA  Depart- 
ment of  Medicine  and  Religion;  John  W. 
Knutson,  D.D.S.,  president  of  the  National 
Health  Council ; Charles  L.  Hudson,  M.D., 
AMA  president;  Gerald  Dorman,  M.D.,  a 
trustee  of  AMA  and  a director  of  the  Na- 
tional Health  Council;  and  Frederick  R. 
Scroggin,  M.D.;  Joseph  P.  O’Connor,  M.D., 
and  Henry  I.  Fineberg,  M.D.,  members  of 
the  AMA  Committee  on  Quackery. 


Know  Your 
Blue  Shield  Plan 


Let’s  Re-evaluate — 

Medicare,  and  its  attendant  problems,  has 
obscured  and  confused  many  issues,  but  none 
so  completely  as  the  need  for  Nebraska  physi- 
cians and  Nebraska  Blue  Shield  to  work  to- 
gether cooperatively  and  effectively  to  pro- 
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vide  for  the  medical  needs  of  the  non-Medi- 
care  patient.  Plans  such  as  Medicare  will 
be  expanded,  unless  the  voluntary  health 
community  is  able  to  make  coordinated,  com- 
prehensive health  care  available  to  all.  Vol- 
untary programs  must  be  strengthened  so 
that  they  will  not  only  provide  the  care  that 
is  needed  for  nearly  all  categories  of  pa- 
tients, but  will  do  so  better  and  at  less  ex- 
pense. Fortunately,  Nebraska  Blue  Shield, 
as  a creature  of  the  Nebraska  State  Medical 
Association  is  ready,  willing,  and  able  to 
meet  this  need. 

A coordinated  program  can  be  accom- 
plished because  Blue  Shield  is  the  one  pre- 
payment mechanism  in  which  the  practicing 
physician  has  a strong  voice.  While  this 
is  an  enviable  situation,  it  carries  with  it 
grave  responsibilities  and  requires  that  each 
physician,  after  serious  study  of  Blue 
Shield’s  philosophy,  concepts,  and  problems, 
exercise  his  right  as  a Nebraska  physician: 
that  of  transmitting  his  views  and  sugges- 
tions to  the  Blue  Shield  Board  through  the 
board  members  from  his  area  of  the  state. 
Unless  a physician  is  willing  to  accept  this 
obligation,  he  is  in  effect  saying : “Let  some- 
one else  solve  this  problem.”  Guess  who  that 
someone  else  will  be. 

Blue  Shield  and  Nebraska  physicians  can 
offer  comprehensive  health  care,  because 
Blue  Shield,  since  its  inception,  has  stressed 
comprehensive  coverage  and  has  refused  to 
sacrifice  quality  in  order  to  compete  on  a 
price  basis.  Each  time  a patient  with  in- 
ferior coverage  has  occasion  to  use  it,  they 
say:  “I  had  insurance  and  still  had  to  pay 
part  of  the  bill.  I need  help  in  paying 
for  medical  care.”  Guess  who  will  give  that 
patient  the  help  he  wants. 

Nebraska  physicians  and  Blue  Shield  can 
provide  this  coordinated,  comprehensive 
health  care  better  and  at  less  cost  than  any- 
one else,  because  Blue  Shield  is  the  non- 
profit approach  to  prepayment,  just  as  are 
most  of  the  hospitals  you  practice  in.  Blue 
Cross  - Blue  Shield  returns  to  its  members 
approximately  93  per  cent  of  each  income 
dollar  in  the  form  of  benefits.  If  you  re- 
duce this  percentage  by  providing  for  profit 
to  investors,  you  simply  require  that  the 


patient  pay  more  or  receive  fewer  benefits, 
or  both.  Again  the  patient  says:  “I  had 
insurance  but  still  had  to  pay.  Won’t  some- 
one help  me?”  You  bet  someone  will!  The 
Government. 

Today,  as  never  before,  the  Blue  Shield- 
physician  partnership  should  join  forces  to 
meet  the  challenge  before  us,  that  of  pro- 
viding coordinated,  comprehensive  care  for 
your  patients  at  less  cost  and  of  a better 
quality  than  any  government  program  pos- 
sible. This  will  require  the  active  efforts 
and  support,  and  serious  study,  of  eveiy 
physician  in  Nebraska. 

THE  MONTH  IN  WASHINGTON 

1.  Vaccination — 

The  Public  Health  Service  Advisory  Com- 
mittee on  Immunization  has  concluded  that 
routine  typhoid  fever  vaccination  is  not  need- 
ed any  longer  in  the  United  States.  Surgeon 
General  William  H.  Stewart  accepted  the 
findings  of  the  committee  and  stated  as  PHS 
policy  that  immunization  against  the  dis- 
ease is  not  recommended  on  a routine  basis. 
The  committee  reported  that  the  incidence 
of  typhoid  in  this  country  had  declined 
steadily  for  many  years  and  now  is  less 
than  500  cases  a year.  A continuance  of 
the  downward  trend  was  predicted. 

“Cases  are  sporadic  and  are  primarily  re- 
lated to  contact  with  carriers  rather  than 
to  common  source  exposure,”  the  commit- 
tee said.  “Recognizing  this  epidemiologic 
pattern  of  typhoid  fever,  redefinition  of  the 
role  and  use  of  typhoid  vaccine  is  indicat- 
ed.” The  committee  further  stated  that 
“although  typhoid  vaccine  has  been  suggest- 
ed for  individuals  attending  summer  camps 
and  those  in  areas  where  flooding  has  oc- 
curred, there  are  no  data  to  support  the 
continuation  of  these  practices.” 

However,  select  immunization  was  recom- 
mended in  the  following  situations : 

Intimate  exposure  to  a known  typhoid 
carrier  as  would  occur  with  continued 
household  contact. 

Community  or  institutional  outbreaks 
of  typhoid  fever. 
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Foreign  travel  to  areas  where  typhoid 
fever  is  endemic. 

In  a separate  report,  the  advisory  com- 
mittee predicted  relatively  little  influenza 
during  the  1966-1967  season,  but  recom- 
mended vaccination  after  Sept.  1 for  certain 
high-risk  groups,  such  as  the  chronically  ill 
and  older  persons.  The  committee  pointed 
out,  however,  that  it  is  reasonable  to  expect 
that  limited  outbreaks  of  Type  A.  influenza 
will  occur  in  parts  of  the  United  States  not 
experiencing  Type  A disease  in  1964-1965  or 

1965- 1966.  Similarly,  the  possibility  of 
some  Type  B influenza  is  recognized,  par- 
ticularly in  the  southwest. 

“Vaccination  when  called  for  should  begin 
as  soon  as  practicable  after  September  1, 
and  ideally  should  be  completed  by  mid-De- 
cember,” the  committee  said.  “It  is  im- 
portant that  immunization  be  carried  out 
before  influenza  occurs  in  the  immediate 
area,  since  there  is  a two  week  interval  be- 
fore development  of  antibodies.” 

Because  variations  in  influenza  viruses 
during  the  1965-1966  season  were  not  of 
major  significance,  the  composition  of  the 

1966- 1967  vaccine  is  unchanged  from  that 
prepared  for  1965-1966. 

2.  Pesticides — 

A Senate  Government  Operations  Sub- 
committee said  that  more  information  is 
needed  in  the  field,  but  that  scientific  in- 
formation now  available  does  not  indicate 
human  health  hazards  of  sufficient  signi- 
ficance to  warrant  drastic  curbs  on  the 
use  of  pesticides.  However,  the  subcom- 
mittee reported  that  “the  magnitude  of  the 
future  risk  is  uncertain  in  many  important 
areas.” 

“Knowledge  regarding  the  risk  of  chemical 
pesticides  . . . will  have  to  be  broadened  and 
refined  considerably  in  order  to  provide 
clear-cut  answers  to  questions  that  will  be 
forced  by  the  increasing  need  for  pest  con- 
trol in  the  future,”  said  a subcommittee  re- 
port based  on  a two  year  study. 

“While  some  of  the  more  gloomy  proph- 
ecies that  had  been  raised  could  not  be  sup- 
ported by  hard  scientific  fact,  it  is  also  true 


that  science  could  not  and  still  cannot  prove 
that  some  of  these  prophecies  are  untenable.” 

To  combat  the  human  health  dangers,  the 
report  recommended  that  the  Department  of 
Health,  Education  and  Welfare  accelerate 
an  environmental  health  program ; increased 
research  in  human  pharmacology;  develop- 
ment of  safer  chemical  pesticides  which  are 
safer  for  human  beings;  greater  emphasis 
on  development  of  nonchemical  pestcontrol 
methods;  training  of  agricultural  workers 
in  good  hygiene  practices  in  using  pesticides ; 
and  general  educational  programs  on  health 
in  the  chemical  age. 

3.  Dietary  Fat  and  Health — 

The  Food  and  Nutrition  Board  of  the  Na- 
tional Academy  of  Sciences  believes  that  it 
may  be  well  for  many  Americans  to  reduce 
moderately  the  amount  of  fats  they  eat,  and 
to  substitute  some  polyunsaturated  for  sat- 
urated fats.  However,  the  board  concluded 
in  a lengthy  report,  “Dietary  Fat  and  Hu- 
man Health,”  that  present  evidence  on  the 
connection  between  dietary  fat  and  cardio- 
vascular diseases  is  insufficient  to  warrant 
recommendations  for  radical  dietary  changes. 

The  board’s  study  was  directed  to  the 
problem  of  how  much  and  what  kind  of  fat 
is  compatible  with  human  health.  The  re- 
port emphasized  that  changes  in  consump- 
tion of  fat  should  be  made  on  an  individual 
basis,  with  consideration  given  to  the  conse- 
quent changes  in  caloric  and  nutrient  intake. 
“Until  we  learn  more  about  which  fats  are 
desirable  nutritionally,  the  Board  recom- 
mends that  the  American  consumer  should 
partake  of  the  foods  that  make  up  a varied, 
adequate,  and  not  overly  rich  diet,  and  main- 
tain a normal  body  weight  by  judicious  con- 
trol of  caloric  intake  and  by  daily  exercise,” 
the  report  said. 

“A  large  amount  of  information  has  ac- 
cumulated relating  dietary  fats  to  the  eti- 
ology of  human  atherosclerosis  and  its  com- 
plications, particularly  coronary  artery  dis- 
ease. As  yet,  the  causes  and  course  of  de- 
velopment of  atheroma  and  its  relation  to 
coronary  heart  disease  in  man  are  imperfect- 
ly known.  Disorders  of  fat  transport  or 
metabolism  or  both  certainly  participate,  but 
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are  not  the  only  factors.  Heredity  is  in- 
volved in  individual  susceptibility.  Dis- 
orders of  blood  flow  and  blood  clotting  are 
implicated  in  atheroma  formation  in  addi- 
tion to  contributing  to  the  fatal  complica- 
tions of  the  disease. 

“Evidence  to  support  the  concept  that  in- 
creased plasma  concentrations  of  cholesterol 
are  atherogenic  is  considerable  but  not  con- 
clusive . . . Many,  but  not  all,  population 
studies  indicate  that  diets  high  in  fat, 
among  other  nutrients,  are  correlated  with 
higher  concentrations  of  plasma  cholesterol 
and  with  increased  prevalence  of  cardio- 
vascular disease.  However,  proof  of  a 
causal  relationship  is  lacking.  In  the  ma- 
jority of  the  adult  population,  the  concen- 
tration of  plasma  cholesterol  can  usually  be 
reduced  by  increase  in  the  quantity  of  poly- 
unsaturated fat  in  the  diet  at  the  expense 
of  saturated  fat.  That  this  degree  of  re- 
duction in  plasma  cholesterol  is  beneficial 
is  still  uncertain  . . . 

“.  . . in  spite  of  the  large  amount  of  in- 
formation accumulated  in  recent  years 
about  atherosclerosis  and  its  pathogenesis, 
many  gaps  in  knowledge  remain.  Results 
of  recent  studies,  while  valuable  and  thought 
provoking,  do  not  provide  sufficient  data 
for  firm  recommendations  for  radical  dietary 
changes.” 

4.  iMedicare — 

The  Social  Security  Administration  said 
that  the  460,000  medicare  patients  in  hos- 
pitals during  the  first  month  of  the  pro- 
gram’s operation  did  not  result  in  any  over- 
crowding. There  were  a few  isolated  in- 
stances of  overcrowding,  mostly  in  rural 
areas,  but  they  had  already  existed  before 
medicare  started  July  1,  the  SSA  said.  The 
elderly  patients  occupied  from  30  to  35  per 
cent  of  the  beds  in  general  hospitals,  in 
comparison  to  about  25  per  cent  before 
medicare.  Federal  officials  had  estimated  a 
5 per  cent  increase. 

Inquiries  from  intermediaries  to  SSA 
headquarters  as  to  eligibility  for  Plan  B 
medical  benefits  totalled  8700  through  July 
22.  A few  spot  checks  showed  assignments 
leading  over  direct  billings  by  a small  mar- 


gin. But  assignments  normally  would  be 
filled  sooner  than  direct  billings. 

There  still  were  about  200  hospitals  in 
the  south  that  had  not  been  qualified  as  to 
civil  rights  requirements  on  racial  integra- 
tion. This  situation  left  132  counties  that 
have  hospitals  with  none  qualified  at  the 
end  of  the  month.  By  states,  the  counties 
were:  Mississippi  31,  Georgia  23,  Louisiana 
(parishes)  19,  Texas  12,  Virginia  11,  South 
Carolina  9,  Alabama  8,  Arkansas  6,  Ken- 
tucky 6,  North  Carolina  3,  Tennessee  2, 
Florida  2,  and  West  Virginia  1. 

The  Military  Dependents' 
Medical  Care 

Coverage  for  Outpatient  Care — 

Although  Medicare  provides  primarily  for 
professional  services  during  hospitalization 
and  does  not  permit  medical  care  normally 
considered  to  be  outpatient  care  at  govern- 
ment expense,  certain  limited  benefits  are 
authorized  as  indicated. 

1.  Payment  is  authorized  in  an  amount 
not  to  exceed  $75  at  government  ex- 
pense for  necessary  diagnostic  tests 
performed  or  authorized  by  the  attend- 
ing physician  before  being  hospitalized 
for  the  same  injury  or  surgery  per- 
formed while  the  patient  is  hospital- 
ized. 

2.  Payment  not  to  exceed  $50  for  neces- 
sary tests  for  proper  after  care  of 
the  same  injury  or  surgery  performed 
while  patient  is  hospitalized. 

3.  The  authorized  payment  for  the  treat- 
ment of  a bodily  injury  when  a patient 
is  hospitalized. 

4.  The  authorized  payments  for  the  treat- 
ment of  a bodily  injury  when  a patient 
is  not  hospitalized,  including  any  di- 
agnostic and  therapeutic  tests  and 
procedures  authorized  by  the  attend- 
ing physician,  are  limited  to  the 
treatment  of  fractures,  dislocations, 
lacerations  and  other  wounds.  The 
patient  or  the  sponsor  is,  however,  re- 
quired to  pay  the  first  $15  of  the 
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physician’s  charge  for  allowed  serv- 
ices. 

Those  instances  during  the  period  of  hos- 
pitalization when  treatment  by  the  use  of 
X ray,  radium,  or  radio-isotopes  is  pre- 
scribed, may  be  carried  out  on  an  outpatient 
basis.  The  allowance  payable  to  a physician 
or  surgeon  for  treatment  in  a hospital  for 
an  approved  surgical  procedure  or  a bodily 
injury  shall  include  pre-hospitalization  care 
and  normal  after  care. 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
September  17  — Sidney,  Elks  Club 
October  1 — Cozad,  Elks  Club 
October  15  — McCook,  St.  Catherine’s 
Hospital 

October  29  — Hastings,  Elks  Club 

FLYING  DOCTORS  — The  12th  annual 
meeting  of  the  Flying  Physicians  Associa- 
tion will  be  held  at  the  Dunes  Hotel,  Las 
Vegas,  September  11-16,  1966.  The  ad- 
dress of  the  F.P.A.  is  332  South  Michigan 
Avenue  Chicago,  Illinois  60604;  Dwaine 
J.  Peetz,  M.D.,  Neligh,  heads  the  associa- 
tion’s Nebraska  chapter. 

TENTH  WORLD  CONGRESS  OF  THE  IN- 
TERNATIONAL SOCIETY  FOR  RE- 
HABILITATION OF  THE  DISABLED 
— September  11-17,  1966,  Rhein-Main- 

Hall,  Wiesbaden,  Germany. 

NEBRASKA  CHAPTER  OF  THE  AMERI- 
CAN ACADEMY  OF  GENERAL  PRAC- 
TICE — Scientific  Meeting;  September  15 
and  16,  1966,  Hotel  Comhusker,  Lincoln, 
Nebraska. 

SECOND  ANNUAL  STATE  AND  COUN- 
TY MEDICAL  SOCIETY  OFFICERS 
CONFERENCE  — September  28  and  29, 
1966,  Country  Club,  Kearney,  Nebraska. 

AMERICAN  MEDICAL  WRITERS’  ASSO- 
CIATION ANNUAL  MEETING  — At  the 
Waldorf  Astoria,  New  York  City,  Septem- 
ber 29  through  October  2,  1966.  Pro- 
grams will  soon  be  available  from  the  na- 


tional office  of  A.M.W.A.  at  2000  P Street, 
N.W.,  Washington,  D.C.  20036. 

OTOLARYNGOLOGIC  ASSEMBLY  — The 
Annual  Otolaryngologic  Assembly  of  1966 
will  be  held  October  1 through  7,  1966, 
in  the  new  Illinois  Eye  and  Ear  Infirmary 
at  the  Medical  Center,  Chicago.  Write  to: 
Department  of  Otolaryngology,  P.O.  Box 
6998,  Chicago,  Illinois  60680. 

ENDOCRINE  SOCIETY  — October  3rd 
through  7th,  1966;  Eighteenth  Postgradu- 
ate Assembly  of  the  Endocrine  Society,  in 
Oklahoma  City,  Oklahoma ; co-sponsored 
by  the  University  of  Oklahoma  Medical 
Center  at  the  Skirvin  Hotel.  Registration 
fee:  $100;  write  to  Dr.  Henry  H.  Turner, 
1200  North  Walker,  Oklahoma  City. 

Future  Meetings  of  the  American 

College  of  Surgeons — 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 

Secretary,  American  College  of  Surgeons,  55 

East  Erie  Street,  Chicago,  Illinois  60611. 

INTERNATIONAL  CANCER  CONGRESS 
— The  IX  International  Cancer  Congress 
will  be  held  in  Tokyo,  Japan,  from  October 
23-29,  1966.  Write  to  Hirsch  Marks,  MD, 
435  East  57th  St.,  New  York  22,  N.Y. 

OMAHA  MIDWEST  CLINICAL  SOCIETY 
— 34th  Annual  Postgraduate  Assembly, 
October  31,  November  1,  2,  and  3 in 
Omaha’s  Civic  Auditorium. 

COURSE  IN  MEDICAL  AND  SCIENCE 
WRITING  — Two  and  a half  days  of  lec- 
tures and  workshops  in  medical  and  basic 
science  writing  will  be  held  November  11- 
13,  1966,  at  Asilomar,  Pacific  Grove,  Cali- 
fornia, under  the  sponsorship  of  the  North- 
ern California  chapter  of  the  American 
Medical  Writers  Association.  The  second 
in  a proposed  series  of  intensive  courses 
with  limited  enrollment,  the  meeting  will 
feature  three  speakers  who  are  expert 
in  this  specialized  field  of  communication, 
and  each  lecture  will  be  followed  by  small- 
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a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 

2>W53MK-2 

385-A 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital.  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerated  I 

and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions.  | 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and  has  no  adverse  effects  on  the  kidneys. 

• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


Nebraska  S.  M.  I. 
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Dialog 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication;  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'h  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 


CIBA 


arrest  diarrhea 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


LOMOTIL 


Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 


Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with; 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are; 


Children: 

Age 

Total  Daily  Lomotil  Liquid  Dosage 

Lomotil  (Each  teaspoonful  (4  cc.]  contains 

Dosage  2 mg.  of  diphenoxylate  HCI) 

3-6  months 

. Z Vz  tsp.  3 times  daily 

6-12  months 

. Va  tsp.  4 times  daily 

1-2  years . . 

. 5 5timesdaily 

2-5  years . . 

. 6 1 tsp.  3 times  daily 

5-8  years . . 

. 8 1 tsp.  4 times  daily 

8-12  years  . 

10  vng. \ tsp.  5 times  daily 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 


Everyone  says  she’s  a barrel  of  fun 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

DEXTRO-AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications;  Dextro-amphetamlne  sulfate:  in 
hyperexcifability  and  in  agitated  prepsychotic 
stotes.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  hove 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-omphetomine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolanged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
ond  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anarexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  otoxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drawsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  ar  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobomate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mol  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-omphetomine  sulfate;  Insomnia,  excitobility, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentolly  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  onorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate;  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  con  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  moculopapulor  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenio.  A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  onaphyloxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respirotary  collapse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyonamid  Company, 
Pearl  River,  New  York 
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group  clinical  discussions  of  published  or 
unpublished  papers  offered  for  criticism 
by  enrollees.  The  fee  for  registration, 
which  includes  tuition,  meals  and  deluxe 
rooms  at  Asilomar  for  two  nights,  is  $63 
each  for  two  persons  in  a room,  $61  each 
for  three  in  a room.  For  registration  or 
further  information,  write  to  Harley  Mes- 
singer,  M.D.,  3029  Benvenue  Avenue, 

Berkeley,  California  94075. 

EIGHTH  NATIONAL  CONFERENCE  ON 
THE  MEDICAL  ASPECTS  OF  SPORTS 
— Las  Vegas,  Nevada,  November  27, 
1966,  in  conjunction  with  the  Annual  Clin- 
ical Convention  of  the  AMA,  November 
27-30,  1966. 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
the  following  Postgraduate  Education 
Courses  during  1965  and  1966: 

— December,  1966:  17th  Hahneman  Sym- 
posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 

THE  REGIONAL  MEETING  OF  THE 
AMERICAN  COLLEGE  OF  PHYSICIANS 
— Will  be  held  at  the  Blackstone  Hotel  on 
Saturday  afteraoon,  February  25,  1967. 


News  and  Views 

Blue  Shield  Membership,  Benefits 
Continue  Climb — 

Memberships  and  benefits  of  the  84  Blue 
Shield  Plans  in  the  United  States,  Puerto 
Rico,  and  Canada  continued  to  climb  during 
the  first  three  months  of  1966,  the  National 
Association  of  Blue  Shield  Plans  announced 
recently.  Membership  increased  543,170 
during  the  first  three  months  of  1966  to  a 
record  58,453,324,  up  over  two  million  from 
a year  ago.  Benefits  paid  out  amounted  to 
$363,866,053,  an  increase  of  almost  $29 
million  over  last  year’s  first  quarter. 

In  the  first  quarter  of  1966,  92.8  per  cent 
of  premium  income  was  returned  to  subscrib- 
ers in  benefits,  up  .8  per  cent  over  the  first 


quarter  of  1965.  Included  in  the  total  en- 
rollment figure  is  the  membership  of  Medical 
Indemnity  of  America,  Inc.,  a stock  company 
wholly  owned  by  the  National  Association  of 
Blue  Shield  Plans. 

SOCIETY  OFFICERS  MEET 
(Continued  from  page  358) 

held  in  1964,  a 1965  meeting  could  not  be 
scheduled  because  of  the  special  session  of 
the  AMA.  It  will  include  a report  on  Medi- 
care by  representatives  of  Mutual  of  Oma- 
ha, Blue  Cross,  Blue  Shield,  and  the  state 
welfare  department.  Dr.  Raines  will  speak 
on  Medpac;  there  will  be  reports  from  of- 
ficers of  the  Nebraska  State  Medical  Asso- 
ciation, and  we  may  even  be  addressed  by 
one  of  our  U.S.  senators. 

The  meeting  is  open  to  all  interested  physi- 
cians. The  purpose  of  the  meeting  is  to 
acquaint  all  of  us,  officers  and  others,  with 
what  is  going  on  in  organized  medicine  and 
with  the  operation  of  the  Nebraska  State 
Medical  Association:  its  goal  is  the  dissem- 
ination of  information ; there  should  be  clari- 
fication of  Medicare  problems. 

Besides  the  reports  and  discussions,  there 
will  be  many  question  and  answer  periods. 

— F.C. 


Mammary  Carcinoma  in  Man  — N.  H.  Moss 

(Albert  Einstein  Medical  Center,  Philadel- 
phia). Radiologia  16:113-120  (June)  1966. 

Studies  of  507  cases  of  mammary  carci- 
noma in  men  revealed  that  this  cancer  ap- 
pears later  in  life  than  does  mammary  car- 
cinoma in  women.  Unfortunately,  malig- 
nancy of  mammary  carcinoma  is  diagnosed 
in  60%  of  the  cases  when  the  tumor  has 
spread.  The  five-year  survival  rate  for  all 
selected  cases  is  lower  for  men  as  compared 
to  women  by  approximately  41%.  This  dif- 
ference in  survival  between  men  and  women 
cannot  be  attributed  to  the  course  or  type 
of  therapy,  and  consequently  the  influence 
of  endocrine  factors  or  other  biological  fac- 
tors should  be  determined  to  explain  this 
difference.  Radical  mastectomy  is  more  sat- 
isfactory in  the  five-year  survival  rate. 
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Books 


The  Pediatrician’s  Ophthalmology,  edited  by  Sum- 
ner D.  Liebman,  MD  and  Sydney  S.  Gellis,  MD. 
Published  June  10,  1966  by  The  C.  V.  Mosby 
Company  of  St.  Louis,  Missouri.  352  pages  (7" 
by  10")  with  120  illustrations  plus  7 color  plates. 
Price  $19.50. 

Written  by  25  different  authorities,  this  book  has 
been  edited  by  Doctor  Liebman,  Instnictor  in  Oph- 
thalmology at  Harvard  Medical  School,  and  Doctor 
Gellis,  Professor  and  Chaimian  of  the  Department 
of  Pediatrics  at  Tufts  University  School  of  Medicine. 
Chapter  headings  include  the  following: 

a.  Anatomy  of  the  eye 

b.  Growth  of  the  eye  and  development  of  vision 

c.  Methods  of  examination 

d.  Refraction 

e.  Strabismus 

f.  External  diseases  of  the  eye 

g.  Internal  diseases  of  the  eye 

h.  Ocular  manifestations  of  pediatric  systemic 
diseases 

i.  Neuro-ophthalmology  in  children 

j.  Developmental  and  acquired  cataracts  of  in- 
fancy and  childhood 

k.  Glaucoma  in  infancy  and  childhood 

l.  Diseases  of  the  orbit 

m.  Neoplasms 

n.  Trauma 

o.  Specific  disability  for  reading  (reading  dys- 
phoitesis) 

p.  Social  and  emotional  aspects  of  ophthalmic 
problems 

q.  Genetic  applications  to  pediatric  ophthalmol- 
ogy 

Chemistry  and  Therapy  of  Peptic  Ulcer  by  David 
C.  H.  Sun,  MD.  Published  December  16,  1965 
by  Charles  C.  Thomas  of  Springfield,  Illinois. 
238  pages  (bVz”  by  9")  with  19  illustrations  and 
6 tables.  Price  $8.50. 

The  author  of  this  book  is  Director  of  the  Gastro- 
intestinal Research  Laboratory  at  the  Veterans  Ad- 
ministration Hospital  in  Phoenix,  Arizona.  Chap- 
ter headings  and  contents  include  the  following: 

a.  Applied  anatomy  of  the  stomach  (including  a 
discussion  of  the  ultrastructure  of  the  glan- 
dular cells) 

b.  Chemistry  of  gastric  secretion 

c.  Mechanism  of  gastric  secretion 

d.  Inhibition  of  gastric  secretion 

e.  The  pathogenesis  of  peptic  ulcer 

f.  Analysis  of  gastric  function  — method,  nomen- 
clature and  clinical  evaluation 


g.  Physiologic  approach  to  medical  treatment  of 
uncomplicated  peptic  ulcer. 

This  volume  deals  with  current  knowledge  of  the 
biochemistry  of  gastric  secretion.  The  chapter  on 
the  pathogenesis  of  peptic  ulcer  bridges  the  knowl- 
edge concerning  the  normal  functioning  of  the  gas- 
tiic  glands  with  that  of  the  pathophysiology  of  pep- 
tic ulcer  in  man  and  laboratory  animals.  Pharma- 
cological evaluation  of  the  effectiveness  of  anti- 
secretory  durgs  is  discussed. 


Operable  Heart  Disease  by  Howard  D.  Sirak,  MD. 
Published  June  17,  1966  by  The  C.  V.  Mosby  Com- 
pany of  St.  Louis,  Missouri.  130  pages  (7"  by 
10")  with  36  illustrations.  Price  $12.50. 

The  author  is  Associate  Professor  of  Surgery  and 
Head  of  the  Cardiovascular  Service  of  the  Ohio 
State  University  Hospitals  at  Columbus,  Ohio.  His 
book  is  primarily  directed  to  students,  interns,  and 
residents,  but  it  should  prove  valuable  to  all  those 
practicing  physicians  who  are  interested  in  diseases 
of  the  heart.  Doctor  Sirak  correlates  the  anatomy 
and  the  pathophysiology  of  the  different  lesions 
with  the  clinical  findings,  the  electrocardiograms, 
and  the  chest  roentgenograms.  In  most  instances, 
this  data,  properly  interpreted,  will  enable  the 
physician  to  identify  the  area  of  the  heart  involved 
and  to  estimate  the  severity  of  the  lesion.  All  of 
the  common  entities  are  thoroughly  and  individual- 
ly discussed.  A section  of  the  book  is  devoted  to 
chapters  dealing  with  an  explanation  of  special 
terms,  basic  interpretation  of  chest  films,  and  the 
use  of  special  diagnostic  procedures. 


Resuscitation  of  the  Newborn  Infant  and  Related 
Emergency  Procedures  — (Principles  and  Prac- 
tice), 2nd  edition,  edited  by  Harold  Abramson, 
MD.  Published  June  7,  1966  by  The  C.  V.  Mosby 
Company  of  St.  Louis,  Missouri.  411  pages  (7" 
by  10")  with  86  illustrations  and  13  tables.  Price 
$16.50. 

The  authors  are  26  recognized  authorities,  all 
of  whom  are  active  or  consultant  members  of  the 
Special  Committee  on  Infant  Mortality  of  the  Medi- 
cal Society  of  the  County  of  New  York.  The 
editor  is  Professor  of  Pediatrics  at  the  New  York 
Medical  College  and  Director  of  the  Maternal  and 
Child  Health  Program  of  the  New  York  Medical 
College  — Metropolitan  Medical  Center  of  New' 
York  City. 

Six  years  have  elapsed  since  publication  of  the 
first  edition  of  this  book.  These  intervening  years 
have  witnessed  a remarkable  surge  of  interest  in 
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neonatology  and  in  problems  related  to  the  dy- 
namics of  respiration  and  circulation  of  newborn 
infants.  This  current  edition  is  designed  to  in- 
coi^porate  recent  knowledge  that  has  accumlated  on 
the  causes,  pathogenesis,  early  detection,  and  allevi- 
ation of  respiratory  difficulties  of  the  very  young. 
Chapter  headings  include  the  following: 

a.  Perinatal  disability  in  relation  to  respiratoiy 
insufficiency 

b.  Obstetric  factors:  diagnosis  and  management 

c.  Diagnosis  of  fetal  distress:  clinical  signs  and 
electrocardiography  during  labor  and  delivery 

d.  Resuscitation  procedures  in  the  deliveiy  room 

e.  Mechanical  respii-ators  and  resuscitators 

f.  Drug  therapy 

g.  Recovery  nursery  for  newborn  infants 

h.  The  acute  anemias  of  the  perinatal  period 

i.  Surgical  emergencies  in  respiratory  difficul- 
ties of  newborn  infants 

j.  Fluid  and  electrolyte  therapy  in  the  newborn 
infants 

k.  Laboratory  diagnosis 

Clinical  Tuberculosis  — Essentials  of  Diagnosis  and 
Treatment,  compiled  and  edited  by  Karl  H. 
Pfuetze,  MD,  and  David  B.  Radner,  ]\ID.  Published 
July  25,  1968  by  Charles  C.  Thomas  of  Springfield, 
Illinois.  436  pages  (7"  by  10")  with  49  illus- 
trations and  9 tables.  Price  $14.75. 

Sponsored  by  the  American  College  of  Chest 
Physicians,  written  by  38  recognized  authorities. 


this  book  has  been  edited  by  Doctor  Pfuetze,  Clini- 
cal Professor  of  Medicine  at  the  University  of  Illi- 
nois College  of  Medicine,  and  Doctor  Radner,  Pro- 
fessor of  Medicine  at  the  Chicago  Medical  School. 

Tuberculosis  still  exacts  a greater  toll  of  lives 
and  creates  more  disability  than  all  other  commun- 
icable diseases  despite  the  efforts  of  public  health 
agencies  throughout  the  world  and  despite  the  ef- 
fectiveness of  chemotherapy.  The  Editorial  Com- 
mittee, in  planning  this  book,  has  drawn  from  the 
knowledge  of  experts  in  tuberculosis  and  the  re- 
lated fields  of  microbiology',  chronic  pulmonaiy  dis- 
eases, and  thoracic  surgery.  The  various  aspects 
of  tuberculosis  have  been  coordinated  and  empha- 
sized through  references,  discussions,  and  reitera- 
tion. 

The  treatment  of  tuberculosis,  though  fairly  well 
standardized  with  respect  to  basic  principles,  still 
permits  some  difference  of  opinion  regarding  certain 
aspects  of  management.  The  discerning  reader  will 
note  differences  in  techniques  and  applications  by 
some  of  the  authors.  This  is  as  it  should  be  in  a 
book  dealing  with  a disease  as  protean  in  its  mani- 
festations and  behavior  as  is  tuberculosis. 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New'  York 
National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  low'a  Hospitals, 
low'a  City,  low'a 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  Multiple  Sclerosis  Society 
257  Park  Avenue  South,  New  York  10,  N.Y. 
Vocational  Rehabilitation  Administration 

Mai'y  E.  Switzer,  Commissioner,  Washington,  D.C. 
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Announcing  New 
Open  Enrollment  in 

Major  Coverage  for 

and  Group  Coverage  for 


Employees  of  Participating  Physicians 


These  new  plans  provide  substantial  savings  over  the  cost  of  similar  service  on 
an  individual  basis. 

All  Nebraska  Blue  Shield  participating  physicians  under  65  who  are  members 
of  the  Nebraska  State  Medical  Association  are  eligible  for  this  new  Major  Medi- 
cal Coverage.  Their  employees  are  eligible  for  the  new  Group  Coverage. 

For  details,  write  or  call  Nebraska  Blue  Cross/Blue  Shield,  Kilpatrick  Building, 
Omaha,  Nebraska  68102 


Blue  Cross /Blue  Shield 

Kilpatrick  Building  Omaha 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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Cinemicrography*of  living  tissue  shows 
that  Synalar  works  at  the  cellular  level  to  stop 
the  inflammatory  chain  reaction 


1 
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Inflammatory  reaction  after  injury 


*A  New  View  of  Corticosteriod  Action  in  Inflammatory  Dermatoses 
A 16  mm.  film  utilizing  time-phase  cinemicrographic  techniques.  Available  for  showing  on  request  to  Syntex  Laboratories. 


In  contact  dermatitis 

Sjnalar 

(fiuocinoione  acetonide) 

stabiiizes  ceii  and  capiiiary  waiis 
protects  against  the  chemical  impact  of  cytotoxins 

interrupts  the  chain  reaction  of  destructive 
changes  at  the  cellular  level 

permits  inactivation,  absorption  and  transportation 
of  toxins  away  from  the  injured  area  by  natural 
processes... edema  is  absorbed  and  cells  return 
to  normal  size,  shape,  and  activity 


In  inflammatory  dermatoses  choose  a steroid  syn- 
thesized specifically  for  topical  use.  Synalar  (fiuocin- 
oione acetonide)  provides  therapeutic  results  often 
comparable  to  those  of  systemic  and  intralesional 
corticosteroids  with  fewer  hazards.'"^ 


when  complicated  by  infection 

iieo-i»iyiialar‘^ 

(fiuocinoione  acetonide-neomycin  sulfate  cream) 


For  initiation  of  therapy:  Cream  0.025%,  5 and  15  Gm. 
tubes,  425  Gm.  jars;  for  emollient  effect:  Ointment 
0.025%,  15  Gm.  tubes;  for  maintenance  therapy:  Cream 
0.01%,  15  Gm.  tubes,  45  Gm.  tubes,  120  Gm.  jars;  for 
intertriginous  or  hairy  sites:  Solution  0.01%,  20  cc.  and 
60  cc.  plastic  squeeze  bottles;  for  infected  inflammatory 
dermatoses:  Neo-Synalar®  Cream  (0.025%  fiuocinoione 
acetonide,  neomycin  sulfate,  equivalent  to  0.35%  neo- 
mycin base),  5 and  15  Gm.  tubes. 

Contraindications:  Tuberculous,  fungal,  and  most  viral 


lesions  of  the  skin,  (including  herpes  simplex,  vaccinia, 
and  varicella).  Not  for  ophthalmic  use.  Contraindicated 
in  individuals  with  a history  of  hypersensitivity  to  any  of 
its  components.  Precautions:  Synalar  preparations  are 
virtually  nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when  applied 
to  denuded  or  fissured  areas.  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dryness,  scaling  or 
itching.  The  neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions.  Prolonged  use  of  any  anti- 
biotic may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms; if  this  occurs,  appropriate  therapy  should  be 
instituted.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should 
be  considered,  based  on  susceptibility  testing.  While 
topical  steroids  have  not  been  reported  to  have  an 
adverse  effect  on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for  prolonged  periods 
of  time.  Side  Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids.  As 
with  all  drugs,  however,  a few  patients  may  react  un- 
favorably to  Synalar  under  certain  conditions. 

References  1 . Kanee.  B.rCanadMed  Ass  J 88:999  (May  18)  1963  2.  Scholtz, 
J.  R.:  Calf  Med  95:224  (Oct.)  1961.  3.  Jansen,  G.  T. . Dillaha,  C.  J.,  and 
Honeycutt,  W.  M. ; Arch  Derm  92:283  (Sept.)  1965. 
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SYNTEXS 


LABORATORtES  INC.,  PALO  ALTO,  CALIF. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 
First  District:  Councilor:  Leroy 

Lee,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  John 

T.  McGreer,  Jr..  Lincoln.  Coun- 
ties : Lancaster.  Otoe.  Cass. 

Third  District:  Councilor:  Wni. 

Glenn,  Falls  City.  Counties : 
Gage,  Johnson.  Nemaha.  Pawnee, 
Richardson. 

Fourth  District;  Councilor:  J.  T. 

Keown,  Pender.  Counties:  Knox. 
Cedar.  Dixon.  Dakota.  Antelope, 
Pierce.  Thurston.  Madison,  Stan- 
ton. Cuming,  Wayne. 

Fifth  District:  Councilor:  H.  D. 

Kuper,  Columbus.  Counties : Burt, 
Washington,  Dodge.  Platte.  Col- 
fax, Boone,  Nance,  Merrick. 
Sixth  District:  Councilor:  C.  L. 

Anderson,  Stromsburg.  Counties : 
Saunders,  Butler,  Polk,  Seward. 
York.  Hamilton. 

Seventh  District:  Councilor:  C.  F. 

Ashby.  Geneva.  Counties : Saline, 
Clay.  Fillmore.  Nuckolls,  Thayer. 
Jefferson. 

Eighth  District:  Councilor:  Rex 

Wilson,  O’Neill.  Counties:  Cher- 
ry,  Keyapaha,  Brown.  Rock.  Holt. 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith.  Kearney.  Counties : Hall, 
Custer.  Valley,  Greeley,  Shei- 
man.  Howard,  Dawson,  Buffalo, 
Grant.  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  L.  S. 

McNeill,  Hastings.  Counties : 
Gosper.  Phelps,  Adams,  Furnas, 
Harlan,  Webster,  Kearney,  Red 
Willow,  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Max 

Raines,  North  Platte.  Counties: 
Lincoln,  Perkins.  Keith.  McPher- 
son, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  C.  J. 

Cornelius.  Sidney.  Counties : 
Scotts  Bluff.  Banner.  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams 

Antelope 

Boone 

Box  Butte 

Buffalo- 

Burt 

Butler 

Cass 

Chevenne-Kimball-Deuel. 

Clay 

Colfax 

Cuming 

Custer 

Dawson 

Dodge 

Fillmore 

Five  County 

Four  County 

Franklin 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Harlan 

Holt  & Northwest 

Howard 

Jefferson 

Johnson 

Knox 

Lancaster 

Lincoln 

Madison 

Nemaha 

N.W.  Nebr 

Nuckolls 

Omaha-Douglas 

Otoe 

Pawnee 

Phelps 

Pierce 

Platte 

Polk 

Richardson-. 

Saline 

Saunders 

Scotts  Bluff. 

Seward 

S.W.  Nebr.-. 

Thayer 

Washington, 

York 


Robf.  H.  Mclntire,  Hastings Russell  J.  Mclntire,  Hastings 

Frank  McClanahan,  Jr.,  Neligh Dwaine  Peetz,  Neligh 

Roy  J.  Smith,  Albion Gerald  Spethman,  Albion 

A.  C.  Burnham,  Alliance F.,P.  Sucgang.  Alliance 

.C.  B.  Carignan.  Ravenna H.  R.  Walker,  Kearney 

L.  Morrow,  Tekamah isaiah  Lukens.  Tekamah 


L.  N.  Kunkel.  Weeping  Water R.  F.  Brendel,  Plattsmouth 


H.  V.  Nuss,  Sutton 

Howard  L.  Fend,  Schuyler Merlin  L.  Sucha.  Schuyler 

L.  L.  Ericson.  West  Point Roger  Cox,  West  Point 

Clyde  Wilcox.  Ansley Thomas  Lucas,  Broken  Bow 

B.  W.  Pyle,  Gothenburg D.  O.  Inslee,  Gothenburg 

Wm.  J.  Chleborad,  Fremont Harold  G.  Smith,  Fremont 

A.  A.  Ashby,  Geneva C.  F.  Ashby,  Geneva 

John  Keown,  Pender Robt.  B.  Benthack,  Wayne 

Maurice  Mathews.  St.  Paul Paul  Martin,  Ord 

W.  A.  Doering.  Franklin C.  J.  Thomas,  Franklin 

C.  T.  Frerichs,  Beatrice P.  C.  Gillespie,  Beatrice 

A.  B.  Albee,  Oshkosh Wesley  Wilhelm,  Ogallala 

D.  P.  Watson,  Grand  Island B.  B.  Woodruff,  Grand  Island 

J.  M.  Woodard.  Aurora E.  A.  Steenburg,  Aurora 

K.  C.  McGrew,  Orleans J.  S.  Long,  Alma 

James  Mabie,  Bassett A.  Dean  Gilg.  Bassett 

E.  Howard  Reeves,  Scotia E.  C.  Hanisch,  St.  Paul 

F.  W.  Falloon,  Fairbury .G.  O.  Johnson.  Fairbury 


— JI.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

L.  J.  Gogela.  Lincoln W.  Q.  Bradley.  Lincoln 

.Geo.  D.  Cooper,  North  Platte C.  E.  Sturdevant.  North  Platte 

R.  E.  Klaas,  Norfolk Francis  Martin.  Norfolk 

J.  H.  Krickbaum,  Auburn Wendell  Fairbanks,  Auburn 

Jlobt.  Rasmussen,  Chadron Robt.  Penor,  Chadron 

—.Robert  Howe,  Nelson T.  C.  Kiekhaefer.  Superior 

John  W.  Gatewood,  Omaha E.  K.  Connors.  Omaha 

D.  D.  Stonecypher,  Nebr.  City W.  C.  Kenner,  Nebr.  City 

A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Ralph  Nicholson,  Holdrege Evald  Prems,  Holdrege 

John  Calvert.  Pierce W.  I.  Devers,  Pierce 

,-Xouis  Sojka.  Columbus Rex  R.  Fischer.  Columbus 

H.  S.  Eklund.  Osceola C.  M.  Hadley,  Polk 

J.  C.  Gillispie,  Falls  City B.  G.  Farmer.  Falls  City 


Ivan  French.  Wahoo John  E.  Hansen,  Wahoo 

Douglas  Campbell,  Scottsbluff Loran  C.  Grubbs,  Scottsbluff 


.-Gordon  Francis,  Arapahoe R.  D.  Mason.  McCook 

_F.  A.  Mountford.  Davenport R.  F.  Decker.  Byron 

_W.  E.  Goehring.  Blair Jt.  C.  Bagby,  Blair 

-J.  S.  Bell,  York B.  N.  Greenberg.  York 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
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2415  "O"  St.,  Lincoln  I,  Nebraska 
AUTHOniZED  CONTnACT  ACENT 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception— 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


WINTHROP  LABORATORIES,  NEW  YORK,  N.  Y,  10016 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief.'' 

Side  effects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone.  97.7Vo  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily. 
1,  Collective  studies.  Department  of  Medical  Research, 
Winthrop  Laboratories. 
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greater  potency 

lower  mg  intake  per  day 

600  mg  versus  1.000  mg 


in  G.U.  infections 
broad-spectrum  performance 


1-2  "extra”  days’ activity 

after  the  last  dose  to  protect  against  relapse 

V / 


DEMETHYLCHLORTETRACYCLINE 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and 
others— in  the  young  and  aged  — the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive. 

Cor7fra/nd/caf/or7  — History  of  hypersensitivity  to  demethylchlortetracycline. 
Warning  — \n  renal  impairment,  usual  doses  may  lead  to  excessive  systemic 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  produce  an  exagger- 
ated sunburn  reaction  which  may  range  from  erythema  to  severe  skin  manifes- 
tations. In  a smaller  proportion,  photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects — Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  devel- 
opment (last  trimester  of  pregnancy,  neonatai  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed  in  short  treatment 
courses.  In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  up'On  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 


12  hours 
between 
doses 


Average  Adutt  Daiiy  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 
hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content  drugs,  foods  and  some  dairy 
products. 

Capsules;  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  de- 
methylchlortetracycline HCI. 


300  mg  Tablet 
mid-morning 


one  300  mg  Tablet 
mid-eveninq 


LEOERLE  UBORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  Nevvjork 


It’s  made  for  b.i.d. 
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CO-GEL 


THE  NEW  ANTACID 


_C0-GEL_ 

■ — i-.  — . 

- — — — . 

1 

1 

1 

• 

• 

• 

• 

• 

• 

• 



* • - 

1 

If 

II 

• 

• 

9 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

m 

0 

• 

• 

• 

IN  VITRO  MEASUREMENT  OF 
ANTACID  ACTIVITY 
Procedure  of  Holbert,  Noble  and  Grote 

20  40  60  80  100  120  140  160 

TIME  (Minutes) 


_ Aluminum  Hydroxide  Magnesium  Carbonate  Co- Precipitate  (1  gram) 
Aluminum  Hydroxide  Liquid  Gel  U.S.P.  (15  ml.) 

• ••  Aluminum  Hydroxide  Dried  Gel  U.S.P.  (1  gram) 


Holbert,  J.  M.,  Noble,  N..  and  Grote,  I.  W. — Jnl.  Amer.  Pharm.  Assoc.  (Sci.  Ed.)  37,292  (1948). 

IMow,  an  antacid  tablet  with  the 
effectiveness  of  a liquid  \ 

CO-GEL  is  not  just  another  antacid,  but  rather  it’s  an 
entirely  new  antacid  compound  for  gastritis,  hyperacidity 
and  peptic  ulcers.  It  is  an  Aluminum  Hydroxide  formu- 
lation with  Magnesium  Carbonate  Co-Precipitate.  The 
Co-Precipitate,  a new  chemical,  gives  CO-GEL  Tablets 
the  speed  of  action  and  the  duration  of  a liquid  antacid. 

The  above  chart  compares  the  antacid  action  of  the 
COGEL  Tablet  formula  with  both  liquid  and  dry 
AbOHja.  Notice  that  CO-GEL  neutralizes  acid  faster 
than  Al(OH  >3  dried  gel  tablets  and  has  a prolonged  buffer- 
ing action.  The  CO-GEL  curve  parallels  that  of  liquid 
A1(0H)3. 

Liquid  CO-GEL,  containing  the  Co-Precipitate,  is  also 
available.  CO-GEL  is  reasonably  priced  to  the  patient. 

Availability:  CO-GEL  Tablets  (bottles  of  100  and  1,000) 

CO-GEL  Liquid  (pints  and  gallons). 

For  complete  information  and  samples. 

Write  to  Dept.  NS-105 


FORMULA 

Each  CO-GEL  Tablet,  and  teaspoonful  of  CO-GEL 
Liquid,  contains  330  mg.  of  Aluminum  Hydroxide 
Magnesium  Carbonate  Co- Precipitate.  Tablets  have 
a chewable  base.  Both  forms  are  mint  flavored. 

CONTRAINDICATIONS 

None. 

DOSAGE 

For  relief  of  hyperacidity,  peptic  ulcers  or  gastritis, 
chew  one  tablet  (or  take  one  teaspoonful).  Repeat 
in  1 hr.  if  necessary. 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place 
Minneapolis,  Minn.  55403 
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SQUIBB  NOTES  ON  THERAPY 


II 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.-^ 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.^  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.-'’ 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.'*  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.^  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.'^ 

The  ‘thiazides'— an  answ-er  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  \,  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.''  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase."- 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.'*  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate."  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active."  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.'^ 

Naturetin- effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”'" 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  ( bcndroflumethiazide)  has  j 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide.  j 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contruindication.s:  Severe  renal  impairment; 
previous  hypersensitivity.  ! 

Warning:  Ulcerative  small  bowel  lesions  have  * 

occurred  with  potassium-containing  thiazide  t 

preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nai*sea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly,  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumelhiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur.  i 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide)  5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bcndroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief.  | 
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Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 

7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer, 

J.  FI.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 

T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 

Exper.  Therap.  743:230,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 

1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  276. 

12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M.,  and 
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Naturetin* 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


Squibb 


■The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  makcn 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten 
rents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln,  Nebraska. 


AVAILABLE  — For  Locum  Tenens  — General 
Practice.  September  through  December.  Write  to: 
G.  T.  Wall,  M.D.,  6118  Park  Lane  Drive,  Omaha, 
Nebraska  68104. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  .3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

WANTED  — Community  of  1,200  needs  a physi- 
cian. Will  remodel  present  facilities.  Only  15 
minutes  from  new  hospital.  Town  has  a 92-bed 
nursing  home.  Wonderful  recreation  area.  Contact 
Roger  Pentz,  D.D.S.,  Arapahoe,  Nebraska. 

INTERNIST  — For  5-man  department  in  busy 
and  steadily  growing  north  central  Kansas  13- 
member  multispecialty  group.  Partnership  after 
salary  for  two  years.  Board  eligible  or  certified. 
Write  Gelvin-Haughey  Clinic,  Concordia,  Kansas. 

USED  MEDICAL  AND  SURGICAL  EQUIPMENT 
— 100  milliamp  X-ray,  BMR  machine,  photrometer 
and  numerous  items  of  equipment  for  sale.  Contact 
R.  T.  Satterfield,  M.D.,  724  East  Jefferson  St.,  Mil- 
lard, Nebraska. 

STUDENT  HEALTH  SERVICE  — Excellent  op- 
portunity for  Generalist  to  join  full  time  staff  of 
expanding  health  service.  Pleasant  university  town 
in  Rocky  Mountain  area.  Write  Box  66,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lincoln, 
Nebraska. 

GENERAL  PRACTITIONERS  — Needed  for  solo 
practice  in  Colorado  Springs,  Colorado,  in  i-apidly 
growing  sections  of  the  city.  Favorable  situations 
for  staff  memberships  in  hospitals  exist.  For  other 
information  contact  Kenneth  E.  Gloss,  M.D.,  2808 
West  Colorado  Avenue,  Colorado  Springs,  Colo- 
rado 80904. 


Vinyl  Ether  for  Obstetric  Anesthesia:  Re- 
view of  4,196  Cases  — J.  A.  O’Leary  and 
J.  L.  O’Leary  (622  W 168th  St.,  New 
York).  Anesth  Analg  45:59  (Jan  - Feb) 
1966. 

Vinyl  ether  (vinethene)  open-drop  anes- 
thesia was  studied  in  4,196  vaginal  deliv- 
eries, and  was  found  to  be  highly  effective 
with  minimal  complications.  The  rapidity  of 
action,  satisfactory  narcosis,  and  absence  of 
postanesthetic  nausea  and  vomiting  were 
highly  desirable.  Fetal  depression  was  3.0%, 
but  all  of  these  survived.  The  fetal  mortality 
was  1.9%,  and  none  of  these  were  related 
to  the  agent.  Seven  maternal  convulsions 
represent  the  only  anesthetic  complications. 
The  agent  was  found  to  be  highly  suitable 
for  obstetric  anesthesia  when  the  use  of  a 
general  anesthetic  was  indicated. 


RESIDENCIES  — In  Physical  Medicine  and  Re- 
habilitation offer  challenge  and  opportunity  in  a 
growing  field.  Comprehensive  training  utilizing 
Mayo  Clinic  facilities  and  faculty,  at  $3,600  to 
$10,000  stipend.  Attractive  community,  excellent 
school  system,  cultural  advantages.  Contact  Gordon 
M.  Martin,  M.D.,  Mayo  Graduate  School  of  Medicine, 
Rochester,  Minnesota  55901. 

EASTERN  WISCONSIN  CLINIC  — In  rapidly 
growing  community  of  40,000  desires  board-eligible 
or  certified  physicians  in  pediatrics,  obstetrics  and 
gynecology  and  internal  medicine.  Well-equipped 
clinic  and  excellent  hospital  facilities.  Lake  shore 
location  offers  ample  recreational  facilities.  At- 
tractive financial  plan  leading  to  early  full  partner- 
ship. Full  expenses  paid  for  applicants  invited  to 
interview.  Call  or  write:  F.  L.  Hildebrand,  M.D., 
Riverside  Clinic,  Menasha,  Wisconsin. 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 

Benadryf 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  ooees 


PARKE-DAVIS  (|()() 


PARKS,  DAVIS  i COMPANY,  Delmil,  Michigan  W32 
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The  Editor  of  this  Journal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publica- 
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When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses -diffuse  shadow  on  right  side  of  face  Indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  ali  ages: 

Va®/o  solution  for  infants 

’A'/o  solution  for  children  and  adults 

’A  Vo  pediatric  nasal  spray  for  children 

V2V0  solution  for  adults 

V2V0  nasal  spray  for  adults 

V2V0  jelly  for  children  and  adults 

1 Vo  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 


(1026H) 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


CREMOMYCiN  Can  answer  the  call  for  help.  It  can  be 
counted  on  to  consolidate  fluid  stools,  soothe  intes- 
tinal inflammation,  inhibit  enteric  pathogens,  and 
detoxify  putrefactive  materials — usually  within  a 
few  hours. 

CREMOMYCIN  combines  the  bacteriostatic  agents, 
succinylsulfathiazole  and  neomycin,  with  the  ad- 
sorbent and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex- 
tensive ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivity 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  with 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra- 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  re- 
ported with  use  of  sulfonamides.  Consider  periodic  blood  counts, 
hepatic  and  renal  function  tests  during  intermittent  or  chronic 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  there 
is  history  of  significant  allergies  and/or  asthma.  Continued  use 
requires  supplementary  vitamins  B,  and  K,  Neomycin:  Watch  for 


your  for 
Cremomycin 
can  provide  relief 


curare-like  neuromuscular  block  during  anesthesia  if  neomycin 
is  used  preoperatively  in  large  doses  when  renal  function  is 
poor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sider possibility  of  ototoxicity  and  nephrotoxicity  with  prolohged 
high  dosage. 

SIDE  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
orexia, G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
petechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
Reduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
vitamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

Before  prescribing  or  administering,  read  package  circular  with 
product  or  available  on  request. 

promptly  relieves  diarrheal  distress 

Cremomycin* 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
(equivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
3-0  Gm.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 

® MERCK  SHARP  &D0HME 


Division  of  Merck  4 Co  . Inc.,  West  Point,  Pa. 


Where  today’s  theory  is  tomorrow’s  therapy 


NorinyLbie^ 

(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^-i^  and  an  acceleration 
of  endometrial  changes. 1-3.7-16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


8-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 
ber. 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration : One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception.  Palo 
Alto,  Cahl.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  0.  0.:  Ibid.  6.  Rice-Wray.  E.. 
Goidzieher.  J.  W.,  and  Aranda ■ Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T,:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964,  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
ti nez-Manaulou,J. , and  Maqueo-Topete.  M , : Fertil  Stenl 
16:158  (Mar. -Apr.)  1965.  11-  Flowers,  C.  E.,  Jr,  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers.  C.  E.,  Jr.:  JAMA 
188:1 115  (June  29)  1964.  15.  Merritt,  R.  I.:  AppI  Ther 
6:427  (May)  1964,  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception.  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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Gilmour-Danielson 

DRUG  COMPANY 

142  South  1 3th  Street  1701  South  1 7th  Street 
Phone  432- 1 246  Phone  423-2329 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablished  1927 


Current  Comment 

Medical  Care  in  Russia — 

Forty- two  Nebraska  doctors  recently  re- 
turned after  making  a five-week  tour  of 
European  medical  centers.  Commenting  on 
conditions  in  Russia,  several  said  that  they 
had  found  the  medical  standards  “almost 
unbelievably  low.”  They  said  that  they  saw 
antiquated  equipment  and  outdated  proce- 
dures, frequently  decades  behind  those  used 
in  the  United  States.  They  added  that  the 
well-trained  doctors  in  the  Communist 
world  seemed  depressed  by  what  they  had 
to  work  with. 

The  doctors’  study  tour  was  sponsored  un- 
der the  People-to-People  Goodwill  Program. 
The  doctors  acknowledged  that  they  had  a 
rather  superficial  look  at  the  communist 
medical  institutions,  but  they  added  that  they 
had  gathered  enough  impressions  from  visits 
to  half  a dozen  hospitals  and  institutions  and 
from  talks  with  their  counterparts  in  com- 
munist countries  to  justify  their  opinions. 
They  added  that  the  doctors  in  Leningrad 
and  Warsaw,  Poland  made  a much  warmer 


and  friendlier  impression  and  seemed  less 
isolated  from  the  outside  world  than  did  the 
doctors  in  Moscow. 


N.U.  Postgraduate  Medical  Courses — 

Twenty-one  postgraduate  medical  courses 
have  been  scheduled  for  the  1966-67  school 
year  by  the  Department  of  Continuing  Edu- 
cation at  the  University  of  Nebraska  College 
of  Medicine. 

Doctor  Fay  Smith,  co-ordinator  of  the 
study  sessions,  said,  “We  are  planning  a 
more  ambitious  program  than  ever.  Eight- 
een of  the  courses  will  be  designed  for  physi- 
cians. The  other  three  will  be  designed  for 
nurses,  dentists,  and  other  health  personnel. 
We  have  obtained  outstanding  men  as  guest 
speakers.” 

Any  Nebraska  physician  who  has  not  re- 
ceived a list  of  the  courses  being  offered 
may  obtain  such  a list  by  writing  to  Doctor 
Smith  at  the  University  of  Nebraska  Medical 
College  in  Omaha. 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


IrlsmilfsiimiDiiok' 

Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 

DORSEY  LABORATORIES  • a 


tion.  WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovascular  disease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


0.167  Gm.) 

one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respiratorj 
and  cerebral  stimulation  for  thtj 


TIME  AFTER  ADMINISTRATION  (Hours) 

(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


ilged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R.  :W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


"First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeroniazolTT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


An  eight-year-old  may  not 
need  digestive  enzymes... 

BUT  troublesome  gas,  belching  and  cramps  are 
common  complaints  of  many  patients  regardless  of 
age.  Pentazyme  will  give  these  patients  fast  relief 
when  the  diagnosis  is  enzyme  insufficiency. 

Pentazyme  offers  5 supplemental  digestive  en- 
zymes in  one  enteric-coated  tablet  for  release  at  the 
natural  sites  of  action.  Three  tablets,  the  usual  daily 
dose,  will  digest  50%  of  the  starch,  40%  of  the  protein 
and  20%  of  the  fat  in  a balanced  2500  calorie  diet. 

For  patients  with  short-term  or  chronic  digestive 
problems,  prescribe  Pentazyme. 

For  complete  information  and  samples. 

Write  to  Dapt.  NS-105 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place, 
Minneapolis,  Minn. 
55403 
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Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances:  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
jlights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
Ivisual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
of  pregnancy.  It  must  be  used  cautiously  In  patients  with  liver  disease  or 
severe  Impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
lunnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
false-positive  reaction. 

Dosage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  Indicated, 
the  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  In 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  is  gained.  Infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  lor  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
bottles  of  1000.  250  mg.  lor  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J,  C.: 
Antimicrobial  Agents  and  Chemotherapy — 1964,  Ann  Arbor,  American 
Society  for  Microbiology,  1965,  p.  722. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 


NegGram 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent"  or  "good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.'' 

*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella.  Aerobacter, 

Proteus.  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

I Is  she  alert,  encouraged, 

I positive  and  optimistic 
about  getting  completely 
i well  soon? 

! Or  has  she  given  in  to 
!:  the  demoralizing  impact 
I of  confinement,  disability 
I and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
I Alertonic  can  help... 


I 


i 


I 


( 

j 

I 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertooic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR);  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  lOO  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 
•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 
tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 

The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage; 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2%  benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 


Deladumone®  OB 

Squibb  Testosterone  Enanthate  (180  mg. /cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 


Squibb 


'The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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what 

time 

is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

'ifetime 
to  tine. 


Tuberculin, 
Tine  .^Test 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

414-6— 4046R 
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Current  Comment 

New  Members  of  State  Board  of  Health — 

Doctor  R.  J.  Sweat,  of  the  University  of 
Nebraska  Department  of  Veterinary  Science, 
and  Kenneth  B.  Lucas  of  Omaha,  a civil 
engineer  with  the  Portland  Cement  Associa- 
tion, are  new  members  of  the  Nebraska  State 
Board  of  Health.  They  replace  retiring 
members.  Doctor  Loyal  Payne,  a Univer- 
sity of  Nebraska  veterinarian,  and  Charles 
Fowler,  a Lincoln  engineer. 

Other  members  of  the  board  include  Doc- 
tor Fay  Smith  and  Edward  B.  Robinson  of 
Omaha ; Doctor  Louis  Gilbert  of  Lincoln, 
who  is  currently  the  chairman  of  the  board ; 
Doctor  Howard  Yost  of  Grand  Island;  H.  K. 
Diers  of  Gresham;  and  George  Meyers  of 
Gering. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  8th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  10th. 


“I  want  you  to  have  another  baby  right  away. 
That  way  you’ll  get  over  writing  1,000  trivial 
things  to  bother  me  with  about  this  first  one.” 


20-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 
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Elastic  Stockings  so  sheer  they  look 
like  support  hose.  Both  Ultreer  and 
support  hose  are  sheer,  shapely,  cool 
and  comfortable.  But  that's  where 
the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg. 
Gives  true  therapeutic  compression 
necessary  to  relieve  varicose  veins  and 
other  leg  disorders.  They  provide 
the  therapy  you  prescribe.  The  fashion 
and  economy  she  demands. 

Ultreer  stockings  have  a new  low  price. 
So  low,  she  can  afford  two  pairs  of 
Ultreer  instead  of  one  pair  of  regular 
elastic  stockings.  There'll  be  no 
disagreements  there.  Ultreer  stockings 
are  as  comforting  to  her  purse  as 
they  are  to  her 
legs.  New  Ultreer 
are  the  elastic 
stockings  doctors 
and  women  can 
agree  on. 


K^nOALL 

^»AUCR  & BUkQK  SUPPORTS  DfVtSfON 
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Dialog" 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'h  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J. 

CIBA 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors cmd  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Officces 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


Whether  it  is  X-Ray  Equipment  or  X-Ray 
Supplies,  or  accessories  such  as,  cassettes 
and  intensifying  screens,  developing  tanks, 
illuminators,  hangers,  loading  bins,  dark 
room  lamps,  interval  timers,  x-ray  film  and 
processing  chemicals.  The  K & W X-Ray 
Company  can  promptly  supply,  and  at 
sensible  prices. 

We  are  also  franchised  dealers  for  the 
H.  G.  Fischer  Electro  Medical  and  X-Ray 
apparatus  in  Nebraska. 

Our  "Johnny  on  the  spot"  availability 
for  service  and  co-operation  is  always 
available  for  those  who  need  it. 


X-R\f 


ihcoipoiati* 


Medical  Arts  Building 


111  So.  17th  Street 
Omaha,  Nebraska 


Editor's  Choice 

Guillain  - Bane'  Syndrome  — F.  Leneman 
(2255  Van  Ness  Ave.,  San  Francisco). 
Arch  Intern  Med  118:139-144  (August) 
1966. 

Of  the  1,100  cases  of  Guillain-Barre' 
syndrome  reviewed,  one  third  had  no  de- 
monstrable cause.  The  remaining  two  thirds 
were  associated  mostly  with  infectious  dis- 
eases of  all  kinds,  but  allergies,  endocrine 
disturbances,  toxins,  neoplasms,  and  a host 
of  miscellaneous  conditions  were  also 
found.  These  associations  were  not  proved 
to  be  etiological  in  nature,  and  frequently,  a 
multiplicity  of  factors  was  implicated. 
\Miether  the  Guillain-Barre'  syndrome  is 
taken  to  be  a specific  entity  of  unknown 
etiology  or  denotes  a nonspecific  reaction 
of  the  nervous  system  in  injury,  a process 
of  demyelination  is  the  common  pathological 
denominator. 


Color  Photography  With  a Gastric  Camera 
as  a Complement  to  Radiological  Examin- 
ation of  the  Stomach  — N.  Gabrielsson 
(Karolinska  Institute,  Stockholm).  Nord 
Med  75:739-742  (June  30)  1966. 

Color  photography  of  the  gastric  mucosa 
as  a complement  to  radiological  examination 
was  used  with  64  patients.  In  seven  of  nine 
cases  of  bleeding  from  the  upper  gastroin- 
testinal tract,  color  photography  revealed  the 
source  of  bleeding  despite  normal  radiological 
findings. 


“Forceps!” 
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SQUIBB  MOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage  ' 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms^ 

There  is  one  aspect  of  hypertension,  ho\wever,  that 
seems,  in  many  cases,  predictable.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.”i4  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity."'^ 
“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. 

. . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. 

“In  short,  treatment  is  indicated. 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, 15-17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger.  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.;  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Qardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.;  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  biocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 
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Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 
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The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 
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V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 
Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gono- 
coccus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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THE  BRITISH  ARE  COMING 

We  have  for  some  time  felt  that  you  have 
only  to  look  at  England  to  see  where  we 
are  going.  We  repeated  England’s  mistakes, 
and  “while  England  slept,”  we  said  it  can’t 
happen  here,  and  all  we  did  was  to  put  it 
off  for  twenty  years.  Well,  it’s  womb  to 
tomb  or  cradle  to  grave  in  England,  while 
here  we  have  over  65,  and  coming  up,  what 
seems  much  worse.  Title  19.  But  look  at 
England  now.  For  all  that  England  seems 
more  socialist  and  less  affluent,  it  is  going 
the  other  tvay.  The  British  are  coming,  but 
they  are  coming  back. 

England’s  Medicare  is  called  National 
Health  Service.  A little  over  20  thousand 
doctors  for  50  million  people  means  three 
times  as  many  patients  per  doctor  as  we 
have  here,  and  that  means  endless  waiting 
and  hurried  treatment;  the  N.H.  patient 
does  not  select  his  specialist,  his  surgeon 
is  a total  stranger.  And  in  England  noiv, 
reports  Barron’s:  more  than  two  million  peo- 
are  now  covered  by  private  health  plans  and 
the  number  is  increasing  by  100,000  each 
year ; they  are  insured  for  treatment  in 
nursing  homes  and  in  nationalized  hos- 
pitals. And  in  England  now:  the  doctors’ 
unhappiness  is  even  more  acute,  more  than 
78%  of  them  recently  threatened  to  re- 
sign from  the  N.H.S.,  and  won  new  demands. 

And  now  England  is  moving  even  farther 
away  from  socialized  medicine.  A new 
private  plan,  supported  by  the  British  Medi- 
cal Association,  will  allow  the  English  to 
pay  for  what  they  can  in  theory  get  for 
nothing.  But  it  will  give  them  what  they 
have  not  really  been  getting.  It  will  let 
them  choose  their  own  doctors  and  it  will 
insure  against  family  doctor  bills  and  drug 
costs.  Private  insurance  gives  them  better 
attention,  earlier  consultation,  a sense  of 
prestige,  individualized  service,  and  a feel- 
ing of  pride  and  self-reliance.  It  is  a going 
back  from  what  is  bad  in  state  medicine  to 
what  is  good  in  private  practice.  Up  the 
British. 

How  funny.  England  is  going  back.  The 
doctors  are  angry.  The  people  do  not  want 


it,  even  if  it  is  free.  So  perhaps  there  is 
hope  for  us  here  on  this  side  of  the  Atlantic. 
But  do  we  have  to  repeat  England’s  story? 
Do  things  have  to  get  worse  before  they  get 
better?  Tune  in  next  year;  we  don’t  know. 

Watch  England. 

— F.C. 


MEDICARE,  FEES  AND  LOGIC 

It  has  been  said  that  some  fees  have  been 
increased  for  patients  over  65  since  Medi- 
care started.  Well,  when  they  said  there 
were  needy  oldsters,  we  told  them  we  took 
care  of  them,  we  told  them  we  helped  the 
ones  who  needed  help,  we  said  we  charged 
poor  people  less,  but  nobody  believed  us. 
Where  fees  have  gone  up,  they  have  done  so 
because  we  charged  less  when  the  patient 
had  less,  and  nothing  when  he  had  noth- 
ing. The  government  has  now  chosen  to 
remove  this  millstone  from  our  necks,  and  it 
should  come  as  no  surprise  that  fees  for 
these  people  are  now  those  expected  from  all 
patients;  in  fact,  those  are  our  instimctions. 
It  just  proves  what  we  have  been  saying 
right  along.  Our  fees  ^vere  lowered  for  the 
needy,  and  we  all  tempered  the  wind  to  the 
shorn  lamb. 

Let  us  make  it  perfectly  clear.  We  have 
often  charged  five  dollars  when  the  proper 
charge  was  ten;  now  we  are  told  to  charge 
ten;  now  we  are  told  to  apply  the  proper 
charge  to  all  patients;  we  are  to  charge  the 
full  amount,  we  are  no  longer  to  lower  our 
fees  for  the  oldsters.  If  the  government 
wants  to  take  this  burden  from  us,  well  and 
good,  even  though  we  did  not  ask  for  it. 
And  if  a difference  in  fees  now  occurs  at 
times,  and  is  noticed,  we  want  to  say  to 
those  who  need  having  it  said  to  them  that 
here  is  proof  of  our  charity. 

—F.C. 


WHO  RAY 

The  kind  of  light  that  made  it  possible 
for  us  to  see  through  things  seemed  mys- 
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terious  when  it  was  discovered,  and  so  it 
was  named  for  the  twenty-fourth  letter,  to 
call  attention  to  its  mystery.  But  X ray 
seems  dreadfully  old-fashioned  now,  and  while 
we  love  eponyms,  Roentgen  - ray  just  will 
not  catch  on.  Besides,  X ray,  for  all  its  sim- 
plicity, is  hard  to  spell.  Is  the  X a capital 
letter  or  is  it  lower  case,  what  about  the  R, 
is  there  a space,  and  do  you  use  a hyphen? 
To  add  to  all  this  confusion,  we  find  that 
the  noun  and  the  adjective  are  spelled  differ- 
ently, and  that  dictionaries  do  not  even  agree 
with  each  other.  Radiation  is  a poor  sub- 
stitute, it  suggests  therapy  and  not  diag- 
nosis. We  know  now  what  the  rays  are,  and 
it  is  time  that  we  identified  them,  but  it  is 
even  higher  time  that  we  had  a better  way 
of  saying  that  the  X rays  showed,  or  that 
Roentgen  ray  examination  revealed,  or  that 
the  patient  was  x-rayed,  and  so  on.  We  pro- 
pose to  our  radiological  colleagues  that  they 
give  up  these  difficult  and  time-worn  names, 
and  come  up  with  something  modern,  more 
expressive,  and  perhaps  even  euphonious. 
Skiagram,  scotogram,  radiograph,  roent- 
genogram, and  tomogram  have  all  been 
used. 

We  are  no  Johnnie-come-latelies,  but  it 
is  not  at  all  easy  to  suggest  substitutes,  and 
we  do  not  feel  that  we  need  to;  we  might 
even  have  a contest  to  rename  the  X ray. 
Short  wave  examination,  perhaps?  Trans- 
parencies? We  don’t  know,  but  they’re  all 
better  than  the  lady’s  saying  she  had  been 
exerayed,  or  ultraviolated. 

We  think  it’s  time  to  do  away  with  the 
X ray. 

After  all,  there’s  no  Y ray  or  Z ray. 

Not  yet. 

— F.C. 


THE  TUBE-CLAMPING  DISEASE 

God  alone  knows  when  the  tube-clamping 
disease  began,  we  only  know  that  there  is  a 
strange  and  terrible  need  for  some  people 
to  clamp  any  tube  they  see  sticking  out  of 
the  human  body.  No  sooner  is  a tube  put 
down  the  stomach  to  relieve  an  obstruction, 
than  someone  solicitously  clamps  it,  neatly 


restoring  the  obstruction.  Insert  a catheter 
into  a patient’s  urethra,  and  some  kind  soul 
will  come  along  and  clamp  it.  Or  put  a tube 
into  a patient’s  chest  and  it  will  surely  get 
clamped  when  you  leave.  What  makes  peo- 
ple clamp  tubes  we  do  not  know.  If  it  is  neat- 
ness, it  is  far  better  for  gastric  contents  to 
pour  into  the  floor  than  to  collect  in  the 
stomach  and  trap  an  unwary  anesthetist. 
For  the  clamper  is  neat  and  silent  to  the 
point  of  covering  the  clamp  so  that  it  cannot 
be  seen,  and  then  telling  nobody.  Fortunate- 
ly, we  have  not  yet  seen  an  endotracheal  tube 
clamped.  But  we  are  waiting. 

—F.C. 


Oxygen  Affinity  of  Hemoglobin  in  Persons 
With  Acute  Myocardial  Infarction  and  in 
Smokers  — R.  S.  Eliot  and  H.  Mizokami 
(Department  of  Medicine,  University  of 
Minnesota,  Minneapolis).  Circulation  34: 
331-336  (August)  1966. 

The  hemoglobin-oxygen  affinity  of  pure 
hemoglobin  was  studied  in  11  patients  with 
signs  of  myocardial  ischemia  or  acute  ne- 
crosis and  in  12  controls.  Hemoglobin  of  a 
moderate  and  a heavy  cigarette  smoker  with- 
out evidence  of  cardiovascular  disease  was 
also  studied.  Under  physiological  pH  condi- 
tions, the  hemoglobin  gave  up  oxygen  in  an 
abnormal  manner  in  all  except  the  12  con- 
trols. In  all  control  subjects  and  patients, 
the  arterial  saturation  was  normal  and  blood 
pH  values  were  within  normal  limits ; no  elec- 
trophoretic abnormality  was  found.  Hemo- 
globin may  be  physiochemically  abnormal 
without  electrophoretic  abnormality.  From 
a functional  point  of  view,  the  hemoglobin’s 
abnormal  response  to  changes  in  oxygena- 
tion may  result  from  altered  proton-binding 
properties  of  the  hemoglobin  molecule.  That 
such  abnormal  hemoglobin  could  contribute 
to  the  paradox  of  myocardial  ischemia  or  ne- 
crosis occurring  in  the  presence  of  full  ar- 
terial saturation  and  patent  coronary  ar- 
teries is  not  certain. 
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ARTICLES 


Impressions  Of  The  National  Health 
Plan  In  Scotland  And  England 


The  National  Health  Plan  be- 
came a prominent  subject  of 
conversation  as  I visited  with 
physicians  in  Scotland  and  England  recent- 
ly. In  view  of  our  Medicare  Program  about 
to  be  instituted,  I felt  I was  looking  into 
our  own  future. 

In  addition  to  the  Edinburgh  Clinics,  I 
had  the  good  fortune  to  visit  and  observe 
other  private  general  practitioners  while 
they  were  at  work.  One  was  in  North  East 
England,  and  the  other  about  30  miles  south 
of  London.  In  each  place  the  physicians 
were  well  trained  and  seemed  to  be  very 
anxious  to  render  the  best  care  possible. 

The  general  practitioner  does  a very  basic 
type  of  office  practice  compared  to  the  more 
extensive  work  of  the  general  practitioners 
in  this  country.  The  only  office  laboratory 
procedure  which  I saw  was  the  stick  test 
for  albumen.  All  blood  counts  and  other 
laboratory  work  were  sent  to  the  hospital. 
No  routine  Pap  smears  of  the  cervix  were 
done.  The  acceptance  of  their  value  was 
only  recently  increasing.  One  physician  with 
whom  I spoke  had  no  one  to  read  his  smears 
routinely.  The  general  practitioner  does  no 
hospital  work  except  in  remote  areas.  Every- 
thing requiring  any  special  attention  is  sent 
to  the  hospital  where  the  resident  staff  of 
specialists  takes  over  the  entire  care. 

The  salary  of  one  general  practitioner  in 
an  industrial  area  was  about  $4,000.  An- 
other who  also  had  a number  of  factory  ap- 
pointments made  $8,000  to  $10,000. 

In  the  school  the  beginning  doctor  made 
from  1,000  pounds  (1  pound  = $2.80)  up  to 
2,750  pounds.  A senior  lecturer  made  3,500 
pounds  and  a professor  made  4,400  pounds. 
The  average  general  practitioner  made  2,750 
pounds  per  year. 

Drugs  are  free  to  the  patient;  they  take 
their  prescriptions  to  the  pharmacy  and  re- 
ceive their  medicines.  The  pharmacist  then 
collects  from  the  government.  A short  time 
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ago  there  was  a pharmacy  charge  of  28  cents 
to  the  patient  for  a prescription.  This  has 
since  been  removed,  and  no  charge  is  made. 
There  is  a review  board  of  physicians  to 
check  on  excessive  prescription  writing,  but 
there  is  no  hospital  utilization  committee. 
Both  the  physicians  and  a government  at- 
torney who  paid  the  bills  agree  that  there 
is  considerable  abuse  of  the  service  by  the 
patient.  As  one  said,  “Their  philosophy  now 
is  — That  is  a right  and  not  a privilege.” 

The  government  pays  the  doctor  a little 
less  than  $3.50  per  year  per  patient  on  his 
list,  regardless  of  the  number  of  calls  to 
the  office  or  to  the  home.  A patient  may 
change  from  one  physician’s  list  to  another 
at  will  unless  the  list  is  “filled.”  A doctor 
is  permitted  about  3,000  on  his  list  if  prac- 
ticing alone  and  about  4,000  if  in  a partner- 
ship. 

I went  on  a call  to  the  home  of  one  patient 
who  seemed  to  be  quite  ill.  This  was  on 
Thursday,  and  she  was  told  that  an  attempt 
would  be  made  to  hospitalize  her.  If  this 
were  not  possible  the  doctor  would  see  her 
the  following  Monday. 

Some  health  insurance  is  sold,  which  at 
times  enables  one  to  see  the  doctor  more 
promptly.  It  does  not  help,  however,  in  ob- 
taining better  hospital  accommodations 
since  all  beds  are  full  and  very  few  new 
ones  are  being  constructed. 

Since  a flat  rate  is  paid  per  year  to  the 
doctor  for  each  patient  on  his  list,  he  is  not 
required  to  make  any  reports  regarding  the 
patient  or  the  care.  He  may  keep  such  rec- 
ords as  he  chooses.  He  is  only  obligated  to 
fill  out  requisitions  for  supplies. 
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The  incidence  of  malpractice  threats  and 
suits  was  very  low  with  the  doctors  I met. 

One  very  conscientious  physician  ex- 
plained to  me  that  since  only  a flat  rate 
per  patient  was  paid,  there  was  no  incentive 
to  work  a little  harder.  The  doctor  who 
“got  by”  with  as  little  work  as  possible 
made  as  much  as  the  one  who  “worked  him- 
self to  death.” 

The  day  I left  London,  the  Minister  of 
Health  made  a public  announcement  that  he 


recognized  the  problems  of  the  English 
physicians  and  knew  they  were  leaving 
England  in  large  numbers.  He  urged  them 
to  be  patient  and  said  that  he  would  try 
to  do  something  to  improve  their  lot.  I 
wondered  if  this  were  a brief  glimpse  into 
the  future  of  medicine  in  our  country.  One 
can  only  hope  that  if  the  people  of  our  coun- 
try do  desire  to  change  our  system  of  medi- 
cine, they  will  at  least  profit  by  some  of  the 
mistakes  already  made  elsewhere,  and  not 
repeat  them  here. 


A Critical  Evaluation  of  Diuresis  in  the 
Treatment  of  Barbiturate  Intoxication  — 

H.  A.  Bloomer  (University  of  Utah  College 
of  Medicine,  Salt  Lake  City).  J Lab  Clin 
Med  67:898-905  (June)  1966. 

The  effects  of  urinary  pH  and  flow  rate 
on  barbiturate  excretion  were  studied  dur- 
ing the  infusion  of  sodium  bicarbonate  and 
mannitol  in  patients  intoxicated  by  pento- 
barbital, secobarbital,  and  phenobarbital.  Al- 
kalinization  of  the  urine  at  low  rates  of  flow 
failed  to  augment  the  elimination  of  the 
short-acting  barbiturates,  pentobarbital  and 
secobarbital,  but  it  did  produce  a striking 
increase  in  the  urinary  concentration  of 
phenobarbital.  In  addition,  the  excretion  of 
each  drug  rose  progressively  during  man- 
nitol diuresis.  The  additive  effect  of  an  al- 
kaline urine  on  phenobarbital  excretion  was 
maintained  at  the  higher  rates  of  flow.  Com- 
parison of  the  rates  of  excretion  to  the  dis- 
posal of  these  drugs  under  nondiuretic  con- 
ditions indicated  that  osmotic  diuresis  en- 
hanced pentobarbital  and  secobarbital  dis- 
posal by  20%,  while  alkalinization  and  diur- 
esis doubled  the  rate  of  phenobarbital  dis- 
posal. 


Chronic  Proximal  Muscular  Syndromes  of 
Alcoholic  Etiology  — G.  Serratrice,  M. 
Toga,  and  H.  Roux.  Presse  Med  74:1721- 
1722  (July  2)  1966. 

Fourteen  patients,  all  chronic  alcoholics, 
with  a peculiar  amyotrophic  muscular  weak- 


ness were  observed.  The  muscular  symp- 
toms seemed  to  be  primary  and  originated 
not  from  the  central  nervous  system  but 
from  the  changes  in  the  muscle  tissue  prop- 
er. Two  of  the  patients  had  definite  his- 
tological changes  in  the  affected  muscles,  cor- 
responding to  severe  atrophy.  The  second 
group  of  five  patients  also  had  definite 
changes  on  biopsy,  but  the  histological  mus- 
cle alterations  were  milder  and  less  typical. 
The  rest  of  the  patients  presented  the  same 
clinical  picture,  but  biopsy  was  either  not 
performed  or  was  negative.  Etiologically 
these  muscle  changes  may  be  either  primar- 
ily due  to  the  action  of  alcohol,  or  due  to 
secondary  nutritional  or  toxic  influences  to 
which  the  alcoholic  body  is  exposed. 


Effect  of  Cyclandelate  Upon  Cerebral  Blood 
Flow  in  Patients  With  Stroke  — R.  A. 

Kuhn  (Department  of  Surgery,  New  Jer- 
sey College  of  Medicine,  Jersey  City). 
Angiology  17 :422-430  (June)  1966. 

Indirect  brachial  angiography  and  high- 
speed film  changings  were  used  to  investi- 
gate long-term  effects  of  cyclandelate  on 
cerebral  circulation  of  25  patients  with 
ischemic  stroke.  Comparison  of  control  and 
posttreatment  films  showed  good  correla- 
tion between  an  improved  clinical  state  (19 
patients)  and  an  accelerated  arterial  phase 
of  cerebral  circulation,  indicating  that  cy- 
clandelate may  be  a useful  adjunct  in  treat- 
ment of  nonhemorrhagic  cerebrovascular  dis- 
ease. 
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Mortality  Patterns  of  Middle-Aged 
Whites  in  Nebraska 


Nebraska  crude  death  rates 
for  all  ages  are  generally  high- 
er than  the  U.  S.  rates  for  all 
causes  of  death  and  for  the  cardiovascular 
diseases.!  This  is  to  be  expected,  because 
Nebraska  has  a higher  proportion  of  its 
population  age  65  and  over  than  does  any 
other  state  except  Iowa  and  Missouri. = 

Age  specific  death  rates  for  Nebraska’s 
middle-aged  white  males  for  1949-51  were, 
however,  among  the  lowest  of  all  the  states 
for  coronary  heart  disease, for  the  cardio- 
vascular diseases  as  a group,  and  for  all 
causes.! 

The  purpose  of  the  present  study  is  to 
determine  (a)  whether  these  rates  are  con- 
sistently low  over  a period  of  decades,  and 
(b)  the  geographic  pattern  of  mortality 
variations  within  the  State  of  Nebraska. 

Material  and  Methods 

For  the  study  of  long-term  mortality 
trends,  the  National  Center  for  Health  Sta- 
tistics and  its  predecessors  constitute  the 
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chief  source  of  information.  For  the  study 
of  patterns  within  the  State,  the  Nebraska 
State  Department  of  Health  made  a special 
tabulation  of  deaths  for  the  six-year  period, 
1955-1960,  by  county,  sex,  race,  and  ten- 
year  age  groups,  age  25  and  over.  All  data 
on  population  at  risk  were  obtained  from 
the  U.  S.  Bureau  of  the  Census. ® using 
arithmetic  interpolation  to  estimate  the  pop- 
ulation at  risk  during  the  six-year  period. 

Standard  vital  statistics  procedures  were 
used  for  the  computation  of  rates  by  place 


Figure  1.  Death  Rates  for  All  Causes,  White  Males  age  55-64,  1920-1960. 
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of  usual  residence  rather  than  by  place  of 
occurrence. 

Long-Term  Trends 

Nebraska’s  middle-aged  death  rates  for 
all  causes  have  been  substantially  lower  than 
corresponding  U.  S.  rates  for  each  census 
year  1920-1950,’-  » and  also  for  1960  when 
calculated  from  available  information.®-  ® 
There  have  been  fluctuations  in  the  amount 
of  the  differences,  and  there  is  possibly 
slightly  less  difference  now  than  in  prior 
decades;  generally  the  U.  S.  rates  are  ap- 
proximately 20  per  cent  higher  than  the 
Nebraska  rates  for  age  group  55-64  (Figure 
1),  and  also  for  other  age  groups  in  the  35 
to  74  age  span. 

For  old  age,  that  is  for  age  75  and  over. 


the  annual  risk  of  dying  in  Nebraska  is 
similar  to  that  for  the  U.  S.  as  a whole. 
For  age  groups  under  age  35,  Nebraska  age- 
specific  death  rates  are  not  greatly  dif- 
ferent from  the  rates  for  the  country  as  a 
whole  during  the  past  four  decades. 

For  the  cardiovascular-renal  diseases  as 
a group,  Nebraska’s  rates  have  been  consist- 
ently low.  Nebraska  white  male  rates,  age- 
adjusted,  were  in  1940  among  the  lowest  in 
the  U.  S.  for  cities  of  varying  size,  and  were 
also  low  for  rural  areas. Rates  for  1960 
were  also  low  as  compared  with  other 
states.”-  ^2  Thus  Nebraska  rates  readily 
available  for  1940,  1950  and  1960,  along  with 
estimates  available  for  other  years,  are  con- 
sistently very  low  for  the  cardiovascular- 
renal  diseases  as  well  as  for  all  causes. 


Table  1 


DEATH  RATES*  FOR  SELECTED  CAUSES,  WHITES  AGE  45-64, 
BY  SEX  AND  STATE  ECONOMIC  AREA, 

NEBRASKA,  1955-60 


SEX  AND  AREA 


Male 

UNITED  STATES  

NEBRASKA  

State  economic  area  (metropolitan) 

Lincoln  (Lancaster  County)  

Omaha  (Douglas  and  Sarpy  Counties) 
State  economic  area  (non-metropolitan) 

1 North  central  

2 Western  

3 Central  

4 Southwest 

5 South  central  

6 Northeast  

7 Southeast  

Female 

UNITED  STATES 

NEBRASKA  

State  economic  area  (metropolitan) 

Lincoln  (Lancaster  County) 

Omaha  (Douglas  and  Sarpy  Counties) 
State  economic  area  (non-metropolitan) 

1 North  central 

2 Western  

3 Central  

4 Southwest 

5 South  central  

6 Northeast  

7 Southeast  


Total 

Cardiovascular 
(International 
Statistical 
Classification 
Nos.  330-334, 
400-468) 

Coronary 

Heart 

Disease 

(420) 

All 

Causes 

805.7 

574.9 

1474.0 

652.6 

460.0 

1243.1 

634.1 

357.6 

1174.8 

824.7 

609.5 

1549.6 

586.9 

463.0 

1121.5 

645.0 

474.2 

1267.7 

617.9 

437.9 

1176.5 

559.0 

380.4 

1107.7 

536.6 

383.2 

1072.7 

606.8 

625.3 

415.6 

426.8 

1121.6 

1186.3 

316.5 

153.2 

736.7 

230.6 

110.9 

608.5 

204.4 

71.2 

561.8 

289.3 

149.5 

725.8 

200.4 

95.4 

517.4 

208.6 

99.7 

635.3 

223.6 

105.7 

580.3 

241.1 

129.6 

602.7 

203.4 

91.1 

516.2 

194.6 

90.3 

561.0 

215.6 

113.8 

612.9 

* — Average  annual  rate  per  100,000  age-adjusted,  direct  method,  by  ten-year  age  groups  to  the  total  United 
States  population  age  45-64  in  1950. 
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Geographic  Patterns 

For  white  males,  age  45-64,  death  rates 
are  consistently  low  for  rural  Nebraska. 
This  is  clearly  shown  in  rates  calculated  by 
state  economic  areas  (Table  1,  and  Figure 
2),  which  are  groups  of  counties  similar  in 
their  general  socio-economic  characteristics, 
as  classified  by  the  Bureau  of  the  Census. 

State  Economic  Areas  4 and  5 had  the 
lowest  rates  in  1955-60;  these  two  areas, 
along  with  seven  counties  of  northern  Kan- 
sas, constitute  an  economic  subregion  which 
had  one  of  the  very  lowest  rates  in  the  United 
States  in  1949-51  and  also  in  1959-61. 1"* 
In  these  low  rate  areas  of  southern  Nebraska 
west  of  Lincoln,  nearly  all  of  the  counties 
had  low  rates  and  none  had  high  rates.  The 
counties  with  the  very  lowest  rates  for  the 
cardiovascular  diseases  included  the  coun- 
ties just  west  of  Lincoln,  from  Colfax  to 
Jefferson;  and  also  Clay,  Nuckolls,  and  Fill- 
more; as  well  as  Gosper,  Phelps,  and  Har- 
lan farther  west,  and  Hayes  and  Hitchcock 
in  the  extreme  southwest  part  of  the  state. 
The  remainder  of  rural  Nebraska  also  has 
low  rates,  although  generally  they  are  not 
quite  so  low  as  the  rates  for  southern  Ne- 
braska. 

Lincoln  (Lancaster  County)  has  low  rates 
compared  with  other  metropolitan  areas  in 
the  United  States,  though  they  are  not  quite 
so  low  as  those  for  most  of  rural  Nebraska. 

The  highest  rates  in  the  state  are  observed 
for  the  Omaha  metropolitan  area,  particu- 


larly for  Douglas  County.  These  Omaha 
rates  are  slightly  higher  than  the  rates  of 
most  of  the  metropolitan  areas  in  the  Great 
Plains,  but  are  about  average  for  metropoli- 
tan areas  in  the  U.  S.  of  the  same  popula- 
tion size  as  Omaha. 

White  female  rates  present  a geographic 
pattern  similar  to  that  for  white  males,  but 
not  identical  (Table  1). 

The  elderly  of  both  sexes,  particularly 
those  age  85  and  over,  present  an  entirely  dif- 
ferent pattern,  and  in  general  these  rates 
for  Nebraska  are  similar  to  those  for  the  na- 
tion as  a whole. 

Discussion 

The  low  death  rates  for  rural  Nebraska 
seem  to  be  real.  Methods  of  collecting  and 
analyzing  data  do  not  appear  to  contribute 
appreciably  to  the  low  tabulated  rates  for 
rural  Nebraska,  and  this  generalization  is 
based  upon  a continuing  search  for  possible 
shortcomings  in  the  data. 

As  an  example,  it  is  standard  procedure 
for  deaths  occurring  in  mental  hospitals  and 
other  resident  institutions  to  be  reallocated 
to  the  county  from  which  they  were  admit- 
ted, even  though  these  patients  are  enumer- 
ated by  the  Bureau  of  the  Census  in  the 
county  in  which  the  institution  is  located. 
Reallocation  of  the  population  in  the  same 
manner  as  the  deaths  would  have  a negligible 
effect  upon  the  death  rates  in  Table  1.  The 
greatest  adjustments  would  be  for  Lincoln 
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and  State  economic  area  5 in  south  central 
Nebraska,  and  incomplete  data  indicate  that 
the  rates  for  these  two  areas  should  prob- 
ably be  one  to  two  per  cent  higher  than 
the  rates  as  presented.  Thus,  even  with  this 
correction.  State  Economic  Area  5 still  has 
the  lowest  rates  in  the  State  for  white  males. 

Within  Nebraska  differences  in  rates  are 
rather  slight,  while  the  contrast  is  very 
marked  between  the  low  rates  in  the  Great 
Plains  and  the  high  rates  in  eastern  and 
southeastern  U.  S.^®>  For  example,  the  all- 
causes death  rates  for  both  Lincoln  and 
Area  5 are  lower  than  the  Augusta  (Rich- 
mond County,  Georgia)  death  rate  for  the 
cardiovascular  diseases  alone  and  in  fact  are 
only  slightly  more  than  half  the  all-causes 
death  rate  for  Augusta  (Figure  3). 

In  order  to  test  the  possibility  that  the 
Census-Vital  Statistics  mechanism  was  in 
some  way  artificially  contributing  to  these 
differences,  a study  of  postal  employees  in 
Augusta  and  Lincoln  in  autumn  1962  in- 
cluded a question  about  age  of  death  of  the 
employee’s  father.  This  approach  avoided 
entirely  the  conventional  sources  of  data  for 
mortality  rates,  but  at  the  same  time  had  the 
shortcoming  of  being  somewhat  less  specific 
as  to  the  geographic  area ; that  is,  the  fathers 
of  these  employees  did  not  necessarily  all 
live  in  these  two  areas.  Even  so,  the  fathers 
of  the  Augusta  postmen,  age  40-84  age-ad- 
justed,  had  a death  rate  for  all  causes  ap- 
proximately 45  per  cent  higher  than  the  rate 
for  the  fathers  of  the  Lincoln  postmen. 

While  the  causes  for  the  low  rates  are  un- 


known, there  is  substantial  evidence  regard- 
ing factors  not  responsible.  The  rates  are 
age-sex-race  specific,  thereby  ruling  out 
these  factors. 

Both  depressed  areas  of  the  Southern  Blue 
Ridge  and  Ozark  Mountains  and  relatively 
prosperous  rural  Iowa  areas  have  very  low 
age-specific  rates.  It  is  therefore  difficult 
to  suggest  that  either  a high  or  a low  stand- 
ard of  living  in  rural  America  is  of  itself 
responsible  for  low  rates. 

Ethnic  background  may  be  of  limited  im- 
portance, as  there  are  differences  in  rates 
by  country  of  birth.^^.  i4  However,  these  dif- 
ferences are  much  less  than  the  differences 
in  rates  between  geographic  areas.  Further, 
the  Great  Plains  area  from  Minnesota  to 
western  Texas  has  generally  low  rates,  in 
spite  of  the  wide  diversity  of  ethnic  back- 
ground in  this  region. 

Nebraska,  specifically,  and  the  low-rate 
areas  in  the  U.  S.  generally,  have  a fairly 
high  elevation,  but  the  people  in  Europe  liv- 
ing at  the  lowest  elevations  include  the 
Dutch  and  the  Scandinavians,  and  their  rates 
are  consistently  lower  than  those  for  any 
areas  in  the  United  States.^^  Thus  elevation 
of  itself  seems  to  be  of  limited  importance. 

Men  born  in  Nebraska  had  decidedly  be- 
low-average  death  rates  for  coronary  heart 
disease  in  1950  when  taken  as  a whole. 
Those  who  moved  to  high-death-rate  areas 
did  not  have  any  higher  rates  than  those 
who  were  born  in  the  high-rate  areas.  It 
therefore  does  not  seem  likely  that  the  low 
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Figure  3.  Death  Rates  per  100,000  White  Males  age  45-64 
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Nebraska  rates  are  due  to  any  appreciable 
extent  to  “sick”  Nebraskans  moving  away. 

All  of  the  above  factors  are  being  studied 
more  carefully,  and  for  more  recent  periods, 
even  though  there  is  presently  substantial 
evidence  that  they  are  not  appreciably  af- 
fecting the  basic  finding  of  low  rates  for 
rural  Nebraska.  The  ruling  out  of  specified 
factors  such  as  these  is  very  important  in 
that  it  points  to  the  need  to  search  for  ad- 
ditional factors  which  may  be  relevant. 

“High  risk”  factors  such  as  high  serum 
cholesterol  levels,  obesity,  hypertension,  cig- 
arette smoking,  coffee  drinking,  and  lack  of 
exercise,  have  been  reported  from  Framing- 
ham (Massachusetts)  and  other  prospective 
studies. 1®’  It  seems  appropriate  to  make 

careful  studies  to  determine  whether  Nebras- 
kans have  these  “high  risk”  factors  to  a lesser 
extent  than  do  the  men  of  the  high-death- 
rate  areas. 

Many  other  factors  have  been  suspected  in 
the  physical  environment  that  may  provide 
protection  in  the  low-death-rate  areas  or  that 
may  be  present  and  harmful  in  the  high- 
death-rate  areas.  These  include  the  content 
of  the  drinking  water,  of  the  atmosphere,  or 
of  the  food.  There  are  also  many  factors 
in  the  cultural  environment  that  may  either 
lessen  or  increase  the  risk  of  coronary  and 
other  heart  disease,  and  the  subsequent  case 
fatality  among  persons  of  middle  age.  For 
example,  individuals  in  some  occupations 
have  lower  rates  than  those  in  others^®  with 
farmers  generally  having  low  rates.  Yet, 
there  are  certain  predominantly  agricultural 
areas  which  have  among  the  highest  rates 
in  the  U.  S.i® 

Practicing  physicians  and  other  commun- 
ity leaders  from  time  to  time  will  form  im- 
pressions as  to  factors  which  importantly 
affect  the  risk  of  dying.  Participation  of 
such  leaders  within  the  state  seems  to  be 
of  the  utmost  value  in  endeavoring  to  search 
efficiently  for  the  factors  in  Nebraska  which 
contribute  to  the  lessened  risk  of  dying.  It 
is  our  hope  and  belief  that  at  least  a few 
such  factors  will  be  found  to  be  of  impor- 
tance after  testing.  Identification  of  these 
factors  would  be  of  tremendous  value  to  Ne- 
braska as  well  as  to  the  country  as  a whole. 


The  present  study  has  concentrated  upon 
the  very  broad  group  of  combined  cardiovas- 
cular causes.  Much  further  study  is  needed 
of  mortality  rates  for  specific  causes;  the 
scientific  soundness  of  such  epidemiological 
study  is  dependent  upon  the  accuracy  with 
which  cause  of  death  is  entered  upon  the 
death  certificate.  Thus  practically  every 
physician  in  the  state  contributes  substan- 
tially when  he  certifies  the  cause  of  death 
on  the  death  certificate. 

Summary 

1.  Middle-aged  whites  in  Nebraska  have 
had  persistently  low  death  rates  for  many 
years,  for  all  causes  as  well  as  for  the  car- 
diovascular diseases. 

2.  Rates  are  low  for  the  rural  part  of 
the  state  generally  and  also  for  Lancaster 
County.  The  area  with  the  lowest  rates  ap- 
pears to  lie  southwest  of  Lincoln,  extending 
to  the  Colorado  border. 

3.  The  causes  for  the  low  rates  are  un- 
known. There  is  substantial  evidence  that 
they  are  not  an  artifact  of  data  collecting 
methods  nor  to  any  appreciable  extent  due 
to  ethnic  composition. 

4.  These  findings  provide  a challenge  for 
further  epidemiological  study,  in  which 
there  is  the  need  for  participation  by  prac- 
ticing physicians. 
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Duodenotomy : Surgical  Approach  to  Dis- 
ease at  the  Crossroads  of  the  Digestive 
System  — R.  B.  Rutherford  and  J.  C. 
Owens  (University  of  Colorado  Medical 
Center,  Denver).  Amer  J Surg  112:42-47 
(July)  1966. 

Eighty-one  cases  in  which  duodenotomy 
was  performed  are  reviewed  regarding  indi- 
vidual indications,  gain,  risk,  and  technique. 
Duodenotomy  is  recommended  under  the  fol- 
lowing circumstances:  (1)  if  a 3 mm  chole- 
dochal sound  will  not  pass  easily  into  the 
duodenum;  (2)  if  an  ampullary  stone  can- 
not be  retrieved  by  reasonable  efforts;  (3) 
as  a direct  approach  to  a large  retained  am- 
pullary stone,  particularly  early  in  the  post- 
operative period  when  the  T tube  is  still 
in  place;  (4)  to  facilitate  dissection  of  the 
common  duct  by  retrograde  catheterization 
when  its  course  is  obscured  by  fibrous  or  in- 
flammatory tissue;  (5)  as  an  initial  step  in 
the  operative  approach  to  chronic  relapsing 
pancreatitis;  (6)  to  perform  transductal  bi- 
opsy of  tumors  arising  near  the  confluence 
of  the  pancreatic  and  biliary  ducts;  and  (7) 
for  primary  duodenal  lesions.  A transverse 
opening  in  the  lateral  wall  low  in  the  mobil- 
ized second  portion  of  the  duodenum,  which 
is  closed  transversely  after  careful  hemo- 


stasis with  a single  layer  of  inverting  No. 
3-0  silk  sutures,  should  be  used. 


Surgical  Methods  in  the  Treatment  of  Bron- 
chial Asthma  — E.  Fuchs  (Asthma-  und 
Allergieforschungsinstitut,  Bad  L i p p- 
springe,  Westfalen,  Genuany).  Schweiz 
Med  Wschr  96:957-958  (July  23)  1966. 

Studies  on  80  asthmatic  patients  revealed 
that  neither  thoracoscopic  vagus  nerve  re- 
section and  sympathectomy  nor  glomectomy 
prevent  the  occurrence  of  exogeneous  allergic 
bronchial  asthma.  The  majority  of  infective 
asthma  cases  remains  unimproved  by  either 
method.  Bronchoconstriction  can  still  be 
provoked  despite  denervation  of  the  lungs, 
and  antibody-antigen  reaction  continues  to 
occur  in  the  shock  organ  following  inhala- 
tion of  pathogenic  antigens  such  as  flour, 
moulds,  pollens,  or  dust.  The  combination  of 
vagus  nerve  resection,  bilateral  sympathec- 
tomy, and  glomus  caroticum  removal  does 
not  provide  relief.  After  bilateral  glomec- 
tomy, bronchoconstriction  can  still  be  pro- 
voked. Bronchomotor  irritability  remains  un- 
altered. Following  acetylcholine  inhalation 
bronchoconstriction  still  occurs  but  can  be 
relieved  by  inhalation  of  aludrine. 
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The  Diagnosis  and  Treatment  of 
Contact  Dermatitis* 


The  importance  of  contact 
dermatitis  as  a major  cause 
of  discomfort  and  disability 
cannot  be  overemphasized.  Recent  statistics 
reveal  that  diseases  of  the  skin  constitute 
approximately  60%  of  all  medical  diseases 
reported  to  compensation  boards  in  this 
country.  Furthermore,  there  is  a definite 
trend  toward  an  ever-increasing  incidence  of 
contact  dermatitis.  For  example,  in  1930 
in  the  Philadelphia  area,  out  of  some  3400 
cases  of  skin  diseases  tabulated,  contact 
dermatitis  ranked  10th  in  incidence  (3%). 
In  1955  a similar  study  of  3400  cases  re- 
vealed that  contact  dermatitis  was  the  most 
common  disease  (11%).  There  is  general 
agreement  that  one  important  reason  for 
this  increase  in  incidence  of  contact  derma- 
titis is  the  ever-increasing  exposure  of  the 
general  population  to  chemicals  in  almost 
everything  we  do  throughout  each  day. 

In  general,  contact  dermatitis  can  be  sub- 
divided into  two  types,  according  to  the  man- 
ner in  which  the  material  contacting  the 
skin  causes  the  dermatitis.  A primary  ir- 
ritant contact  dermatitis  must  be  differen- 
tiated from  an  allergic  contact  dermatitis. 

The  appearance  of  the  clinical  eruption 
cannot  be  relied  upon  to  differentiate  these 
types.  The  patient’s  history  is  most  im- 
portant, particularly  relative  to  the  onset  of 
the  dermatitis  in  relationship  to  the  first  ex- 
posure to  the  suspected  offending  agents. 
The  major  characteristics  of  primary  irri- 
tant contact  dermatitis  can  be  summarized. 
Primary  irritants  cause  the  majority  of  in- 
dustrial dermatoses;  the  incidence  of  irri- 
tation among  those  exposed  to  the  offend- 
ing agent  is  relatively  high.  The  dermatitis 
frequently  begins  with  the  first  exposure  to 
the  offending  agent.  Cleanliness  and  pro- 
tective clothing  are  effective  measures  in 
preventing  continued  disability.  One  can 
frequently  predict  that  an  agent  is  a primary 
irritant  from  its  chemical  makeup.  For  in- 
stance, petroleum  products  and  greases,  al- 
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kalis  and  acids,  and  solvents  are  frequent 
irritants. 

In  contrast,  allergic  contact  dermatitis 
tends  to  affect  only  a few  genetically  sus- 
ceptable  persons  who  are  exposed  to  the 
sensitizing  agent.  The  dermatitis  never  be- 
gins following  the  first  exposure  to  the  sen- 
sitizing agent.  Allergic  sensitization  re- 
quires at  least  five  to  seven  days  to  develop, 
and  can  require  months  or  even  years.  This 
is  often  the  most  helpful  point  of  differ- 
entiation between  irritant  and  allergic 
dermatitis.  Simple  cleanliness  and  protec- 
tive clothing  may  not  be  effective  safeguards, 
because  very  small  concentrations  of  the 
sensitizing  agents  can  produce  violent  al- 
lergic flare  ups.  Furthermore,  the  sensitiz- 
ing agents  themselves  are  tremendously  va- 
ried and  numerous,  and  often  cannot  be 
recognized  as  probable  offenders  until  ex- 
perience has  shown  them  to  be  so.  Once  the 
allergic  sensitizer  is  identified,  another  prob- 
lem of  great  magnitude  presents  itself. 
Avoidance  of  the  offending  agent  is  diffi- 
cult because  of  the  ever-increasing  use  of 
each  specific  sensitizing  agent  in  many  dif- 
ferent and  widely  diversified  manufacturing 
processes,  so  that  exposure  to  the  sensitiz- 
ing agent  literally  thrusts  itself  on  the  un- 
suspecting victim  time  after  time  during 
the  course  of  a single  day.  Recognizing  the 
specific  sensitizing  agent  and  eliminating 
it  from  the  environment  is  thus  both  the 
most  important  and  frequently  the  most  dif- 
ficult step  in  treatment. 

What  are  some  of  the  more  common  spe- 
cific sensitizing  agents,  and  where  does  ex- 

♦Presented  before  Omaha  Mid-West  Clinical  Society,  33rd 
Annual  Session,  October  28,  1965. 
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pKJSure  to  them  occur?  Five  agents  can  be 
singled  out  as  important  common  offenders: 
nickel,  chromate,  mercury,  paraphenylenedi- 
amine,  and  formaldehyde.  The  incidence  of 
reactions  to  nickel  and  chromium  probably 
has  remained  the  same  during  the  last  25 
years.  Prime  sources  of  contact  with  these 
agents  include  any  metals  which  contact  the 
skin.  Jewelry,  watch  bands,  metal  clasps  on 
garters,  brassieres,  boxer  shorts,  belt  buckles, 
and  the  metal  on  shoes  are  major  sources 
of  contact  with  metalic  nickel  and  chrome. 
An  interesting  facet  of  this  problem  is  that 
simply  putting  something,  such  as  cloth,  be- 
tween the  metal  and  the  skin  frequently  does 
not  eliminate  the  dermatitis.  I have  seen  men 
break  out  on  the  abdomen  from  a metal  belt 
buckle  seemingly  separated  from  the  skin 
by  underclothing,  shirt  tail  and  trousers. 
Avoidance  of  metal  in  wearing  apparel  is 
the  most  effective  therapy.  In  addition, 
however,  the  metal  and  skin  can  be  sprayed 
with  clear  plastic,  Decadroii  or  Metiderm 
spray,  which  will  offer  fairly  good  protec- 
tion for  one  to  two  days.  The  protection 
apparently  is  due  to  the  isopropyl-myristate 
in  the  steroid  sprajq  not  the  steroid  itself. 

The  problem  of  detecting  chromium  sensi- 
tivity is  increasing  recently,  however,  since 
more  occult  uses  for  chromium  compounds 
have  been  found.  For  example,  an  increas- 
ingly important  type  of  chrome  contact  der- 
matitis is  so-called  shoe  allergJ^  Most 
leathers  are  tanned  with  chromate,  and  chro- 
mate can  leach  out  of  leather,  especially 
when  aided  by  water  and  sweat.  Many 
other  sources  of  chromium  exposure  exist, 
for  example,  inks,  cement,  and  detergents 
may  contain  chromate;  antirust  agents, 
bleaches,  matches,  and  cosmetics  also  con- 
tain chromium. 

The  incidence  of  allergic  reactivity  to  mer- 
cury has  increased  some  180%  in  the  last 
25  years.  At  one  time  ammoniated  mercury 
used  in  skin  remedies  probably  was  a ma- 
jor source  of  contact  with  mercury.  At  this 
time,  relatively  little  use  is  made  of  this 
medication  in  dermatolog>q  but  manufac- 
turers have  found  many  uses  for  this  com- 
pound. Weed  killers,  fungicides  for  the  gar- 
den, germicides,  and  contraceptive  jellies. 


eyewashes,  and  of  course  topical  antiseptics 
contain  mercury.  In  addition,  mercury  is 
used  as  a preservative  in  cosmetics  and  many 
biologicals. 

The  dye,  paraphenylenediamine,  has  been 
the  most  consistent  winner  in  the  polls  for 
the  most  rapidly  increasing  source  of  al- 
lergic contact  dermatitis  both  here  and 
abroad  (-fl40%).  The  dye  can  be  used  to 
impart  a blue,  black,  or  brown  color.  A 
major  use  is  in  the  dyeing  of  furs.  It  is 
also  used  in  hair  dyes,  textile  dyeing,  cer- 
tain cosmetics  such  as  mascara,  shoe  polishes, 
and  leather  dyes.  It  is  another  common 
cause  of  shoe  allergy.  Because  of  its  wide 
use  in  hair  and  fur  dyeing,  allergic  contact 
dermatitis  to  this  dye  might  well  be  con- 
sidered a stigma  of  our  affluent  society. 

In  this  country  the  greatest  increase  in 
sensitivity  for  any  one  sensitizing  agent 
was  recorded  for  formaldehyde  — an  in- 
crease of  290%  in  25  years.  One  need  only 
mention  that  formaldehyde  is  used  in  the 
manufacture  of  plastics  of  various  types,  to 
appreciate  the  magnitude  of  our  possible 
exposure  to  this  compound.  In  addition, 
adhesives,  varnishes,  photographic  materials, 
household  sprays,  and  cosmetics  may  be  re- 
sponsible for  reactions  to  formaldehyde.  The 
manufacture  of  wrinkle-proof  clothing  and 
wet  strength  tissues  also  calls  for  formalde- 
hyde. 

In  addition  to  knowing  the  more  frequent 
sensitizing  agents  and  their  common  sources, 
it  is  helpful  to  be  aware  of  recent  informa- 
tion pointing  to  other  factors  in  the  environ- 
ment, particularly  light,  which  can  play  an 
important  role  in  eliciting  a contact  derma- 
titis. Recent  experience  with  bithionol  is 
a good  example.  This  bacteriostatic  agent  is 
found  in  many  soaps,  shampoos,  and  creams ; 
for  example,  Johnson’s  first  aid  cream,  No- 
zain,  Clearasil  soap  and  Enden  shampoo. 
The  ordinary  type  of  contact  dermatitis  we 
have  discussed  is  unusual  from  bithionol. 
However,  certain  individuals  having  bithio- 
nol on  their  skin  who  are  subsequently  ex- 
posed to  sunlight,  sunlight  through  glass,  oi 
fluorescent  lighting  will  develop  a severe 
contact  dermatitis  on  exposed  areas.  In 
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some,  this  is  transient  when  the  offending 
agent,  bithionol,  is  removed.  In  others, 
photosensitivity  lasts  for  months  or  years 
even  after  removing  the  agent.  These  peo- 
ple must  live  almost  like  moles  in  the  dark 
to  avoid  severe  swelling  of  the  skin  and  itch- 
ing. 


In  summary,  many  of  the  patients  who  in 
the  past  were  diagnosed  as  having  eczema, 
neurodermatitis,  chronic  dermatitis  are  now 
being  diagnosed  as  being  victims  of  a chem- 
ical environment.  Many  of  these  patients 
can  now  be  cured,  if  the  specific  agent  can 
be  found  and  eliminated. 


Aortic  Saddle  Embolectomy  — J.  M.  Porter, 

A.  J.  Acinapura  and  D.  Silver  (Duke  Uni- 
versity Medical  Center,  Durham,  NC). 

Arch  Surg  93:360-365  (August)  1966. 

Experience  in  the  diagnosis  and  manage- 
ment of  30  consecutive  patients  with  aortic 
saddle  emboli  is  presented.  The  diagnosis 
should  be  suspected  in  all  patients  present- 
ing with  the  sudden  onset  of  painful,  pulse- 
less extremities,  especially  when  associated 
with  auiicular  fibrillation,  recent  myocar- 
dial infarction,  or  mitral  stenosis.  Treat- 
ment of  six  patients  by  intra-arterial  cathe- 
ter embolectomy  resulted  in  a mortality 
rate  of  33%  and  a 100%  salvage  of  limbs 
as  compared  with  much  less  favorable  re- 
sults from  eight  patients  treated  conserva- 
tively and  from  16  patients  treated  with 
transperitoneal  embolectomy.  Intra-arterial 
catheter  embolectomy  has  the  advantages  of 
ease  of  performance,  reduction  in  operative 
time,  and  avoidance  of  general  anesthesia. 
Adequate  removal  of  distal  arterial  throm- 
bus should  be  considered  the  treatment  of 
choice  in  aortic  saddle  embolus. 


Treatment  of  Tinea  Capitis  With  Griseoful- 
vin  — L.  Ziprkowski,  A.  Feinstein,  and  B. 
Sommer  (Tel  - Aviv  University  Medical 
School,  Tel-Aviv,  Israel).  Harefuah  70: 
420-422  (June  1)  1966. 

A survey  of  cases  of  Tinea  capitis  infec- 
tion, carried  out  in  an  Arab  village  popula- 
tion of  24,000  people,  showed  that  of  a total 
4,864  cases  examined,  178  cases  had  fungal 
infection  of  the  scalp.  Cultures  revealed  10 
cases  of  Trichophyton  schoenleini,  158  cases 
of  Trichophyton  violaceum,  and  10  cases  of 
Trichophyton  glahrum,  a colorless  variant 
of  Trichophyton  violaceum.  The  incidence 


of  infection  among  the  5 to  14-year-old  chil- 
dren, representing  all  the  pupils  of  the  kin- 
dergarten and  elementary  schools  was  1.1% 
to  3.3%.  Among  the  families  of  those  af- 
fected, mycotic  infection  was  demonstrated 
in  22%  to  52%,  supporting  the  prevailing 
opinion  that  Tinea  capitis  is  spread  mainly 
in  families.  A comparison  between  the  two 
methods  of  treatment  with  griseofulvin 
shows  that  the  48  to  60  day  treatment  is  def- 
initely superior  to  the  30  day  treatment  with 
one  tablet  of  griseofulvin  per  kg  weight 
daily.  Two  years  after  treatment,  4.5% 
of  those  treated  during  a period  of  30  days 
were  still  positive,  but  in  the  48  to  60  day 
group  only  0.7%  were  still  positive. 
Serologic  Tests  for  Syphilis  and  the  False- 


Positive  Reactor  — K.  D.  Wuepper,  H.  L. 
Bodily,  and  D.  L.  Tuffanelli  (University 
of  California  School  of  Medicine,  San  Fran- 
cisco). Arch  Derm  94:152-155  (August) 
1966. 

The  role  of  treponemal  and  nontreponemal 
tests  in  the  serodiagnosis  of  syphilis  is  re- 
viewed. Diagnostic  problem  cases  should  be 
evaluated  by  treponemal  tests  to  distinguish 
latent  syphilis  from  false-positive  reactions. 
A comparison  of  treponemal  tests  performed 
on  the  sera  from  101  late  latent  and  tertiary 
syphilitics  showed  that  the  fluorescent  tre- 
ponemal antibody  absorption  (FTA  - ABS) 
test  is  more  sensitive  than  the  TPI  or  FAT- 
200  tests.  Objective  evidence  of  late  syphilis 
was  present  in  6 of  11  patients  with  dis- 
cordant test  results  (TPI  nonreactive;  FTA- 
ABS  reactive).  Twenty  of  the  62  chronic 
false-positive  reactors  studied  had  evidence 
of  lupus  erythematosus  or  other  collagen  vas- 
cular diseases. 


October,  196( 


401 


Oxytocic  Infusion  for  Induction  and 
Augmentation  of  Labor* 


A.  Introduction ; 

The  most  reliable  method  of  stimulating 
activity  in  the  pregnant  uterus  is  an 
intravenous  drip  of  a solution  contain- 
ing an  effective  oxjTocic  agent.  The  ac- 
cepted technique  for  this  procedure  per- 
mits the  safe  administration  of  physi- 
ologic amounts  of  oxytocin  under  ex- 
cellent control.  As  a result,  oxytocic  in- 
fusion has  acquired  great  popularity 
during  the  past  15  years,  for  inducing, 
or  augmenting  labor. 

B.  Indications : 

1.  Induction  of  labor. 

a.  Therapeutic  induction. 

The  usual  obstetrical  or  medical 
indications,  which  create  the 
desirability  of  terminating  preg- 
nancy, but  without  great  ur- 
gency. Even  in  the  even  of  non- 
effacement,  repeated  oxytocic 
infusion  will  “condition”  the 
cervix,  and  increase  the  likeli- 
hood of  labor.  This  has  proven 
to  be  particularly  valuable  in 
missed  abortion. 

b.  Elective  induction  (“Childbirth 
by  Appointment”).  The  proven 
efficiency  and  safety  of  oxy- 
tocic infusion  has  resulted  in 
an  increased  approval  for 
“scheduled  labor”  in  selected  pa- 
tients. The  advantages  are: 

(1)  Improved  patient  control, 
just  prior  to  labor. 

(2)  Prevention  of  unattended 
delivery,  due  to  rapid  la- 
bor, or  transportation  dif- 
ficulties. 

(3)  Desirable  psychological  ef- 
fect on  the  patient. 

(4)  Active  participation  of  the 
obstetrician  under  gener- 
ally ideal  conditions. 
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2.  Augmentation  of  labor. 

OxjTocic  infusion  is  an  effective 
means  of  stimulating  early  labor, 
or  overcoming  uterine  inertia. 
Fields  and  his  associates^  reported 
that  augmentation  done  on  433  pa- 
tients, resulted  in  delivery  within 
12  hours  in  all  but  four.  Goldman® 
obtained  successful  results  in  85.7% 
of  300  consecutive  cases  of  ineffi- 
cient uterine  action.  We  have  found 
the  stimulating  effect  of  oxytocic 
infusion  to  be  especially  helpful 
in  the  inferior  type  labor  so  often 
associated  with  occiput  posterior  or 
transverse,  especially  during  the 
second  stage,  when  patient  coopera- 
tion is  most  difficult  to  obtain. 

C.  Prerequisites  for  induction  of  labor  (es- 
pecially elective  induction) : 

1.  The  patient  should  be  at,  or  near 
term. 

2.  The  baby  should  be  estimated  to 
weigh  at  least  2700  gms.  (6  lb.). 

3.  The  presentation  should  be  vertex, 
at  a station  minus  one,  or  lower. 

4.  The  cervix  should  be  centrally  locat- 
ed in  the  vaginal  axis,  60-70%  ef- 
faced, and  at  least  three  cm  dilated. 

5.  There  should  be  no  cephalopelvic 

disproportion. 

6.  The  patient  should  be  indoctrinated, 

•Presented  at  the  meeting  of  the  Nebraska  State  Medical 
Association,  Lincoln,  Nebraska,  May  4,  1966. 
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psycologically  prepared,  and  quite 
willing  to  undergo  induction. 

D.  Technique  for  Oxytocic  Infusion. 

1.  Preliminary  examination  should  in- 
clude blood  pressure,  temperature, 
pulse,  fetal  heart  tones,  presenting 
part,  and  condition  of  the  cervix. 

2.  For  induction  of  labor,  the  infusion 
usually  consists  of  1000  ml  of  5% 
glucose  in  distilled  water,  regulat- 
ed at  a flow  of  15-20  drops  per  min- 
ute. Then  add  10  International 
Units  (1  ml)  of  the  oxytocic  agent, 
and  thoroughly  mix  with  the  glu- 
cose solution.  Ordinarily  at  Touro 
Infirmary,  Pitocin  (Parke  - Davis) 
has  been  used,  although  Syntocinon 
(Sandoz)  seems  equally  effective. 

3.  For  augmentation  of  labor,  a more 
dilute  solution  is  desirable  and  rec- 
ommended, usually  limited  to  three 
to  five  units  of  the  oxytocic  agent, 
in  the  infusion  solution. 

The  patient  should  receive  the  in- 
fusion in  the  Delivery  Unit,  where 
better  care  is  available,  and  where 
facilities  are  at  hand  for  the  treat- 
ment of  any  unforeseen  develop- 
ment. 

4.  The  “latent  period”  (from  start  of 
oxytocic  drip  until  onset  of  myo- 
metrial  response)  is  usually  five  to 
ten  minutes,  and  the  initial  uterine 
activity  must  be  observed  carefully. 
The  “myometrial  pattern”  develops 
during  the  first  hour  of  infusion, 
and  is  the  period  of  time  during 
which  the  patient  and  fetus  should 
be  frequently  evaluated.  Frequency, 
intensity,  and  duration  of  uterine 
contractions  must  be  watched  care- 
fully, and  the  speed  of  the  infusion 
determined  by  the  uterine  response. 
Only  by  such  careful  and  constant 
observation  can  the  safety  of  this 
procedure  be  maintained. 

At  Touro  Infirmary,  it  is  obliga- 
tory that  the  physician  remain  in 
constant  attendance  from  the  start 
of  the  oxytocic  infusion  until  de- 


livery is  terminated.  Naturally, 
this  is  time  consuming,  but  has 
the  advantage  of  limiting  the  inci- 
dence of  elective  induction,  as  well 
as  preserving  the  safety  factor. 

5.  Amniotomy,  when  performed  judi- 
ciously, further  augments  and  short- 
ens labor.  However,  since  myo- 
metrial sensitivity  is  often  unpre- 
dictable, rupture  of  the  membranes 
should  be  delayed  until  labor  is  def- 
initely established. 

An  Oxytocin  Sensitivity  Test 
was  suggested  by  Smith®  in  1954, 
but  presumably  enjoys  little  current 
clinical  popularity. 

Vaginal  cytology  can  also  be 
useful  in  predicting  the  likelihood 
of  success  with  an  oxytocic  infu- 
sion. 

E.  Results: 

The  infusion  technique  has  proven  so 
successful,  that  in  many  medical  cen- 
ters, induction  of  labor,  chiefly  elective, 
is  being  done  in  10-20%  of  private  pa- 
tients.^-At  Touro  Infirmary,  11% 
of  our  private  patients  from  1957  to 
1965  have  been  induced  electively,  and 
with  excellent  results.  The  duration  of 
labor  is  usually  about  50%  less  than  in 
spontaneous  labor.  In  300  patients 
having  elective  induction,  compared 
with  an  equal  number  of  spontaneous 
labors,  ScheppegrelP  found  the  aver- 
age duration  of  labor  in  elective  induc- 
tion to  be  3.4  hours,  as  compared  to 
7.5  hours  in  the  spontaneous  group.  In 
our  group,  65%  of  the  primipara,  and 
90%  of  the  multipara  delivered  within 
6 hours.  Schaefer*  delivered  all  of  his 
277  elective  inductions  within  8 hours, 
whereas  only  60%  of  those  patients  go- 
ing into  spontaneous  labor  delivered 
within  that  period. 

F.  Complications : 

Intelligent  management  and  constant 
observation  will  minimize  the  hazards 
of  induction  or  augmentation  of  labor. 
Careful  patient  selection  will  render 
elective  induction  highly  safe.  Fields^ 
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has  presented  a most  comprehensive 
study  of  complications  in  3,324  elective 
inductions.  The  most  significant  are: 

1.  Uterine  spasm. 

This  is  more  likely  to  occur  at  the 
beginning  of  the  infusion,  and  in 
primipara.  Careful  regulation  of 
the  oxytocic  drip  will  prevent  this 
condition. 

2.  Fetal  distress. 

Fetal  heart  tones  below  100,  or  over 
170,  especially  with  irregularity,  or 
the  passage  of  meconium  in  a vertex 
presentation  indicate  fetal  distress, 
and  require  that  the  oxytocic  drip 
be  discontinued. 

3.  Prolapse  of  the  cord. 

Actually,  this  is  more  common  in 
therapeutic  induction,  or  in  spon- 
taneous labor,  especially  in  breech 
presentation.  Careful  patient  se- 
lection and  evaluation  will  mini- 
mize this  possibility.  Before  arti- 
ficial rupture  of  the  membranes,  be 
certain  that  an  “occult”  prolapse 
of  the  cord  does  not  exist. 

4.  Small  infant  (less  than  2500  gm,  or 
5.5  lb). 

This  is  highly  important  from  the 
standpoint  of  moral  and  medico- 
legal responsibility,  and  particular- 
ly in  elective  induction.  X-ray  ex- 
amination is  a valuable  adjunct  in 
estimating  fetal  size,  detecting 
multiple  pregnancy,  or  fetal  ano- 
maly. It  is  wise  to  avoid  elective 
induction  at  any  time  that  doubt 
exists  as  to  the  patient,  or  her 
baby. 

5.  Postpartum  hemorrhage. 

Experience  has  taught  us  to  allow 
the  oxytocic  drip  to  continue  for  at 
least  one  hour  following  delivery, 
for  the  prevention  of  uterine  atony, 
and  undue  blood  loss.  In  1959,  ex- 
cessive postpartum  bleeding  oc- 
curred in  1.1%  of  our  171  patients 
induced  electively  by  oxytocic  in- 


fusion, but  since  then,  continuing 
the  drip  for  at  least  one  hour  after 
delivery  has  prevented  uterine  atony 
and  bleeding. 

6.  Failure  to  respond  to  oxytocic  in- 
fusion. 

It  is  suggested  that  if  effective, 
rhythmic  contractions  of  the  uterus 
do  not  occur  within  four  hours,  the 
infusion  be  discontinued,  and  the 
case  completely  re-evaluated.  But, 
as  mentioned  previously,  cervical 
effacement  may  require  two  or  more 
infusions,  after  which  “true”  labor, 
with  progressive  cervical  dilatation 
may  be  anticipated. 

G.  Summary. 

1.  The  obligation  of  the  obstetrician  is 
to  assist  in  making  childbirth  a 
simple,  safe,  and  gratifying  experi- 
ence. 

2.  The  traditional  and  conservative 
“hands  off”  policy  is  still  important, 
but  the  intelligent  use  of  active  in- 
tervention has  accounted  for  prog- 
ress in  the  conduct  of  labor  and  de- 
livery. Analgesia,  anesthesia,  pro- 
phylactic episiotomy  and  low  for- 
cept  delivery  are  well  accepted  ex- 
amples. 

3.  The  administration  of  accurately 
controlled  amounts  of  an  effective 
oxytocic  agent  by  slow  intravenous 
drip  provides  a safe  and  reliable 
method  for  induction  or  augmenta- 
tion of  labor. 

4.  Elective  induction  of  labor  offers 
convenience  to  the  obstetrician,  as 
well  as  the  patient,  but  involves  cer- 
tain added  responsibilities  which 
should  receive  special  consideration. 
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Tension  Headache:  Psychiatric  Study  — M. 

J.  Martin  (Mayo  Clinic,  Rochester,  Minn.). 

Headache  6:47-54  (July)  1966. 

Psychiatric  consultations  of  50  patients 
with  the  classic  features  of  tension  head- 
ache revealed  situations  that  were  associat- 
ed with  grossly  evident  tension  in  41  of  50 
patients.  The  remaining  nine  patients  char- 
acteristically handled  emotional  conflict  by 
denial.  The  patients  related  problems  that 
could  be  classified  into  three  areas  — de- 
pendence, sexuality,  and  control  of  anger. 
Psychoneurotic  depression  was  commonly 
noted.  Thirty  - six  patients  had  signs  of 
poorly  controlled  anger  or  hostility  concern- 
ing interpersonal  relationships.  Usually,  this 
hostility  was  covert  and  often  associated  with 
past  or  present  evidences  of  depression  or 
ambivalence  toward  a significant  person  in 
their  life.  Many  pschosexual  conflicts  were 
apparent.  Generally,  the  Minnesota  Multi- 
phasic  Personality  Inventory  (MMPI)  pro- 
files were  more  deviant  than  those  of  pa- 
tients in  the  general  medical  population. 
MMPI  results  showed  salient  characteristic 
responses  in  hypochondriasis,  depression,  and 
hysteria  scales. 

On  the  Question  of  the  BCG  Vaccination  — 

W.  Courtin  (Holderweg  48A,  Karlsruhe- 

Ruppurr,  Germany).  Munchen  Med  Wschr 

108:1456-1459  (July  22)  1966. 

Among  50,250  children  treated  in  a nine- 
year  period,  525  had  a tubercular  illness.  The 
age  groups  from  1 to  under  5 years  (47.5%) 
and  from  5 to  10  years  (32.8%)  were  the 
most  frequently  affected.  The  most  fre- 
quent manifestations  were  active  bronchial 
tuberculosis  and  tuberculosis  of  the  hilar 
lymph  nodes  (334).  Other  forms  were  ob- 
served: primary  tuberculosis  (56),  menin- 


gitis and  its  subsequent  states  (41),  exuda- 
tive pleurisy  (38),  miliary  tuberculosis  (22) 
and  others  (34).  In  all  11  children  who 
died,  meningitis  or  miliary  tuberculosis  was 
the  cause  of  death.  In  spite  of  careful  in- 
vestigations the  source  of  infection  remained 
unknown  in  54.2%  of  the  children;  BCG  vac- 
cinations of  the  newborn  are  still  deemed 
necessary. 

Attraction  of  Anhidrotic  Individuals  to  Mos- 
quitoes — H.  I.  Maibach  et  al  (Univer- 
sity of  California  Medical  Center,  San 
Francisco).  Arch  Derm  94:215-217  (Au- 
gust) 1966. 

Two  anhidrotic  individuals  tested  con- 
firmed an  attractiveness  to  mosquitoes 
(Aedes  aegypti).  Attractiveness  was  evalu- 
ated by  recording  the  time  when  50%  of  the 
exposed  mosquitoes  probed  on  the  bottom 
of  a cage  held  over  the  forearm  (PT-50), 
and  by  placing  five  mosquitoes  in  a similar 
case  held  over  the  forearm  and  recording 
from  the  instant  of  the  first  exposure  the 
number  of  mosquitoes  probing  continuously 
for  a period  of  ten  minutes  (continuous  prob- 
ing technique).  The  PT-50  on  the  forearm 
of  these  subjects  was  significantly  higher 
than  the  control  (P<0.01)  but  the  palm  in 
which  the  subject  sweated  was  nonnally  at- 
tractive. Application  of  water  on  the  fore- 
arm of  the  subject  increased  attractiveness 
as  measured  by  PT-50;  however,  moisture 
per  se  being  the  attractive  factor  was  ruled 
out  as  minimal  probing  was  observed  over  a 
warm  (34  C)  moist  filter  paper.  The  low 
attractiveness  of  these  anhidrotic  individuals 
may  relate  to  the  lack  of  sweat  in  their  skin, 
and  the  application  of  water  releases  sub- 
stances attractive  to  mosquitoes. 
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The  Use  of  Embolectomy  and 
Thrombectomy  Catheters  To  Relieve 
Acute  Arterial  and  Acute  Venous  Occlusion 


Introduction 

The  successful  use  of  arterial 
embolectomy  and  venous  throm- 
bectomy catheters  has  provided  a 
technique  whereby  the  embolus  and  the  distal- 
ly  propagated  thrombus  can  be  easily  re- 
moved. Failure  to  remove  the  distal  clot,  in 
the  past,  was  responsible  for  less  than  com- 
plete restoration  of  peripheral  blood  flow  after 
an  acute  arterial  occlusion.  The  purpose  of 
this  paper  is  to  stress  the  importance  of 
early  diagnosis  and  surgical  treatment  of 
acute  arterial  occlusion  and  acute  venous 
thrombosis.  The  histories  of  three  patients 
are  given  to  show  how  recently  developed 
embolectomy  and  thrombectomy  catheters 
are  a definite  aid  in  the  treatment  of  ar- 
terial occlusion  and  venous  thrombosis. 


STEPHEN  W.  CARVETH,  MD 
Lincoln,  Nebraska 


Diagnosis 

The  diagnostic  signs  of  acute  arterial  oc- 
clusion of  an  extremity  are  pallor  when  the 
leg  is  elevated,  and  cyanosis  when  the  leg 
is  level  or  dependent.  The  extremity  is  cool, 
and  absent  or  markedly  diminished  pulses 
are  noted.  The  patient  usually  complains  of 
sudden  pain  and  numbness.  The  diagnosis 
is  confirmed  by  arteriography,  which  locates 
the  exact  point  of  occlusion.  When  an  em- 
bolus lodges  at  the  aortic,  iliac,  femoral  and 
popliteal  bifurcation,  the  treatment  should 
consist  of  immediate  arteriography,  hepar- 
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Figure  1.  Arterial  embolectomy  catheters*  with  and  without  balloon  inflated. 
•Edwards  Laboratories,  Inc.,  624  Dyer  Road,  Santa  Ana.  California  92705. 
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inization,  and  operative  relief  of  the  occlu- 
sion as  soon  as  possible.  This  should  be 
done  preferably  within  eight  hours  from  the 
onset  of  symptoms.  One  should  not  heat, 
cool,  or  elevate  the  effected  extremity  prior 
to  surgery.  Balloon  embolectomy  catheters 
are  able  to  extract  emboli,  and  to  remove 
thrombi  which  have  been  present  for  a few 
days  to  a week.  However,  the  sooner  the 
embolus  and  distal  thrombus  are  removed, 
the  greater  is  the  likelihood  that  one  will 
achieve  total  revascularization  of  the  extrem- 
ity. 

The  diagnostic  signs  of  venous  thrombosis 
include  the  gradual  onset  of  diffuse  swelling 
in  a warm,  painless  extremity  which  initially 
has  normal  color  and  good  pulses.  As  the 
swelling  increases,  the  intensity  of  the  pulse 
may  decrease  due  to  pressure.  The  skin 
then  assumes  a bluish  or  violaceous  color. 
Immediate  plans  for  surgical  evacuation  of 
the  clot  should  be  planned  and  carried  out. 
Heparin  can  be  given  at  the  time  of  surgery, 
and  should  be  continued  until  the  patient 
leaves  the  hospital.  Thrombi  are  removed 
by  withdrawal  of  thrombectomy  catheters 
which  are  passed  proximally  and  distally. 

Methods  and  Techniques 

Fogarty  and  co-workers,  in  1963,  de- 
scribed the  development  and  use  of  intra- 
vascular embolectomy  catheters.^  These  ar- 
terial catheters  varied  from  3 to  7 French 
in  diameter,  were  all  80  centimeters  in 
length,  and  the  distal  tip  contained  a small 
inflatable  latex  balloon  (figure  1).  The  ve- 
nous catheters  were  constructed  in  a similar 
fashion  and  varied  in  diameter  from  6 to 
10  French.  Basically  the  same  procedure 
was  employed  for  the  use  of  either  the  ar- 
terial embolectomy  or  venous  thrombectomy 
catheter.2-  ® 

The  catheters  were  threaded  into  the  ves- 
sel and  passed  beyond  the  embolus  or 
thrombus.  The  balloon  was  inflated,  and  the 
catheter  withdrawn.  The  distended  balloon 
effectively  and  efficiently  separated  the  em- 
bolus and  thrombus  from  the  intima,  and 
expressed  the  clot  through  the  arteriotomy 
and  venotomy  incisions.  The  distal  vessels 
were  irrigated  and  flushed  with  a heparin 


solution  which  was  injected  through  an  ir- 
rigation catheter  (figure  2).  Following 
endarterectomy,  the  artery  was  repaired  by 
Dacron  or  vein  patch  arterioplasty.  The  vein 
was  repaired  by  a continuous  running  su- 
ture. 

Case  1 — A 62-year-old  white  female 
was  hospitalized  in  the  early  fall  of 
1965  because  of  a compound  fracture 
of  her  right  tibia.  Her  convalescence 
was  satisfactory  until  one  evening,  when 
she  complained  of  sudden  onset  of  a 
cold,  numb,  painful  right  leg.  Exam- 
ination revealed  an  acutely  ill  female 
whose  pulse  was  110  and  irregular. 
Skin  blanching  was  noted  in  the  right 
mid-thigh  region ; the  limb  was  cold 
and  pulseless.  The  right  femoral  pulse 
was  bounding  and  a percutaneous  fe- 
moral arteriogram  showed  common  fe- 
moral occlusion  with  late  filling  of  the 
profunda  artery  (figure  3).  The  patient 
was  taken  to  the  operating  room  that 
evening,  and  under  spinal  anesthesia  a 
right  femoral  embolectomy  was  accom- 
plished (figure  4).  An  intact  38  centi- 
meter thrombus  was  removed  as  a No.  5 
Fogarty  catheter  with  inflated  balloon 
was  withdrawn  from  the  vessel.  An 
endarterectomy  was  carried  out  at  the 
bifurcation  of  the  common  femoral,  and 
this  included  the  orifice  of  the  profunda 
artery  as  it  was  partially  occluded  due 
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Figure  2.  Small  irrigating  catheter. 


October,  1966 


407 


to  plaque  formation.  The  vessel  was  re- 
paired by  a Dacron  patch  arterioplasty. 
A bounding  dorsalis  pedis  pulse  and  pos- 
terior tibial  pulse  was  at  once  palpated, 
and  the  wound  was  closed.  A long  leg 
cast  was  reapplied  after  one  week,  and 
she  was  dismissed  from  the  hospital  on 
the  15th  postoperative  day.  Circula- 
tion to  the  leg  and  foot  at  the  present 
time  is  quite  satisfactory  and  she  has 
started  partial  weight  bearing. 

Case  2 — A 77-year-old  male  was 
hospitalized  because  of  a right  super- 
ficial thrombophlebitis.  Rest,  heat, 
elevation,  and  anticoagulation  were  in- 
stituted. The  admission  hemoglobin  was 
8 grams  per  100  ml,  and  a stomach  X ray 
revealed  a polypoid  gastric  lesion.  Dur- 
ing the  preoperative  preparation  for 
abdominal  exploration,  the  patient  com- 
plained of  a sudden  onset  of  left  foot 
and  leg  pain.  Examination  revealed  a 


diminished  Grade  I left  femoral  pulse 
which  was  recorded  as  Grade  4 on  the 
admission  physical  examination.  The 
leg  was  cold,  pale,  and  no  other  per- 
ipheral pulses  were  obtained.  An  ar- 
teriogram revealed  a left  iliofemoral  ar- 
tery occlusion.  The  patient  was  taken 
to  the  operating  room,  and  simultane- 
ously a gastric  resection  and  iliofemoral 
thrombectomy  w a s accomplished.  A 
general  surgeon  performed  the  gastric 
resection  for  Grade  4 adenocarcinoma 
of  the  stomach  with  positive  periaortic 
nodes.  The  left  femoral  artery  was  ex- 
posed and  opened.  A Fogarty  catheter 
was  passed  distally,  and  withdrawal  of 
the  catheter  expressed  a 24  centimeter 
fresh  thrombus  (figure  5).  Good  brisk 
back  flow  was  obtained.  A distal  he- 
parin iiTigation  and  flush  was  per- 
formed and  the  vessel  was  temporarily 
occluded.  A larger  Fogarty  catheter 


Figure  3.  Femoral  arteriogram  illustrating  common  femoral  occlusion  on  the 
right  and  delayed  filling  of  the  profunda  artery  on  the  left. 
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was  passed  proximally  until  the  balloon 
tip  was  in  the  aorta.  The  balloon  was 
inflated,  the  catheter  was  withdrawn, 
and  forceful  pulsatile  flow  was  re- 
established at  once.  The  vessel  was  re- 
paired by  endarterectomy  and  Dacron 
patch  arterioplasty.  The  patient  toler- 
ated both  procedures  well  and  now  has 
a good  left  popliteal  pulse.  An  opera- 
tive right  femoral  arteriogram  indicated 
a chronic  right  superficial  femoral  oc- 
clusion without  evidence  of  popliteal 
filling.  Two  weeks  later  a right  thigh 
amputation  was  done  because  of  is- 
chemia and  gangrene  of  the  right  lower 
extremity.  The  patient  was  dismissed 
from  the  hospital  one  month  later;  al- 
though the  prognosis  is  poor,  he  is  up 
and  about  with  assistance. 

Case  3 — A 66-year-old  female  de- 
veloped diffuse  swelling  of  her  right  leg 
two  days  after  cholecystectomy.  She 
denied  pain  or  numbness,  and  the  in- 
volved leg  was  not  colder  than  its  mate. 
A pedal  pulse  was  present,  and  the  di- 
agnosis of  iliofemoral  venous  thrombosis 
was  made.  The  patient  was  returned 


to  the  operating  room  that  evening  and 
the  right  femoral  vein  was  exposed  un- 
der local  anesthesia.  After  systemic 
heparinization,  a Fogarty  venous  cath- 
eter was  passed  distally,  and  the  clot 
was  removed.  Distal  heparinization  and 
irrigation  was  accomplished.  The  cath- 
eter was  next  passed  proximally  into 
the  inferior  vena  cava,  and  the  balloon 
inflated.  As  the  catheter  was  with- 
drawn, a fresh  thrombus  was  extract- 
ed from  the  venotomy  incision.  Good 
proximal  and  distal  flows  were  main- 
tained, and  the  incision  was  closed.  Most 
of  the  swelling  had  subsided  by  the 
fourth  postoperative  day.  Heparin  anti- 
coagulation was  maintained  throughout 
her  hospital  stay.  Except  for  a small 
wound  hematoma,  her  convalescence  was 
uneventful  and  she  was  dismissed  from 
the  hospital. 

Discussion 

The  early  symptoms  of  an  acute  arterial 
occlusion  were  the  sudden  onset  of  a cold, 
painful,  numb,  pulseless  extremity.  The 
first  two  case  reports  pointed  out  the  im- 


Figure  4.  Photographic  illustration  taken  in  the  operating  room  during  the 
surgical  removal  of  a long,  intact,  distally  propagated  thrombus. 
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portance  of  early  diagnosis  of  a patient  with 
an  acute  arterial  occlusion.  Embolectomy 
and  complete  removal  of  the  distal  clot  was 
accomplished  in  both  instances  through  util- 
ization of  Fogarty  embolectomy  catheters. 
In  the  past,  the  major  difficulty  in  the  treat- 
ment of  this  condition  was  the  extraction 
of  the  distally  propagated  thrombus.^’®’® 
Failure  to  remove  this  distal  thrombus  re- 
sulted in  failure  to  re-establish  total  periph- 
eral circulation.  The  development  of  Fo- 
garty embolectomy  catheters  has  now  allowed 
complete  removal  of  the  embolus  and  the 
distally  propagated  thrombus.  Local  anes- 
thesia was  used  in  one  instance  and  mini- 
mized the  risk  of  operation  in  a critically  ill 
person.  Safe  retrograde  extraction  of  the 
aortic  and  iliac  emboli  can  be  accomplished 
through  a limited  groin  incision,  and  Fo- 
garty and  Cranley  have  stated  that  the  lim- 
ited dissection  decreased  the  hazard  of  im- 
mediate preoperative  heparinization. 

The  third  case  report  illustrated  the  use 
of  Fogarty  venous  thrombectomy  catheters. 
The  symptoms  of  a venous  thrombosis  were 


quite  different  from  those  of  an  arterial 
occlusion  and  should  be  recognized.  The 
earlier  the  diagnosis  is  made  and  the  earlier 
treatment  is  carried  out,  the  greater  the  pos- 
sibility of  complete  extraction  of  the  venous 
thrombus.  Delay  in  diagnosis  can  produce 
damaged  valves  which  may  prevent  total  ex- 
traction of  the  clot.  These  damaged  valves 
may  also  become  the  site  of  future  thrombus 
formation. 

Summary 

The  signs  and  symptoms  of  acute  arterial 
occlusion  and  acute  venous  thrombosis  are 
mentioned.  Three  case  i*eports  are  presented 
to  point  out  the  usefulness  of  the  recently 
developed  arterial  embolectomy  and  venous 
thrombectomy  catheters. 
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Figure  5.  Specimen  removed  at  surgery.  The  upper  portion  of  the  photograph  contains  the  24  centimeter 
intact  thrombus  which  was  removed  from  the  superficial  femoral  artery.  In  the  foreground  are  segments 
of  thrombi  removed  from  the  iliac  and  common  femoral  arteries. 
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Tetanus:  Its  Prophylaxis  and  Treatment  — 

L.  C.  Bernhardt  (University  of  Wisconsin 

Medical  School,  Madison)  and  R.  C.  Hickey. 

Amer  J Surg  112:23-27  (July)  1966. 

The  management  of  38  patients  with 
tetanus  over  a 20-year  period  is  described. 
Surgical  attention  to  the  wound  with  prompt 
debridement  and  careful  removal  of  all  de- 
vitalized tissue  and  foreign  bodies  is  man- 
datory. Tetanus  antitoxin  should  be  admin- 
istered in  doses  of  400,000  units  intramus- 
cularly and  400,000  units  intravenously  with 
a vehicle  of  250  ml  of  normal  sodium  chloride 
solution  to  which  1:100  dilution  of  epine- 
phrine is  added.  Additional  tetanus  anti- 
toxin should  be  injected  locally  around  the 
wound.  An  adequate  airway  is  necessary 
since  most  deaths  are  caused  by  respiratory 
complications.  With  the  aid  of  a tracheos- 
tomy, secretions  can  be  suctioned,  and  a res- 
pirator may  be  employed  in  combination  with 
muscle  relaxants.  Efforts  should  be  made 
to  reduce  noxious  stimuli  such  as  a dis- 
tended bladder  or  bowel.  Adequate  nutri- 
tion by  intravenous  fluids  in  the  early  days 
of  the  illness  is  important,  and  active  im- 
munization is  necessary  in  the  convalescent 
period. 


Anticoagulation  for  Prevention  of  Thrombo- 
embolism — E.  W.  Salzman,  W.  H.  Harris, 
and  R.  W.  DeSanctis  (Massachusetts  Gen- 
eral Hosp,  Boston).  New  Eng  J Med  275: 
122-130  (July  21)  1966. 

The  ability  of  prophylactic  anticoagula- 
tion with  warfarin  to  prevent  venous  throm- 
bosis and  pulmonary  embolism  was  investi- 
gated in  a controlled  study  of  184  elderly 
patients  with  fractures  of  the  hip.  Antico- 
agulated patients  received  an  initial  dose  of 
warfarin  shortly  after  admission,  and  many 
were  effectively  anticoagulated  before  sur- 


gery. Thromboembolic  complications  oc- 
curred in  22  of  83  patients,  in  three  of  18 
patients  in  whom  anticoagulation  was  con- 
traindicated, and  in  seven  of  83  treated  pa- 
tients, only  two  of  whom  were  adequately 
anticoagulated  when  thrombophlebitis  de- 
veloped. Pulmonary  embolism  occurred  in 
eight  of  101  patients  not  receiving  anti- 
coagulants and  in  one  patient  one  month 
after  discontinuing  warfarin,  but  in  none  of 
the  patients  while  receiving  anticoagulants. 
The  incidence  of  hemorrhagic  complications 
was  higher  in  patients  receiving  anticoagu- 
lants. 


Sudden  Unexpected  Death  in  Infancy  and 
Viral  Infection  — P.  C.  Balduzzi  and  R. 
M.  Greendyke  (260  Crittenden  Blvd,  Ro- 
chester, N.Y.).  Pediatrics  38:201-206 
(August)  1966. 

The  relationship  between  sudden,  unex- 
pected death  of  infants  and  enteric  viruses 
was  investigated.  Ninety-seven  cases  of  sud- 
den deaths  and  33  control  cases  comparable 
from  several  points  of  view  and  whose  cause 
of  death  was  known,  were  studied.  A total 
of  641  specimens  were  inoculated  in  suckling 
mice,  in  culture  of  monkey  kidney  cells, 
HeLa  cells,  and  fibroblasts  from  human  em- 
bryonic skin.  One  strain  of  echo  2 was 
found  in  the  stool  of  a control  case  and  14 
agents  were  isolated  from  the  sudden  death 
group.  These  isolates  included  eight  strains 
of  coxsackie  B (types  2,  3,  5),  one  strain  of 
coxsackie  A5,  three  strains  of  echo  (types 
10,  21,  22),  one  strain  of  polio-virus  1,  and 
one  strain  of  adenovirus  10.  Nine  agents 
were  isolated  from  stools;  five  strains,  all 
coxsackie  B,  were  isolated  from  organ  tis- 
sues. While  this  last  finding  suggests  that 
enteric  viruses  may  cause  sudden  deaths,  the 
frequency  of  isolation  is  too  low  to  be  signifi- 
cant in  a sample  of  the  size  investigated. 
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In  this  spreading  of  our  hobby  shop  net, 
we  have  come  up  with  a vara  avis  indeed. 
J.  Jay  Keegan,  M.D.,  is  known  for  so  many 
things  that  it  is  far  from  easy  to  know 
where  to  begin.  He  has  done  some  rather 
remarkable  research  on  the  influenza  pan- 
demic, a really  scientific  study  of  seats,  is 
well  known  for  his  dermatome  charts,  has 
of  course  been  Dean  of  the  University  of 
Nebraska  College  of  Medicine,  and  is  a fa- 
mous neurological  surgeon,  while  he  is  re- 
membered by  so  many  as  a truly  great 
teacher. 


noon  with  Dr.  and  Mrs.  Keegan,  and  we 
had  the  time  of  our  lives,  discussing  anatomy, 
great  physicians,  physiology,  comparing  Au- 
dubons,  and  watching  his  birds.  The  bird 
house  you  see  in  the  picture  is  nothing  short 
of  beautiful,  and  there  is  no  doubt  about  the 
birds  knowing  where  they  live.  There  is  a 
movable  baffle  plate  under  the  porch  and 
over  the  feeding  moat,  from  which  a fine 
wire  runs  to  a window  of  the  doctor’s  home, 
and  our  inventor  has  only  to  tug  at  the  wire 
and  discourage  birds  in  which  his  interest  is 
not  too  great.  A selection  somewhat  akin 
to  the  survival  of  the  fittest  is  accom- 
plished by  the  use  of  this  technique  and  by 
limiting  the  feed  to  large  sunflower  seeds, 
for  sparrows  and  starlings  and  blackbirds 
do  not  come  to  the  feeder,  while  cardinals, 
chickadees,  and  nuthatches  now  regard  it 
as  their  rightful  home. 


Dr.  Keegan’s  hobby  is  building  bird  feed- 
ing stations,  but  they  are  bird  feeding  sta- 
tions like  you  never  saw ; they  are  exact 
replicas  of  people’s  homes,  constructed  down 
to  the  last  detail.  Dr.  Keegan  began  with 
a model  of  his  own  American  Colonial  home, 
and  we  have  seen  this.  He  has  built  no  less 
than  eight  of  these  unusual  houses,  including 
an  exact  copy  of  the  governor’s  mansion. 
We  spent  a pleasant  and  memorable  after- 


Others of  Dr.  Keegan’s  facilities  for  the 
improvement  of  through-the-window  bird 
watching  include  suet  stations,  nearby 
ground  feeding,  and  an  electrically  heated 
water  bath.  Our  neurosurgical  friend  says 
that  with  migratory  birds  in  the  fall  and 
spring,  and  with  other  birds  nesting  or 
staying  all  winter,  he  has  been  able  to  ob- 
serve more  than  forty  species  in  his  own 
yard,  and  fifteen  or  more  on  snowy  winter 
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mornings.  “I  have  singing  birds,”  wrote 
Aldrich,  “all  the  year  round.” 

We  must  confess  that  we  watch  birds, 
too,  and  we  agree  that  field  trips  are  not 
in  it  with  avian  window  watching.  There  is 
a great  deal  of  pleasure  to  be  had  in  at- 
tracting birds  to  your  own  lawn,  in  keeping 
them  alive  all  winter,  and  in  observing  them 
at  close  hand.  For  our  part,  it  is  far  less 
exhausting  than  a field  trip,  but  Dr.  Kee- 
gan’s motivation,  and  ours,  is  the  joy  of 
coming  down  to  breakfast  and  seeing  our 
feathered  friends  have  theirs,  too.  We  must 
end  by  saying  that  Dr.  Keegan  is  not  an 
ordinary  watcher,  nor  is  he  an  ordinary 
builder. 

His  little  houses  are  works  of  art. 

— F.C. 

Our  Medical  Schools 

U.  of  N.— 

Medical  faculty  members  from  the  Uni- 
versity of  Nebraska  and  University  of  Mis- 
souri medical  colleges  will  collaborate  on 
the  presentation  of  the  Nebraska-Missouri 
M.D.  Day  and  Cornhusker  Surge ly  Confer- 
ence, October  28  and  29.  The  program  is 
scheduled  at  the  Nebraska  Center  for  Con- 
tinuing Education,  33rd  and  Holdrege,  Lin- 
coln, Nebraska. 

Topics  during  the  one  and  one  half  day 
course  will  be  presented  by  Missouri  fac- 
ulty members: 

“An  Approach  to  Renal  Hypertension”  by 
Dr.  Marion  S.  DeWeese,  professor  and 
chairman  of  the  department  of  surgery; 
“Heart  Failure  in  the  Operating  Room”  by 
Dr.  Kenneth  K.  Keown,  professor  of  anes- 
thesiology; “Urinary  Solutes  — An  Aid  in 
the  Evaluation  of  Oliguria”  by  Dr.  Nathan 
C.  Galloway,  assistant  professor  of  medi- 
cine; “Neck  Injuries”  by  Dr.  Lester  Wol- 
cott, associate  professor  of  community  health 
and  medical  practice  and  chief,  section  on 
physical  medicine  and  rehabilitation;  and 
“The  Diabetic  Pregnancy”  by  Dr.  Theordore 
King,  assistant  professor  of  obstetrics  and 
gynecology. 

On  Saturday  morning  a clinical  patho- 
logical conference  will  be  given  by  the  path- 


olog>'  department  from  Dr.  Frederick  Ware, 
Jr.,  associate  professor  of  physiology  and 
pharmacology  and  assistant  professor  of 
internal  medicine  at  the  Nebraska  Medical 
Center,  will  moderate  the  discussion  follow- 
ing the  C.P.C. 

The  course  will  adjourn  Saturday  morn- 
ing in  time  for  registrants  to  attend  the  Ne- 
braska-Missouri football  game. 

Dr.  C.  A.  McWhorter,  professor  and  chair- 
man of  the  department  of  pathology  at  the 
University  of  Nebraska  College  of  Medicine, 
is  program  coordinator. 

U.  of  N.— 

Medical,  nursing,  technology,  and  gradu- 
ate students  are  returning  to  classes  at  the 
University  of  Nebraska  College  of  Medicine. 
Student  enrollment  reached  about  570  on 
September  12  when  the  fall  term  began.  An 
incoming  freshman  class  of  87  attended  ori- 
entation on  Thursday,  September  8,  and 
registered  on  September  9.  The  new  class 
includes  78  residents  of  Nebraska  and  nine 
nonresidents,  two  of  whom  are  women. 

U.  of  X.— 

Three  faculty  members  from  the  University 
of  Nebraska  College  of  Medicine  presented 
scientific  sessions  at  an  interprofessional 
seminar  for  veterinarians  and  physicians  in 
Manhattan,  Kan.,  September  15  and  16. 
The  annual  seminar,  “Diseases  Common  to 
Animals  and  Man,”  was  conducted  on  the 
Kansas  State  University  campus. 

Contributers  to  the  seminar  from  Ne- 
braska : 

“A  Comparison  of  Large  Mammal  Lym- 
phoid Neoplasma:  Bovine  and  Human  Lym- 
phoma and  Leukemia  Clinical  and  Labora- 
tory Aspects”  by  Dr.  Henry  M.  Lemon, 
director  of  the  Eppley  Cancer  Institute;  co- 
authors are  Drs.  Marvin  J.  Twiehaus  and 
C.  A.  Mebus  of  the  department  of  veterinary 
science  at  the  University  of  Nebraska,  Lin- 
coln, and  Drs.  Perry  G.  Rigby,  associate 
professor  of  internal  medicine  and  anatomy 
at  the  medical  college,  and  Robert  C.  Rosen- 
lof , assistant  professor  of  internal  medicine ; 

“Some  Observations  on  the  Carrier  State 
of  Leptospira  pomona  in  Hamsters”  by  Dr. 
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Norman  G.  Miller,  associate  professor  of 
medical  microbiology  at  the  College  of  Medi- 
cine ; 

“Pasteurella  multocida  Infections  in  Hu- 
mans. Report  of  Isolations  from  the  Res- 
piratory Tract  of  Man  in  Health  and  Dis- 
ease” by  Dr.  Harry  W.  McFadden,  Jr.,  pro- 
fessor and  chairman  of  the  medical  college’s 
medical  microbiology  department ; co-au- 
thors are  Dr.  J.  Calvin  Davis,  III,  assistant 
professor  of  internal  medicine  and  assistant 
professor  and  acting  chairman  of  the  depart- 
ment of  preventive  medicine  and  public 
health;  and  Miss  Margaret  Lassek,  a medi- 
cal technologist  in  University  Hospital’s 
pathology  department. 

Creighton — 

The  Dr.  C.  C.  and  Mabel  L.  Criss  Medical 
Center  opened  officially  this  fall  on  the 
Creighton  University  campus  with  sopho- 
more medical  students  launching  the  college 
year  in  the  recently  completed  Basic  Science 
Building.  Freshman  students  also  began 
classes  in  the  new  facility.  The  last  two 
years  of  medicine  will  continue  at  the  down- 
town medical  school  until  Unit  HI  of  the 
Criss  Medical  Center  is  opened. 

The  seven  level  structure  will  house  lab- 
oratories, classrooms,  and  administrative 
offices.  It  is  directly  north  of  the  Research 
Building  on  Twenty-seventh  Street  between 
California  and  Burt  Streets.  It  will  provide 
95,000  square  feet  of  floor  space.  The  first 
floor  of  the  nearly  $4-million  building  will 
accommodate  the  medical-pharmacy  library. 
The  building  is  connected  to  the  Research 
Building,  completed  in  1963,  by  a flying 
bridge. 

U.  of  N.— 

During  the  past  two  months  300  babies 
born  in  the  University  of  Nebraska  Hos- 
pital in  Omaha  have  been  screened  for  cystic 
fibrosis  by  means  of  a simple  paper  strip 
test.  It  takes  only  a paper  stick  that  was 
originally  used  on  urine  specimens  and  a 
diluted  portion  of  a newborn’s  first  stool. 
The  degree  of  water  color  change  made  by 
the  coated  stick  can  determine  questionable 
cases  of  the  disease.  “This  test  is  still  in 
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the  experimental  stage,”  said  Dr.  Gordon 
Gibbs,  director  of  the  Care,  Teaching  and 
Research  Center  of  the  National  Cystic  Fi- 
brosis Foundation  at  the  University  of  Ne- 
braska College  of  Medicine.  “But  it  is  now 
done  on  every  newborn  at  University  Hos- 
pital and  will  soon  be  used  in  all  the  Omaha 
hospitals.” 

The  idea  for  the  test  was  originated  last 
winter  when  John  Donaldson,  of  Lincoln, 
Nebraska,  then  a senior  medical  student,  was 
working  on  his  senior  thesis.  While  study- 
ing a long  chemical  procedure  that  had  been 
developed  to  determine  the  presence  of  cystic 
fibrosis,  he  thought  of  the  idea  for  the  paper 
strip  test. 

This  test  serves  as  a preliminary  screen 
for  cystic  fibrosis.  When  so  indicated,  the 
more  complex  and  expensive  chemical  test 
is  administered.  “The  screening  test  can 
easily  be  made  on  all  newborn,”  Dr.  Gibbs 
said. 

U.  of  N.— 

Dr.  Dale  P.  J.  Goldsmith  reported  on  the 
“Measurement  of  DNA  in  Intestinal  Fluids” 
before  the  18th  annual  autumn  meeting  of 
the  American  Physiology  Society  in  Houston, 
Texas.  He  is  an  associate  professor  of  bio- 
chemistry at  the  University  of  Nebraska 
College  of  Medicine. 

U.  of  N.— 

Dr.  Perry  G.  Rigby  of  the  University  of 
Nebraska  College  of  Medicine  presented  a 
paper  before  an  international  meeting  in 
Sydney,  Australia  in  the  latter  part  of  Au- 
gust. 

His  paper,  “Lymphocytic  Nuclear  RNA 
and  Immune  Competence,”  will  be  given  be- 
fore the  11th  Congress  of  the  International 
Society  of  Haematology,  August  21-26. 

Creighton — 

Two  physicians  have  joined  the  faculty  of 
the  Creighton  University  School  of  Medicine 
on  a full-time  basis,  it  was  announced  by 
Richard  L.  Egan,  Dean  of  the  School.  They 
are  Dr.  Benjamin  G.  Cobb,  Associate  Pro- 
fessor of  Urology,  and  Dr.  Richard  D. 
Schultz,  Assistant  Professor  of  Surgery. 
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Dr.  Cobb  received  a Bachelor  of  Arts  De- 
gree from  College  of  the  Pacific,  Stockton, 
Calif.,  and  his  medical  degree  from  the  Uni- 
versity of  California  at  Los  Angeles,  Calif. 
He  interned  at  Johns  Hopkins  Hospital,  Bal- 
timore, Md.  Dr.  Cobb  was  a surgical  resi- 
dent at  the  University  of  Minnesota  Hospital 
in  Minneapolis  and  he  took  a urology  resi- 
dency at  the  University  of  Washington  Af- 
filiated Teaching  Hospitals,  Seattle,  Wash. 
He  was  a surgical  research  fellow  at  the 
University  of  Saskatchewan,  Saskatoon,  Sas- 
katchewan, Canada;  a United  States  Public 
Health  Service  postdoctoral  fellow  at  the 
University  of  Washington  in  Seattle,  and  a 
USPHS  special  fellow,  also  at  the  Univer- 
sity of  Washington.  He  was  an  assistant 
professor  in  the  Department  of  Urology  at 
the  University  of  Washington  School  of  Med- 
icine and  Affiliated  Teaching  Hospitals  be- 
fore joining  the  Creighton  faculty. 

Dr.  Schultz  is  a native  of  Schleswig,  Iowa. 
He  received  his  premedical  and  medical 
training  at  Creighton  University.  Following 
his  graduation  from  the  Creighton  Univer- 
sity School  of  Medicine  in  1958,  Dr.  Schultz 
took  his  internship  and  a general  surgery 
residency  at  Creighton  Memorial  St.  Joseph’s 
Hospital.  He  was  a surgery  resident  at  the 
University  of  Washington  and  Affiliated 
Hospitals  in  Seattle  from  1960  to  1965.  Be- 
fore joining  the  Creighton  faculty  Dr. 
Schultz  was  an  instructor  in  surgery  at  the 
University  of  Washington  School  of  Medi- 
cine. He  is  a member  of  Sigma  Xi,  honorary 
research  fraternity,  and  has  been  invited  to 
contribute  a chapter  to  a textbook,  “Col- 
lateral circulation.”  Dr.  Schultz’s  contribu- 
tion will  concern  organs  of  the  chest  and 
upper  abdomen. 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINIC— 
October  1 — Cozad,  Elks  Club 
October  15  — McCook,  St.  Catherine’s 
Hospital 

October  29  — Hastings,  Elks  Club 
November  5 — Norfolk,  Norfolk  State 
Hospital 

November  19  — Alliance,  Central  High 
School  Building 


OTOLARYNGOLOGIC  ASSEMBLY  — The 
Annual  Otolaryngologic  Assembly  of  1966 
will  be  held  October  1 through  7,  1966, 
in  the  new  Illinois  Eye  and  Ear  Infirmary 
at  the  Medical  Center,  Chicago.  Write  to; 
Department  of  Otolaryngology,  P.O.  Box 
6998,  Chicago,  Illinois  60680. 

ENDOCRINE  SOCIETY  — October  3rd 
through  7th,  1966;  Eighteenth  Postgradu- 
ate Assembly  of  the  Endocrine  Society,  in 
Oklahoma  City,  Oklahoma ; co-sponsored 
by  the  University  of  Oklahoma  Medical 
Center  at  the  Skirvin  Hotel.  Registration 
fee:  $100;  write  to  Dr.  Henry  H.  Turner, 
1200  North  Walker,  Oklahoma  City. 

Future  Meetings  of  the  American 

College  of  Soirgeons — 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 

Secretary,  American  College  of  Surgeons,  55 

East  Erie  Street,  Chicago,  Illinois  60611. 

AMERICAN  ACADEMY  OF  PEDIATRICS 

— 35th  Annual  Meeting,  October  22-27, 
1966;  Palmer  House,  Chicago,  Illinois. 

INTERNATIONAL  CANCER  CONGRESS 
— The  IX  International  Cancer  Congress 
will  be  held  in  Tokyo,  Japan,  from  October 
23-29,  1966.  Write  to  Hirsch  Marks,  MD, 
435  East  57th  St.,  New  York  22,  N.Y. 

AMERICAN  ASSOCIATION  OF  BLOOD 
BANKS  — 19th  Annual  Meeting,  in  Los 
Angeles,  California,  October  25-28,  1966. 
Write  to  the  Central  Office  of  the  Ameri- 
can Association  of  Blood  Banks,  30  N. 
Michigan  Avenue,  Chicago,  Illinois  60602. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

— 34th  Annual  Assembly,  October  31, 
November  1,  2,  and  3,  1966,  Civic  Audi- 
torium, Omaha.  Sessions  are  presented 
under  co-sponsorship  of  Creighton  Uni- 
versity School  of  Medicine,  University  of 
Nebraska  College  of  Medicine,  and  Ne- 
braska Chapter  of  American  Academy  of 
General  Practice;  the  program  is  accept- 
able for  30  accredited  hours  by  the 
A.A.G.P.  Write  to:  Director  of  Clinics, 
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Omaha  Mid-West  Clinical  Society,  1040 
IMedical  Arts  Building,  Omaha,  Nebraska 
68102. 

COURSE  IN  MEDICAL  AND  SCIENCE 
WRITING  — - Two  and  a half  days  of  lec- 
tures and  workshops  in  medical  and  basic 
science  writing  will  be  held  November  11- 
13,  1966,  at  Asilomar,  Pacific  Grove,  Cali- 
fornia, under  the  sponsorship  of  the  North- 
ern California  chapter  of  the  American 
Medical  Writers  Association.  The  second 
in  a proposed  series  of  intensive  courses 
with  limited  enrollment,  the  meeting  will 
feature  three  speakers  who  are  expert 
in  this  specialized  field  of  communication, 
and  each  lecture  will  be  followed  by  small- 
group  clinical  discussions  of  published  or 
unpublished  papers  offered  for  criticism 
by  enrollees.  The  fee  for  registration, 
which  includes  tuition,  meals  and  deluxe 
rooms  at  Asilomar  for  two  nights,  is  $63 
each  for  two  persons  in  a room,  $61  each 
for  three  in  a room.  For  registration  or 
further  information,  write  to  Harley  Mes- 
singer,  M.D.,  3029  Benvenue  Avenue, 
Berkeley,  California  94075. 

EIGHTH  NATIONAL  CONFERENCE  ON 
THE  MEDICAL  ASPECTS  OF  SPORTS 
— Las  Vegas,  Nevada,  November  27, 
1966,  in  conjunction  with  the  Annual  Clin- 
ical Convention  of  the  AM  A,  November 
27-30,  1966. 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
the  following  Postgraduate  Education 
Courses  during  1965  and  1966: 

— December,  1966:  17th  Hahneman  Sym- 
posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 

FIRST  NATIONAL  CONGRESS  ON  THE 
SOCIO-ECONOMICS  OF  HEALTH 
CARE  — January  22-23,  1967,  Palmer 
House,  Chicago,  sponsored  by  the  Council 
on  Medical  Service  and  the  Division  of 
Socio-Economic  Activities  of  the  A.M.A. 
Write  to:  Division  of  Socio-Economic  Ac- 
tivities, A.]\LA.,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 


THE  REGIONAL  MEETING  OF  THE 
AMERICAN  COLLEGE  OF  PHYSICIANS 
— Will  be  held  at  the  Blackstone  Hotel  on 
Saturday  afternoon,  February  25,  1967. 

Books 

Atlas  of  Hernia  Repair  by  Carl  H.  Caiman,  M.D. 
Published  in  August  1966  by  The  C.  V.  Mosby 
Company  of  Saint  Louis,  Missouri.  159  pages 
(9"  by  11")  with  69  pages  of  illustrations  by 
Katherine  Masterson.  Price  $16.75. 

Doctor  Caiman,  now  in  Clearwater,  Florida,  for- 
merly was  an  Assistant  in  Clinical  Surgei-y  at  the 
Washington  University  School  of  Medicine  in  Saint 
Louis,  Missouri.  Mrs.  Masterson’s  illustrations  are 
excellent.  Doctor  Caiman’s  discussions  and  in- 
structions are  concise  and  clear.  The  combination 
is  a text  that  should  prove  useful  to  interns,  sur- 
gical residents,  and  all  physicians  whose  work  in- 
cludes the  surgical  repair  of  hernias. 

Questions  and  Answers  in  Orthopedics  (for  Students, 
Interns,  Residents,  and  Board  Aspirants)  by  F. 
G.  Goodman,  M.D.,  and  G.  R.  Schoedinger,  III, 
M.D.  Published  in  August  1966  by  The  C.  V. 
IMosby  Company  of  Saint  Louis,  ^Missouri.  244 
pages  (7"  by  10").  Price  $9.85. 

Drs.  Goodman  and  Schoedinger  are  members  of 
the  staff  of  the  Department  of  Surgeiy,  Division  of 
Orthopedic  Surgery,  of  the  Washington  University 
School  of  Medicine  in  Saint  Louis,  Missouri.  They 
have  prepared  1500  review  questions  (multiple 
choice,  single  answer;  multiple  choice,  multiple 
answers;  situation  and  progressive  thought;  time 
or  false)  with  answers  and  references. 

The  stated  purpose  of  this  publication  is  “to 
breed  unrest  and  discontent  within  the  mind  of  its 
reader;  to  point  out  the  areas  of  his  ignorance; 
and  to  give  him  discomfort  until  he  has  exhausted 
the  available  literature  to  understand,  not  just  the 
answers,  but  the  problems  of  orthopaedics.”  The 
questions  have  been  designed  not  specifically  as 
testing  questions,  but  as  learning  questions. 

Synopsis  of  Neurology  by  F.  M.  Forester,  M.D. 
Published  July  15,  1966  by  The  C.  V.  Mosby 
Company  of  Saint  Louis,  Missouri.  218  pages 
(5"  by  7L")-  Price  $7.50. 

The  author  of  this  book  is  Professor  and  Chair- 
man of  the  Department  of  Neurology  at  the  Wis- 
consin University  School  of  Medicine  at  Madison, 
Wisconsin. 

This,  the  second  edition,  has  been  prepared  with 
the  same  concept  as  the  first  (1962)  edition,  namely, 
the  presentation  of  the  essential  facts  in  a simple 
manner.  Newer  techniques  in  diagnosis  and  treat- 
ment have  been  introduced.  Some  of  the  methods 
presented  in  the  previous  edition  that  have  subse- 
quently proven  ineffective  or  dangerous  have  been 
deleted  or  de-emphasized. 

Although  written  primarily  for  medical  students, 
this  book  should  prove  valuable  for  interns,  resi- 
dents, and  practicing  physicians. 

Ocular  Pharmacology  by  William  H.  Havener,  IM.D. 
Published  July  22,  1966  by  The  C.  V.  Mosby  Com- 
pany of  Saint  Louis,  IMissouii.  456  pages  (7" 
by  10")  with  198  illustrations.  Price  $21.75. 
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COMMENTS  FROM  YOUR  PRESIDENT 


R.  C.  Derbyshire,  M.D.,  a practicing  sur- 
geon from  Sante  Fe,  has  long  been  an  active 
proponent  battling  to  upgrade  medical  prac- 
tice standards  throughout  the  United  States. 
He  is  a past  president  of  the  “Federation  of 
State  Medical  Boards  of  the  United  States” 
and  for  several  years,  Editor  of  the  Feder- 
ation Bulletin,  and  at  present  is  also  Editor 
of  the  “Newsletter”  of  the  New  Mexico 
Medical  Society. 

In  a recent  Editorial  in  the  Newsletter 
of  the  New  Mexico  Medical  Society,  Dr. 
Derbyshire  lambasted  the  A.M.A.  House  of 
Delegates  for  their  recent  action  at  the  an- 
nual meeting  in  June  which  in  essence  “ap- 
proved in  principle”  the  commissioning  of 
osteopaths  in  the  Armed  Services  to  practice 
medicine  and  surgery  on  an  equal  status 
with  MD’s. 

This  resolution  was  opposed  by  the  Ref- 
erence Committee  on  Medical  Military  Af- 
fairs and  this  committee  heard  discussions 
at  length  by  representatives  of  the  Armed 
Forces  and  others  interested  in  preventing 
double  standards  of  medical  care  for  our 
men  and  women  in  the  Armed  Forces.  Rep- 
resentatives of  the  Armed  Services  ex- 
pressed concern  that  commissioning  of  os- 
teopaths would  jeopardize  the  approval  of 
their  training  programs.  It  was  brought 
out  that  the  survey  of  the  osteopathic  schools 
by  the  Nebraska  Board  of  Examiners  had 
shown  that  not  one  osteopathic  school  met 
the  minimum  requirements  for  approval  as 
a medical  school.  The  College  of  Physicians 
and  Surgeons  of  Ontario  also  evaluated  two 
osteopathic  schools  and  concluded,  “The 
quality  of  medical  education  offered  in  the 
osteopathic  schools  in  the  United  States  does 
not  reach  the  standards  that  are  obtained 
in  Canadian  Medical  Schools,”  and  opposed 
the  registration  of  osteopaths  to  practice 
medicine.  As  Dr.  Derbyshire  pointed  out 
in  his  editorial,  “Probably  the  most  con- 
vincing witness.  Dean  William  Sodeman  of 


Jefferson  Medical  College,  a member  of  the 
Council  on  Medical  Education,  stated  in  no 
uncertain  terms,  although  one  must  con- 
clude from  a study  of  the  curriculum  of  os- 
teopathic schools  that  they  are  teaching 
medicine,  their  methods  are  second-rate. 
Furthermore,  he  stated  that  as  medical 
schools  they  rank  with  the  old  class  C schools, 
the  last  of  which  was  eliminated  in  1948.” 
The  Reference  Committee  of  the  House  of 
Delegates  recommended  disapproval  of  com- 
missioning of  osteopaths  for  the  Armed 
Services. 

It  is  conceivable  that  the  House  of  Dele- 
gates would  override  the  opinion  of  the 
Reference  Committee  after  such  thorough 
study,  and  approve  two  classes  of  doctors 
in  the  military  service. 

Nebraska  has  taken  a firm  stand  to  pre- 
vent two  classes  of  physicians  from  prac- 
ticing medicine  and  surgery  in  Nebraska; 
we  must  continue  to  oppose  double  standards 
for  the  best  interest  of  our  patients  in  giving 
them  top  quality  care.  No  matter  what  the 
A.M.A.  does,  we  must  not  give  up  the  fight. 

DAN  NYE,  M.D. 
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All  About  Us 

Doctor  Ralph  L.  Blair,  Broken  Bow,  has 
been  appointed  to  the  medical  service  of  the 
Grand  Island  ^^eterans  Hospital. 

Doctor  Wayne  Zlomke,  Ord,  recently  an- 
nounced that  he  would  open  new  office 
quarters  at  the  former  Ord  Hospital  Build- 
ing. 

Doctor  Perry  G.  Rigby,  Omaha,  presented 
a paper  before  the  International  Society  of 
Hematology  in  Sydney,  Australia. 

Doctor  George  Hoffmeister,  Hastings,  re- 
cently was  awarded  a medal  for  placing  third 
in  the  Class  A Amateur  Division  of  the  An- 
nual Championship  Tournament  sponsored 
by  the  National  Archery  Association. 

Doctors  Roger  and  Colleen  Dilley,  Tucson, 
Arizona,  will  begin  practice  in  a new  clinic 
in  Wisner,  Nebraska  in  early  October. 

The  town  of  Stanton  recently  honored  its 
physician.  Doctor  H.  S.  Tennant  by  naming 
a city  park  in  his  behalf. 

Announcements 

Annual  Mid-State  Medical  Conference 
in  November — 

The  Twelfth  Annual  Mid-State  Medical 
Conference  will  be  held  on  November  16, 
1966,  at  the  Holiday  Inn,  in  Kearney,  Ne- 
braska. It  will  be  concerned  with  “Recent 
Advances  in  Female  Hormone  Therapy”  and 
is  sponsored  by  the  Buffalo  County  Medical 
Society.  The  meeting  will  start  at  9 a.m. 
with  a welcome  by  Dr.  C.  B.  Carignan, 
President  of  the  Buffalo  County  Medical 
Society,  and  opening  remarks  by  Dr.  D.  A. 
Nye,  President  of  the  Nebraska  State  Medi- 
cal Association.  The  guest  faculty  includes 
Kermit  Krantz,  M.D.,  University  of  Kansas 
Medical  Center;  Warren  Pearse,  M.D.,  Uni- 
versity of  Nebraska  College  of  Medicine; 
Alfred  Sherman,  M.D.,  Washington  Univer- 
sity School  of  Medicine;  Thomas  Skillman, 
M.D.,  Creighton  University  School  of  Medi- 
cine; C.  A.  Woolever,  M.D.,  University  of 
Toronto;  and  R.  G.  Bunge,  M.D.,  University 
of  Iowa.  The  morning  session  will  be  mod- 
erated by  Monte  M.  Scott,  M.D. ; the  after- 
noon session  is  to  be  moderated  by  H.  V. 


Smith,  M.D.  There  will  be  question  and 
answer  panel  discussions  in  both  sessions. 
We  are  all  welcome. 

The  program  is  as  follows: 

— Morning  — 

9:15  Dr.  Pearse,  “Primary  Amenorrhea” 
9 :45  Dr.  Woolever,  “Secondary  Amenor- 
rhea” 

10:15  Coffee  Break 

10:45  Dr.  Skillman,  “Newer  Agents  That 
Stimulate  Fertility” 

11:15  Dr.  Woolever,  “Dysfunctional  Uter- 
ine Bleeding” 

12:15  Lunch 

— Afternoon  — 

1 :30  Dr.  Krantz,  “Abortion  and  Popula- 
tion Control  in  Our  Society” 

2 :15  Dr.  Skillman,  “The  Evaluation  of 
Hirsutism” 

2 :45  Coffee  Break 

3:15  Dr.  Krantz,  “Hormonal  Therapy  of 
the  Menopause” 

3 :45  Dr.  Sherman,  “Treatment  of  Endo- 
metrial Cancer” 

6 :30  Social  Hour 

7 :30  Banquet.  The  dinner  speaker  will 
be  Dr.  Bunge. 

There  is  also  to  be  a Ladies  Afternoon 
Session.  Dr.  Woolever  will  speak  on  “Birth 
Control”  at  2:00  p.m.,  and  Dr.  Krantz  will 
discuss  “The  Menopause”  at  2 :30  p.m. 

Las  Vegas  Host  to  A.M. A.  Clinical 
Convention — 

A scientific  program  especially  designed 
for  the  physician  in  practice  is  scheduled  for 
the  20th  Clinical  Convention  of  the  Ameri- 
can Medical  Association. 

The  four-day  meeting  Nov.  27-30,  1966, 
will  include  scientific  sessions  on  18  major 
topics,  three  postgraduate  courses,  breakfast 
roundtable  conferences,  closed-circuit  tele- 
vision and  medical  motion  picture  programs, 
and  a variety  of  scientific  exhibits. 

Of  special  interest  are  the  postgraduate 
courses,  which  have  been  expanded  to  three 
topics : Obstetrics  and  Gynecology,  Fluid 
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and  Electrolyte  Balance,  and  Cardiovascular 
Disease.  Each  course  will  consist  of  three 
half-day  sessions,  each  of  which  will  feature 
several  outstanding  teachers.  There  will  be 
a $10  registration  fee  for  each  course. 

Lively  discussion  should  be  a feature  of 
four  Breakfast  Roundtable  Conferences.  The 
topics:  “An  Agonizing  Reappraisal  of  Can- 
cer Chemotherapy,”  “The  Problem  and  Po- 
tential of  LSD,”  “The  Management  of  Meta- 
bolic Bone  Disease,”  and  “Indication  for  Car- 
dioversion.” 

An  outstanding  program  of  closed-circuit 
color  television  and  more  than  25  medical 
motion  pictures  will  be  presented. 

Topics  at  the  scientific  sessions  include: 
scintillation  scanning,  radiation  and  can- 
cer, clinical  pulmonary  physiology,  gastro- 
enterology, futuristic  diagnostic  and  thera- 
peutic tools,  neck  pain,  antibiotics,  urology, 
aerospace  medicine,  unconsciousness,  derma- 
tology, juvenile  diabetes,  endocrine  and 
metabolic  diseases,  pediatrics,  surgery, 
hematology,  psychiatry,  and  otolaryngology. 

Scientific  and  industrial  exhibits  and  all 
scientific  meetings  will  be  in  the  newly  ex- 
panded Las  Vegas  Convention  Center. 

The  A.M.A.  House  of  Delegates  will  meet 
in  the  Dunes  Hotel  and  Caesar’s  Palace. 

The  Eighth  National  Conference  on  the 
Medical  Aspects  of  Sports  will  be  held  in 
conjunction  with  the  Clinical  Convention. 
A day-long  program  of  discussion  of  prob- 
lems faced  by  team  physicians  at  all  levels 
of  athletic  competition  will  be  discussed. 
The  meeting  will  be  Sunday,  November  27, 
at  Caesar’s  Palace. 

For  advance  registration  at  the  Clinical 
Convention,  write  to  the  Circulation  and 
Records  Department,  American  Medical 
Association,  535  N.  Dearborn  St.,  Chicago, 
111.  60610. 

For  information  concerning  hotel  reserva- 
tions, write  to  the  A.M.A.  Housing  Bureau, 
Las  Vegas  Convention  Bureau,  Convention 
Center,  Paradise  Road,  Las  Vegas,  Nevada. 

Title  19- 

Dr.  Francis  L.  Land,  of  Fort  Wayne,  has 
been  appointed  to  a new  federal  medical  post 


concerned  with  expediting  Medicare’s  Title 
19.  He  will  assume  his  duties  September  6, 
as  Medical  Consultant  to  the  Commissioner 
of  Welfare.  His  assignment  will  encompass 
the  medical  aspects  of  Title  19,  which  pro- 
vides medical  and  dental  assistance  for  indi- 
gent persons  Under  65  and  for  children. 

Manuscript  Contest — 

A competition  for  a $250  award  for  the 
best  manuscript  submitted  by  a medical 
student,  intern,  or  resident  on  any  subject 
pertinent  to  and  concerning  occupational 
health  has  been  announced  by  the  Central 
States  Society  of  Industrial  Medicine  and 
Surgery.  The  contest  closes  at  midnight  on 
December  31,  1966.  Complete  contest  rules 
may  be  obtained  from:  Industrial  Medical 
Association,  55  East  Washington  St.,  Chi- 
cago, 111.  60602. 


Seme 


1.  Birth  Control  Pills — 

The  Advisory  Committee  on  Obstetrics 
and  Gynecology  to  the  Food  and  Drug  Ad- 
ministration reported  that  in  a nine-month 
study  it  could  find  “no  adequate  scientific 
data”  that  birth  control  pills  are  “unsafe 
for  human  use.”  But  the  committee  said 
that  there  are  “possible  theoretic  risks”  in 
the  use  of  oral  contraceptives.  For  this  rea- 
son, the  committee  recommended  further,  ex- 
tensive tests  to  learn  more  about  possible 
side-effects  and  to  improve  surveillance  of 
the  drugs.  The  FDA  accepted  this  pro- 
posal and  other  committee  recommendations, 
including  discontinuance  of  time  limitations 
on  use  of  oral  contraceptives. 

FDA  Commissioner  Dr.  James  Goddard 
said  the  agency  would  like  to  start  studies 
on  up  to  50,000  women  next  year,  and  even- 
tually on  as  many  as  500,000  women.  The 
biggest  drug  studies  thus  far  have  involved 
only  20,000  or  30,000  women. 

“The  committee  finds  no  adequate  scien- 
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tific  data,  at  this  time,  proving  these  com- 
pounds unsafe  for  human  use.  It  has  nev- 
ertheless taken  full  cognizance  of  certain 
very  infrequent  but  serious  side-effects  and 
of  possible  theoretic  risks  suggested  by  ani- 
mal experimental  data  and  by  some  of  the 
metabolic  changes  in  human  beings,”  the 
committee  concluded. 

“In  the  final  analysis,  each  physician  must 
evaluate  the  advantages  and  the  risks  of  this 
method  of  contraception  in  comparison  with 
other  available  methods  or  with  no  contra- 
ception at  all.  He  can  do  this  wisely  only 
when  there  is  presented  to  him  dispassionate 
scientific  knowledge  of  the  available  data.” 

The  FDA  said  it  would  soon  lift  its  rec- 
ommended limits  on  use  of  the  pill.  The 
agency  has  required  that  manufacturers 
state  on  their  labels,  and  advise  physicians, 
that  the  oral  contraceptives  should  be  used 
by  individuals  for  no  more  than  four  years 
because  of  concern  about  the  unknown  long- 
term effect  of  the  medications.  FDA  offi- 
cials and  the  advisory  committee  agreed  that 
there  isn’t  any  sound  scientific  rationale  for 
the  restriction,  because  of  the  current  lack 
of  data  that  would  indicate  that  the  pills  are 
dangerous. 

Other  steps  that  FDA  officials  said  would 
be  taken  as  a result  of  the  report  include 
imposition  of  uniform  labeling  requirements 
on  all  types  of  oral  contraceptives,  elimina- 
tion of  product-by-product  variations  that 
have  confused  physicians  and  allowed  com- 
panies to  make  different  promotional  claims, 
and  restrictions  of  the  use  of  the  products 
for  some  medical  purposes,  such  as  preven- 
tion of  abortion  and  treating  lack  of  men- 
struation or  painful  menstruation,  as  well 
as  conception  control. 

“The  oral  contraceptives  present  society 
with  problems  unique  in  the  history  of  hu- 
man therapeutics,”  the  committee  said. 
“Never  will  so  many  people  have  taken  such 
potent  drugs  voluntarily  over  such  a pro- 
tracted period  for  an  objective  other  than 
for  the  control  of  disease.  These  com- 
pounds, furthermore,  furnish  almost  com- 
pletely effective  contraception,  for  the  first 
time  available  to  the  medically  indigent,  as 
well  as  the  socially  privileged.  These  factors 


render  the  usual  standards  for  safety  and 
surveillance  inadequate.  Their  necessary 
revision  must  be  carefully  planned  and  test- 
ed, lest  the  health  and  social  benefits  derived 
from  these  contraceptives  be  seriously  re- 
duced. Probably  no  substance,  even  com- 
mon table  salt,  and  certainly  no  effective 
drug  can  be  taken  over  a long  period  of 
time  without  some  risk,  albeit  minimal. 
There  will  always  be  a sensitive  individual 
who  may  react  adversely  to  any  drug,  and 
the  oral  contraceptives  cannot  be  made  free 
of  such  adverse  potentials,  which  must  be 
recognized  and  kept  under  continual  surveil- 
lance. The  potential  dangers  must  also  be 
carefully  balanced  against  the  health  and 
social  benefits  that  effective  contraceptives 
provide  for  the  individual  woman  and  so- 
ciety. 

“The  oral  contraceptives  currently  in  use 
are  probably  not  those  that  will  be  em- 
ployed 10  or  even  five  years  hence.  Drugs 
with  even  less  potentially  adverse  effect, 
utilizable  in  smaller  dosage,  will  undoubted- 
ly be  developed  through  continuing  re- 
search.” 

2.  Drug  Names — 

The  American  Medical  Association  op- 
posed legislation  that  would  make  prescrib- 
ing drugs  by  generic  name  mandatory  under 
the  federal  program  of  medical  care  for  de- 
pendents of  military  personnel.  The  AMA 
expressed  its  opposition  in  a letter  to  a joint 
House-Senate  committee  that  was  consider- 
ing such  legislation.  The  letter  said : 

“The  generic  name  refers  to  the  active 
chemical  ingredient  of  the  drug  and  not  to 
the  finished  product  which  is  supplied  to 
the  patient.  In  order  that  it  may  be  dis- 
pensed, the  tradename  manufacturer,  by  way 
of  a specific  formulation,  processes  the  drug 
to  its  final  form.  For  example,  included  in 
a manufacturer’s  preparation  of  a tablet 
form  of  a drug  may  be  a number  of  vari- 
ables such  as  the  crystalline  size,  the  nature 
of  the  excipients,  the  coloring  agents  and 
flavors,  the  tableting  pressures,  coating 
films,  and  the  orientation  within  the  tablet. 

“Since  the  finished  product,  depending  on 
who  has  manufactured  it,  may  emerge  in  any 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

OEXTRO-AMPHETAMINE  sulfate  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications;  Dextro-amphetomine  sulfate;  in 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  hove 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobomate:  Careful  supervision  of  dose  and 
omounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitote  recurrence  of  preexisting  symptoms  such 
os  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
octions  such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bonces,  reduce  dosage  ond  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ote  caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
ond  grond  mol  epilepsy  meprobamate  may  precipi- 
tate grand  mol  ottacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Ellects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnio  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
ond  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fotigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate;  Drowsiness  may  occur  ond  con  be 
associated  with  otoxio;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions;  moculopopulor  rash,  ocute 
nonthrombocytopenic  purpura  with  pefechioe,  ecchy- 
moses,  peripheral  edema  and  lever,  transient  leu- 
kopenia. A cose  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fointing  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomotitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  otoxio,  coma,  shock,  vaso- 
motor and  respiratory  collopse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyonomid  Company, 
Pearl  River,  New  York 
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one  of  several  forms,  it  becomes  apparent 
that  a generic-named  drug  supplied  by  one 
manufacturer  may  differ  to  a significant 
degree  from  the  same  generic-named  drug 
supplied  by  another  manufacturer.  Yet,  if 
the  physician  is  compelled  to  prescribe  by 
generic  name,  he  would  have  no  control  as 
to  which  drug  is  used  by  the  pharmacist  in 
filling  the  prescription. 

“The  coating,  the  disintegration  time,  the 
solubility,  the  choice  of  vehicle  or  base,  these 
and  other  factors  may  be  extremely  import- 
ant to  the  physician  who  chooses  a drug  for 
his  patient.  He  must  have  the  opportun- 
ity to  specify  that  drug  containing  the  va- 
riables he  has  found  suitable  to  the  treat- 
ment of  his  patient.  Further,  where  his 
patient  is  receiving  the  same  medication 
over  a period  of  time,  successive  refills  of 
the  same  prescription  with  products  of  dif- 
ferent manufacturers,  could  lead  to  varia- 
tions in  therapeutic  response  which  may  mis- 
lead him. 

“It  has  been  suggested  that  generic  pre- 
scribing would  result  in  substantial  savings. 
This  may  be  true  in  some  instances,  but  cer- 
tainly not  in  all.  Generic  prescribing  would 
allow  the  pharmacist  to  furnish  the  patient 
with  that  manufactured  drug  he,  the  phar- 
macist, has  chosen.  It  may  or  may  not  be 
less  expensive.  In  any  event,  it  is  the  phar- 
macist who  sets  the  final  price. 

“The  argument  of  generic  prescribing 
versus  trade  name  prescribing  has  been 
heard  at  scientific  gatherings,  seen  in  scien- 
tific publications,  and  debated  in  the  com- 
mittees of  Congress.  But  as  to  one  ele- 
ment of  the  discussion,  almost  all  physicians 
agree.  For  a variety  of  sound  medical  rea- 
sons, the  choice  of  whether  to  prescribe  gen- 
erically  or  by  brand  name  should  be  that 
of  the  treating  physician.  No  law  should  be 
passed  which  may  compel  him  to  use  in  every 
case,  a generic  or  nonproprietary  drug.  Such 
a law  would  not  be  in  the  best  interest  of  his 
patient.” 

The  Military  Dependents' 
Medical  Care 


present  their  identification  card  to  the 
physician’s  office  personnel,  and  thus  es- 
tablish their  eligibility. 

Physicians  should  on  no  account  accept 
a patient  without  first  checking  this  card. 
Special  note  should  be  taken  of  the  date  the 
patient  became  an  eligible  dependent,  and 
the  date  that  the  card  expires.  The  patient 
is  only  eligible  for  care  under  the  progi’am 
within  those  dates  shown  on  the  card.  Physi- 
cians should  also  insure  that  the  patient  is 
the  dependent  pictured  and  described  on  the 
card.  Indefinite  dates  that  show  as  the  ex- 
piration date  should  not  be  accepted  nor 
should  the  sponsor’s  Identification  card  be 
accepted,  unless  he  is  present  and  identifies 
the  patient  as  his  legal  dependent.  Only  in 
this  way  can  the  physician  be  sure  that  the 
care  he  renders  will  be  paid  at  government 
expense. 


Know  Your 
Blue  Shield  Plan 


Special  Group  Coverage  Program 
Designed  for  Physicians — 

The  Nebraska  State  Medical  Association’s 
Special  Blue  Cross  - Blue  Shield  Group  Cov- 
erage Program  for  Participating  Physi- 
cians is  now  reopened.  This  coverage  was 
designed  for  physicians  and  can  only  be 
purchased  through  the  Nebraska  State  Med- 
ical Association  Group.  All  Nebraska  Blue 
Shield  Participating  Physicians  who  are 
members  of  the  Nebraska  State  Medical  As- 
sociation are  eligible. 

Physicians  who  are  over  65  and  those 
who  attain  the  age  of  65,  and  their  spouses 
if  65  or  older,  may  elect: 

(a)  Blue  Cross  - Blue  Shield  Medicare 
Extended  coverage. 

(b)  Medicare-Extended  “carve-out”  plus 
Blue  Cross  Series  150,  plus  Major 
Medical. 

(c)  Basic  Blue  Shield  coverage  only. 


INIilitary  dependents  seeking  medical  care 
from  civilian  sources  should  be  requested  to 


Family  membership  provides  protection  to 
the  subscriber,  spouse,  and  dependent  un- 
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married  children  from  birth  to  19  years  of 
age  or  until  the  25th  birthday  if  the  depend- 
ent is  a full-time  student  at  ah  accredited 
school  and  unmarried.  Single  membership 
provides  protection  to  the  subscriber  only. 

The  coverage  includes  major  hospital  and 
nursing  expense  in  addition  to  the  basic  cov- 
erage. 

The  basic  coverage  includes  the  Series  150 
Blue  Cross  and  Series  60  Blue  Shield  Agree- 
ments. You  may  choose  either  a $20.00  or 
$30.00  room  allowance. 

Major  hospital  and  nursing  expense  cov- 
erage includes  benefits  for  80%  of  covered 
expense  after  basic  benefits  and  a Corridor 
of  $500.00. 

Up  to  $15,000.00  per  person  for  any  ac- 
cident or  illness  for  expenses  within  two 
years  of  accident  or  beginning  of  illness. 

Hospital  room  and  board  coverage.  Ac- 
tual expenses  incurred.  No  limit  as  to  the 
amount  of  charges  each  day  or  the  number 
of  days  of  necessary  hospitalization. 

Miscellaneous  expenses  in  the  hospital  for 
actual  hospital  charges  such  as  operating 
room,  anesthesia,  oxygen  tent,  iron  lung, 
drugs,  medicines,  etc.,  plus  in-hospital  diag- 
nostic medical  services  (X  rays  and  path- 
ology). 

Up  to  $1,500.00  for  private  nursing  ex- 
penses for  any  one  illness  or  accident. 

Maternity  is  covered  for  the  wife  under  a 
family  agreement  after  270  days.  However, 
premature  delivery,  miscarriage,  and  ectopic 
pregnancies  are  covered  before  270  days  if 
normal  childbirth  would  have  occurred  after 
270  days.  Nursery  care  is  covered  only  if 
and  while  the  maternity  case  is  covered. 

Pre-existing  conditions  are  covered  after 
you  are  a member  for  270  days.  In  addition, 
the  following  stated  conditions  require  a 270 
day  waiting  period ; Chronic  appendectomies 
(acute  cases  are  covered  immediately),  ton- 
sillectomies, and  certain  operations  involv- 
ing female  generative  organs. 

Exclusions  are  the  usual  exceptions : War, 
workmen’s  compensation  cases,  domiciliary 
care,  service  in  governmental  hospitals,  rou- 


tine hospital  admission  X rays,  cosmetic  sur- 
gery for  beautification  purposes  and  physi- 
cians’ care  for  newborn  well  infants. 

Physicians  in  existing  groups  and  those 
with  individual  (nongroup)  coverage  may 
transfer  into  this  higher  benefit  level  with 
full  credit  for  waiting  periods  already  ob- 
served. 

The  coverage  cannot  be  terminated,  re- 
newal denied,  or  premiums  increased  unless 
the  same  action  is  taken  on  all  policies  of 
the  same  form  issued  to  physicians  in  Ne- 
braska. 

After  you  have  become  insured  for  a spe- 
cific benefit,  that  benefit  cannot  be  restrict- 
ed. 

Those  participating  will  enjoy  a substan- 
tial saving  over  the  cost  of  coverage  pur- 
chased on  an  individual  basis. 

The  monthly  rates  are: 

Physician  Physician 


Only  and  Family 

$20.00  Room 

Allowance  ..$10.50  $22.15 

$30.00  Room 

Allowance  $11.30  $23.80 


Ambulatory  Treatment  of  Pulmonary  Tuber- 
culosis — S.  C.  Cohen  et  al  (57  E Con- 
cord, Boston).  Dis  Chest  1:21-26  (July) 
1966. 

From  a nine  years’  experience  with  the 
ambulatory  treatment  of  tuberculosis  in  3,- 
859  patients,  1,684  were  chosen  for  evalua- 
tion. Attendance  records  in  clinics  reveal 
that  88%  of  patients  were  seen  with  regu- 
larity throughout  their  course  of  therapy; 
61%  of  the  sample  were  followed  up  for 
three  or  more  years.  Analysis  of  chest 
X-ray  films  revealed  that  92%  remained 
stable  or  showed  improvement;  the  percent- 
age of  relapses  was  4.9%.  Resistant  organ- 
isms were  identified  in  1.7%.  In  the  group 
of  850  children  on  isoniazid  prophylaxis,  no 
active  clinical  case  of  tuberculosis  was 
found. 
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ORGANIZATIONS.  STATE  — 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richai’d  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 
Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 
Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 
Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 

Miss  Betty  Seibert,  510  South  42nd  St.,  Omaha 
Lancaster  County  Chapter 

Mr.  and  Mrs.  Gayle  Voller,  530  North  75th  St., 
Lincoln 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 
Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaba,  Nebraska 
Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 
Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  MD,  President 
5 West  31st  Street,  Kearney,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 
Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “0”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 
Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

Rehabilitation  Services  Division 
Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
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Special  Blue  Cross-Blue  Shield  Group  Coverage  for  physicians 
and  for  their  employees  ...  at  group  rates. 

ii 


The  response  to  this  Program  has  been  excellent  but  the 
open  enrollment  period  is  limited.  If  you  have  intended 
to  increase  your  present  coverage  or  if  you  plan  to  enroll 
in  this  group  for  the  first  time,  we  urge  you  to  act  now. 

Either  mail  the  appointment  card  you  received  in  Sep- 
tember or  call  or  write  and  tell  us  when  it  will  be  conven- 
ient for  a representative  to  call  on  you. 


This  Comprehensive  Program  Is  Approved  by  the  Nebraska  State  Medical  Association. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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To  help  dispel  the  symptoms 
of  mild  depressive  states 


CONSIDER 


DEXAMYL 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  'Dexamyl'  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamohetamine  sulfate)  and  IV2  gr.  of 
amobarbital  [Warning,  may  be  habit  forming). 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SKiF  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 

SMITH  KLINE  4 FRENCH  LABORATORIES 
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Winthrop  announces 


new 


ANTACID 
TABLETS 
AND  LIQUID 

For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 


Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active-ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  “acid 
overflow”  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGei  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  'h  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


How  Supplied;  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)  WinGel,  trademark  reg.  U.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid  — 
neutralizes  more  acid  faster  than  other  leading  antacids 


Finally  — a taste  your  patients  will  tnjjy  like 

(lOSBM) 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E’’  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug— INDOCIN^  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  | where  today's  theory  is  tomorrow's  therapy 

D.viS'on  of  Merck  & Co  , Inc  . West  Po<nt.  Pa  { 
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INDOCIN* 

INDOMETHACIN 


Treatment  of  Malignant  Melanomas  of  the 
Skin  — F.  V.  Nicolle,  W.  H.  Mathews,  and 
J.  D.  Palmer  (Montreal  General  Hosp, 
Montreal).  Arch  Surg  93:209-215  (Au- 
gust) 1966. 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.  Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


Presented  is  a detailed  study  of  150  malig- 
nant melanomas  of  the  skin  followed  for  at 
least  five  years,  and  the  role  of  chemo- 
therapy in  a more  recent  group  of  cases  is 
noted.  Of  the  significant  prognostic  fac- 
tors discussed,  the  microscopic  level  of  der- 
mal invasion  is  considered  the  most  accurate 
and  useful.  A classification  based  on  this 
factor  is  shown  to  provide  very  useful  in- 
dication for  the  choice  of  cases  justifying 
prophylactic  regional  node  excision.  A plan 
of  treatment  of  malignant  melanomas,  con- 
sidered in  three  principal  categories,  is  rec- 
ommended. Wide  local  excision  with  skin 
grafting,  if  necessary,  is  recommended  for 
stages  1 and  2 with  no  regional  node  metas- 
tases.  Wide  local  excision  and  prophylactic 
regional  node  dissection  is  recommended  for 
stage  3 with  no  regional  node  metastases. 
Stages  1,  2,  and  3 with  involved  nodes 
should  be  treated  by  perfusion  followed  im- 
mediately by  local  excision  and  regional 
node  dissection.  Local  excision  of  recur- 
rent lesions  may  be  useful  and  regional  per- 
fusion has  given  some  good  temporary  re- 
sults. 


“Don’t  bother  inti'oducing  me  to  everyone, 
Myra.  Just  point  out  the  doctors.” 
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Wm.  J.  Reedy  Omaha 
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Fay  Smith  Omaha 
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Medical  Service 
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Harley  Anderson  Omaha 

R.  F.  Sievers  Blair 

Donald  Purvis  Lincoln 

Bernard  Magid  Omaha 

Prepayment  Medical  Care 

Orvis  Neely,  Chm. Lincoln 

Lee  Stover  Lincoln 

Vincent  Lynn  Geneva 

J.  J.  Grier  Omaha 

Clyde  Kleager  Hastings 

Public  Health 
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H.  C.  Henderson  Omaha 

Robert  Osborne  Norfolk 

1.  M.  French  Wahoo 

C.  H.  Farrell  Omaha 

Interim : 

J.  Whitney  Kelley Omaha 

LaVerne  C.  Strough  Omaha 

Chas.  Landgraf,  Jr.  Hastings 

Henry  G.  Waters Omaha 


Rehabilitation 


Frank  Stone,  Chm.  Lincoln 

R.  M.  House  Grand  Island 

D.  M.  Frost Omaha 

F.  S.  Webster  Lincoln 

J.  G.  Yost  Hastings 

John  M.  Thomas  Omaha 

Relative  Value  Study 

B.  R.  Bancroft,  Chm. Kearney 

H.  E.  Mitchell  Lincoln 

Robert  Long  Omaha 

Harlan  Papenfuss  Lincoln 
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Rural  Medical  Service 
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Robert  L.  Heins Falls  City 

Paul  Martin  Ord 

Scientific  Sessions 

Harold  Neu,  Chm.  Omaha 

Russell  Gorthey  Lincoln 
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Chas.  Ashby  Geneva 

Tuberculosis  and  Other 
Respiratory  Diseases 
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Vern  F.  Deyke  Columbus 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding: date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  chargre  for  one  issue.  Each  advertisement 
will  be  taken  out  following:  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building:, 
Lincoln.  Nebraska. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nuising  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

WANTED  — Community  of  1,200  needs  a physi- 
cian. Will  remodel  present  facilities.  Only  15 
minutes  from  new  hospital.  Towm  has  a 92-bed 
nursing  home.  Wonderful  recreation  area.  Contact 
Roger  Pentz,  D.D.S.,  Arapahoe,  Nebraska. 

INTERNIST  — For  5-man  department  in  busy 
and  steadily  growing  north  central  Kansas  13- 
member  multispecialty  group.  Partnership  after 
salary  for  two  year’s.  Board  eligible  or  certified. 
Write  Gelvin-Haughey  Clinic,  Concordia,  Kansas. 

USED  MEDICAL  AND  SURGICAL  EQUIPMENT 
— 100  milliamp  X-ray,  BMR  machine,  photrometer 
and  numerous  items  of  equipment  for  sale.  Contact 
R.  T.  Satterfield,  M.D.,  724  East  Jefferson  St.,  Mil- 
lard, Nebraska. 


THREE  MAN  GENERAL  PRACTICE  GROUP— 
In  Minneapolis  suburban  area;  would  like  one  as- 
sociate to  replace  man  leaving;  established  prac- 
tice; close  to  new  hospitals.  Write  or  call  collect. 
Dr.  Leo  Moran,  New  Brighton,  Minn.,  Area  Code 
612-645-5511. 


EASTERN  WISCONSIN  CLINIC  — In  rapidly 
growing  community  of  40,000  desires  board-eligible 
or  certified  physicians  in  pediatrics,  obstetrics  and 
gynecology  and  internal  medicine.  Well-equipped 
clinic  and  excellent  hospital  facilities.  Lake  shore 
location  offers  ample  recreational  facilities.  At- 
tractive financial  plan  leading  to  early  full  partner- 
ship. Full  expenses  paid  for  applicants  invited  to 
interview.  Call  or  write:  F.  L.  Hildebrand,  M.D., 
Riverside  Clinic,  Menasha,  Wisconsin. 


Estimation  of  Blood  Loss  in  a Small  Com- 
munity Hospital  — J.  H.  MacLeod  (23 
Court  St.,  Liverpool,  Nova  Scotia).  Canad 
Med  Assoc  J 95:114-117  (July  16)  1966. 

Although  complicated  and  expensive  meth- 
ods of  blood  loss  estimation  are  not  avail- 
able in  small  hospitals,  blood  loss  can  and 
should  be  assessed  simply,  accurately,  and 
cheaply.  Three  methods  of  blood  loss  esti- 
mation which  meet  these  criteria  are  de- 
scribed: (1)  Weighing  of  sponges  — blood 
loss  in  the  operating  room  can  be  measured 
simply,  accurately  and  quickly ; the  tech- 
nique is  described;  (2)  The  measurement 
of  central  venous  pressure  — this  indicates 
the  effective  blood  volume  relative  to  the 
cardiac  capacity  and  is  invaluable  in  the 
estimation  of  blood  and  fluid  requirements. 
The  rationale  is  discussed  and  a method  de- 
scribed, including  a compact  apparatus  which 
incorporates  a manometer  and  a level.  (3) 
Estimation  of  blood  volume  with  Evans  blue 
dye  for  preoperative  assessment  when  a 
contracted  blood  volume  is  suspected,  but 
serial  determinations  are  feasible  with  the 
method  described. 


Intravenous  Isoproterenol  in  Treatment  of 
Adams-Stokes  Syndrome  — Y.  Bouvrain, 
C.  Perol,  and  R.  Slam  (Lariboisiere  Hosp, 
Paris).  Presse  Med  74:1717-1719  (July 
2)  1966. 

If  electrostimulation  is  not  available,  iso- 
proterenol constitutes  good  means  of  medical 
treatment  during  acute  attacks  of  Adams- 
Stokes  syndrome.  Out  of  107  patients  treat- 
ed, 85  responded  favorably.  In  81  of  these, 
acceleration  of  the  pulse  was  rapidly 
achieved,  and  a minimal  dose  of  isoproterenol 
by  infusion  was  administered ; in  10  cases 
normal  sinus  rhythm  was  established.  Iso- 
proterenol combats  the  syncope  well  but  its 
effectiveness  in  circulatory  arrest  produced 
by  ventricular  stoppage  is  doubtful.  In  such 
cases  electrostimulation  may  be  the  only  an- 
swer. Isoproterenol  is  also  contraindicated 
in  digitalis  intoxication;  in  a case  of  willful 
digitalis  poisoning  isoproterenol  evoked  an 
irreparable  ventricular  fibrillation. 
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Current  Comment 

Progress  Report  on  the  1967  Nebraska 
Centennial  Health  Fair — 

Plans  for  a successful  Nebraska  Centen- 
nial Health  Fair  are  proceeding  on  schedule. 
The  Fair  will  be  held  April  29,  1967  through 
May  5,  1967. 

The  real  test  of  a project  such  as  this  is 
whether  or  not  it  can  be  adequately  financed. 
This  test  has  been  passed  with  flying  colors. 
The  combined  total  committed  to  the  finan- 
cial support  of  the  Fair  now  exceeds  $21,000. 

The  Articles  of  Incorporation  were  filed 
on  September  6,  1966  under  the  name  of 
The  Nebraska  Centennial  Health  Fair,  In- 
corporated. Each  of  the  following  organiza- 
tions will  have  three  members  on  the  Board 
of  Directors : 

a.  The  Nebraska  State  Medical  Associa- 
tion 

b.  The  Nebraska  State  Dental  Associa- 
tion 

c.  The  Nebraska  Nurses  Association 

d.  The  Nebraska  Pharmaceutical  Asso- 
ciation 

e.  The  Nebraska  Veterinary  Medicine 
Association 

f.  The  Nebraska  Hospital  Administra- 
tors Association 

g.  The  Lancaster  County  Medical  Society 

The  Articles  of  Incorporation  provide  that 
the  Board  of  Directors  may  invite  others  who 
may  make  substantial  contributions  to  par- 
ticipate as  members  of  the  Board  of  Direc- 
tors. The  corporation  will  terminate  at  the 
conclusion  of  the  Fair. 

In  general,  the  professional  health  groups 
named  above  will  occupy  exhibit  space  on  the 
main  floor  of  the  auditorium.  Letters  have 
been  sent  to  state  health  agencies  and  to 
related  health  groups,  advising  them  that 
space  in  the  lower  Garden  Level  Exhibit 
Hall  of  the  Pershing  Auditorium  is  now 
available  at  a cost  of  approximately  $1.25 
per  square  foot. 

The  Nebraska  Centennial  Commission  has 
contributed  valuable  aid  to  the  Fair  in  plan- 
ning and  promotion.  The  Health  Fair  has 


been  officially  recognized  as  one  of  the  main 
events  in  Nebraska's  100th  Anniversary 
Celebration.  News  of  the  progress  of  plans 
for  the  Fair  will  be  circulated  to  the  many 
medical  and  paramedical  groups,  to  schools 
and  to  colleges  throughout  Nebraska  in  the 
coming  months. 

The  Centennial  Health  Fair  emblem  and 
slogan  “Family  Health  for  Family  Happi- 
ness” has  won  praise  from  many  individuals 
and  gi'oups.  It  will  be  printed  on  virtually 
all  materials  produced  by  the  Fair  and  will 
help  greatly  to  communicate  the  concept  of 
the  Fair  to  Nebraskans. 

Because  the  Fair  will  be  a statewide  pub- 
lic service,  there  will  be  no  admission 
charge.  The  two  main  objectives  of  the 
Fair  will  be  to  give  the  general  public  the 
opportunity  to  see  and  hear  vivid,  dramatic 
reports  on  the  history  and  promises  of  the 
health  sciences;  and  to  stimulate  student 
interest  in  health  fields  and  health  careers. 
It  is  anticipated  that  over  100,000  persons 
will  view  the  Fair. 


“Good  heavens!  THE  TITANIC  SANK!” 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 

Benadryr 

(diphenhydramine 

hydrochioride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


i 
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Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  ooese 


PARKE-DAVIS 


PARKE,  DAVIS  4 COMPANY.  Oelroit,  Michigan  48232 


ulfexin 


HWiD  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


® 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 
ND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 
AND  3RD  TRIMESTER  THREATENED  ABORTION 
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In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  "uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  v^hen  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 
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Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive  organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances:  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
josinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
ights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
l/isual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions, 
i^arked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
orief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
:hemotherapeutlc  agents,  this  drug  should  not  be  given  In  the  first  trimester 
>f  pregnancy.  It  must  be  used  cautiously  In  patients  with  liver  disease  or 
severe  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
ipccurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
jnnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
eaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
or  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
pareful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

/Vhen  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
alse-positive  reaction. 

}osage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times 
tally)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  Indicated, 
ihe  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
ipproximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  is  gained.  Infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
Pottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy — 1964,  Ann  Arbor,  American 
Society  for  Microbiology,  1965,  p.  722. 


l/w/nf^rop 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually,  gram-negative* 


Therapy: 

two  500  nog.  Caplets®  q.i.d. 

(initial  adult  dose) 

IMegGnam 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.^ 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


Norimi 

(norethindrone  2 mg.  c mestranol  %f  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-13  and  an  acceleration 
of  endometrial  changes.i-3.7-i6  with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
•and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning;  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects;  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans.  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzteher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif..  July  15.  1965.  Reported  in  Med  Sci  16:2« 
(Nov.)  1965.  5.  Hammond.  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goldzieher,  J.  W..  and  Aranda-Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J.  W.,  Moses, 
L.  E.  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W,,  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete.  M . : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  II.  Flowers.  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W : Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAM  A 
194:462  (Oct.  25)  1965.  M-  Flowers,  C.  E..  Jr.:  JAMA 
188:1115  (June  29)  1964.  >5.  Merritt,  R.  I.:  Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D.  O.:  Paper  presented 
at  Symposium  on  Low-Oosage  Oral  Contraception.  Palo 
Alto.  Calif.,  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN®  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


@ MERCK  SHARP  & DOHME  I where  today's  theory  is  tomorrow’s  therapy 

□ •Vision  or  Merck  i,  Co  , Inc  , West  Pomt,  Pa.  | 
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INDOCIN' 

INDOMETHACIN 

Indications;  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions;  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.  Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  pro^- 
uct  circular  with  package  or  available  on  request. 


News 

AM  A Convention:  Las  Vegas — 

More  than  5,000  physicians  are  expected 
at  the  20th  Annual  Clinical  Convention  of 
the  AMA,  November  27-30,  1966,  in  Las 
Vegas.  Scientific  presentations  will  be  given 
on  18  specialized  subjects,  including  juvenile 
diabetes,  aerospace  medicine,  psychiatry, 
pediatrics,  and  diagnostic  and  therapeutic 
tools  of  the  future.  There  will  be  extensive 
scientific  and  industrial  exhibits,  closed 
circuit  color  television  programs,  and  more 
than  25  medical  motion  pictures.  The  policy 
making  House  of  Delegates  will  meet,  too. 


Easter  Seal  Society  Announces  Scholarships — 

The  National  Society  For  Crippled  Child- 
ren and  Adults  (The  Easter  Seal  Society) 
recently  announced  the  awarding  of  10  Kap- 
pa Delta  Phi-N.S.C.C.A.  scholarships  to 
assist  in  the  completion  of  studies  in  physical 
and  occupational  therapy.  Grants  are  a- 
warded  to  outstanding  students  of  physical 
or  occupational  therapy  who  are  in  their 
senior  year  or  in  the  clinical  training  period 
of  a degree  course.  For  information  con- 
cerning the  scholarship  program,  write  to: 
The  National  Society  For  Crippled  Children 
and  Adults,  2023  West  Ogden  Avenue, 
Chicago,  Illinois  60612. 


The  Second  Collision — 

What  happens  to  people  inside  the  auto- 
mobile immediately  after  a collision  is  called 
the  second  collision,  and  this  is  a good  way 
of  putting  it,  and  of  making  us  think.  Doctor 
Ralph  Cooper,  of  Detroit,  recommends,  and 
uses,  crash  helmet,  shoulder  harness,  and 
whiplash  pad.  One  of  his  patients  had  an 
accident  while  driving  her  son  to  a hockey 
game ; his  head  went  through  the  windshield, 
but  he  was  wearing  his  hockey  helmet,  and 
was  not  injured. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  8th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  10th. 
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eczema:  scourge  of  childhood 


R.  R.,  Age  n — Before  treatment  — 
atopic  eczema  of  long  standing 


ARISTOCORT*  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema;  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1%  concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 

Aristocort'  Topical 

Triamcinolone  Acetonide 


After  treatment— with  ARISTOCORT 
Topical  Ointment  0.1%  for  two  weeks 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  V2  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


REGIONAL  WEATHER  FORECAST 

Severe  Snow  Storms,  Strong  Winds  and  Bitter  Cold  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage;  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 
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Regroton* 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  dally 
brings  pressure  down 


Aavantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH.  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones. or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris. anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Availability:  Bottles  of  100  and  1000  tablets. 


J 


Geigy 


Tareyton...with  the  taste  worth  fighting  for 

America’s  largest-selling  charcoal-tip  cigarette 


©The  American  Tobacco  Company 
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OMAHA  OFFICE:  Robert  C.  Schmitz,  Representative 
9132  Dorcas  Street,  Omaha  Telephone  402-393-5797 

Mailing  AcJdress:  Elmwood  Station,  Box  6076,  Omaha  68106 


News 

Fewer  Football  Injuries — 

Doctor  A.  H.  Bonebrake  of  Nebraska  City 
has  suggested  to  the  Nebraska  City  Board 
of  Education  that  cleats  on  football  shoes 
be  eliminated.  He  stated  “It  is  wrong  to  put 
cleats  on  the  shoes  of  high  school  football 
players.  When  an  undeveloped  leg,  braced 
with  football  cleats,  is  struck  from  any 
direction  other  than  with  the  movement  of 
the  joint,  an  injury  will  likely  occur.  Some 
of  these  boys  will  be  injured  for  life.  Most 
of  the  injuries  involve  either  the  knee  joint 
or  the  ankle  joint.” 

The  Nebraska  City  Board  of  Education 
agreed  with  Doctor  Bonebrake  and  directed 
that  a committee  meet  with  the  Nebraska 
City  coaches  to  initiate  a progi’am  for  the 
wearing  of  cleatless  football  shoes. 


.Sports  Medicine  Conference — 

Team  physicians  and  others  interested 
in  sports  medicine  will  meet  in  Las  Vegas 
on  November  27,  1966  at  Caesar’s  Palace, 


for  the  Eighth  National  Conference  on  the 
Medical  Aspects  of  Sports.  The  conference 
is  sponsored  by  the  AMA  Committee  on  the 
Medical  Aspects  of  Sports,  and  is  in  conjunc- 
tion with  the  AMA  Clinical  Convention  (No- 
vember 27-30). 


“I  couldn’t  find  the  anesthetic” 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

DEXTRO-AMPHETAMINE  SULFATE  (15  m^.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphelamine  sulfate;  in 
hyperexcitabilify  and  In  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympothomimetic  compounds,  who  have 
coronary  or  cardiovasculor  disease,  or  are  severely 
hypertensive. 

Dextro-amphetomlne  sulfate;  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobomote;  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  ond  prolonged  use  in 
susceptible  persons,  e.g.  olcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosoge  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  os  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
ond  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate;  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drawsiness  may  occur  ond  can  be 
associated  with  ataxia,-  the  symptom  can  usually  be 
controlled  by  decreosing  the  dose,  or  by  concomi- 
tant administration  of  control  stimulants.  Allergic  or 
idiosyncratic  reactions;  maculopopulor  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermotitis,  following 
odministration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  cose),  anophylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplostic  onemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethorgy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyonomid  Company, 
Pearl  River,  New  York 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


» 's 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tahlespoonful  t.i.d.,  30  minutes  before 
meals... tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bh),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

N THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

y Cincinnati,  Ohio  45215 


Gilmour-Danielson 

/*/  DRUG  COMPANY 

142  South  13th  Street  1701  South  17th  Street 
Phone  432- 1 246  Phone  423-2329 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 
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“He’s  either  near-sighted,  or  it’s  his  mother-in-law.” 
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coughing  ahead . . . 

Clear  the  Respiratory  Tract  with  Robitussin. 


Much  more  than  just  a slogan,  "clear  the  tract"  reflects  the  dependable 
antitussive-expectorant  action  of  the  three  Robitussin  formulations. 

All  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
that  greatly  enhances  the  output  of  lower  respiratory  tract  fluid. 
Increased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
mucosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
non-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 


NOW! 

THREE 

ROBITUSSIN 

FORMULATIONS 

ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

EXPECTORANT 

• 

• 

• 

DEMULCENT 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING 

(6-8  hours) 

• 

FORMULAS 


ROBITUSSIN® 

in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 
(Alcohol  3.5%) 

100  mg. 

ROBITUSSIN®  A-C 

(exempt  narcotic) 
in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 

100  mg. 

Pheniramine  maleate 

7.5  mg. 

Codeine  phosphate 

10.0  mg. 

(warning:  may  be  habit  forming) 
(Alcohol  3.5%) 

ROBITUSSIN®-DM 

new,  non-narcotic 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  15  mg. 


Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va. 


OUR  PHOTO; 

Engine  No.  89  of  the  Monadnock,  Steamtown 
& Northern  Railway  pulls  a trainload  of 
steam  enthusiasts  through  the  New  England 
countryside  between  Bellows  Falls  and  Chester,  Vermont. 


ONE  OF  THE  ROBITUSSIN*  FORMULAS 


SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage^ 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. i 

There  is  one  aspect  of  hypertension,  ho\wever,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.”i4  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity."'^ 
“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. 

“.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. 

“In  short,  treatment  is  indicated. 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, 15-17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.;  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.;  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.;  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J,  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248.  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


R AUTR  AX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


Squibb 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi,  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


...introducing  a new  high-strength  dosage  torn 

SIGNEM 


A 'MAXIMUM  SECURITY'  ANTIBIOTIC* 


^ THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

^ WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

^ NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


CIPT  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  aduits  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renai  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being** 
New  York,  N.Y.  10017 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


CREMOMYCIN  Can  answer  the  call  for  help.  It  can  be 
counted  on  to  consolidate  fluid  stools,  soothe  intes- 
tinal inflammation,  inhibit  enteric  pathogens,  and 
detoxify  putrefactive  materials  — usually  within  a 
few  hours. 

CREMOMYCIN  Combines  the  bacteriostatic  agents, 
succinylsulfathiazole  and  neomycin,  with  the  ad- 
sorbent and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex- 
tensive ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivity 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  with 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra- 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  re- 
ported with  use  of  sulfonamides.  Consider  periodic  blood  counts, 
hepatic  and  renal  function  tests  during  intermittent  or  chronic 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  there 
is  history  of  significant  allergies  and/or  asthma.  Continued  use 
requires  supplementary  vitamins  B;  and  K.  Neomycin:  Watch  for 


your  for 
Cremomycin 
can  provide  relief 


curare-like  neuromuscular  block  during  anesthesia  if  neomycin 
is  used  preoperatively  in  large  doses  when  renal  function  is 
poor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sider possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
high  dosage. 

SIDE  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
orexia, G.i.  symptoms,  hepatitis,  pancreatitis,  biood  dyscrasias, 
neuropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
petechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
Reduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
vitamin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

Before  prescribing  or  administering,  read  package  circular  with 
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THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


It  is  my  sad  duty  at  this  time  to  report  the  death  of  a friend. 

George  Worthington  Covey,  M.D.  was  born  in  Forman,  South  Dakota 
on  December  5,  1889,  and  passed  away  on  September  12,  1966,  in  Buffalo, 
Wyoming,  at  the  age  of  76.  He  received  his  premedical  education  at  the 
University  of  Nebraska,  and  his  M.D.  from  Columbia  in  1914.  With  the 
exception  of  his  overseas  service  to  his  country,  all  of  his  medical  practice 
was  done  in  Lincoln,  Nebraska. 

Doctor  Covey  specialized  in  internal  medicine.  He  was  instrumental 
in  stimulating  interest  in  postmortem  examinations,  and  even  went  to 
smaller  towns  and  performed  autopsies;  he  helped  to  start  clinicopatho- 
logical  conferences  in  Lincoln.  He  also  took  part  in  the  organizing  of 
medical  technologists  in  Lancaster  County. 

He  was  a member  of  the  American  College  of  Cardiology,  the  Ameri- 
can Society  of  Clinical  Pathologists,  the  American  Medical  Mhdters’  Asso- 
ciation, and  the  American  College  of  Physicians. 

Doctor  Covey  was  Chief  of  Staff  of  the  Lincoln  General  Hospital  for 
25  consecutive  years.  He  was  President  of  the  Lancaster  County  Medical 
Society  in  1922.  He  served  on  the  Board  of  Medical  Examiners  for  11 
years,  and  was  its  President  during  his  last  term.  He  was  Professor 
Emeritus  at  the  University  of  Nebraska  College  of  Medicine.  He  was 
President  of  the  Nebraska  Heart  Association  in  1956.  He  served  on  the 
Board  of  Directors  of  Nebraska  Blue  Shield  for  16  years.  He  was  con- 
sultant at  the  V.  A.  Hospitals  in  Grand  Island  and  Lincoln,  and  was 
Chairman  of  the  Dean’s  Committee  of  the  Lincoln  V.  A.  Hospital  for 
14  years. 

Doctor  Covey  was  President  of  the  Nebraska  State  Medical  Associa- 
tion in  1936. 

He  is  survived  by  his  wife,  Elizabeth,  and  his  daughter,  Georgia 
Stone. 

Doctor  Covey  was  Editor  of  the  Nebraska  State  Medical  Journal 
from  1952  to  1965. 

He  was  not  an  ordinary  doctor,  nor  was  his  an  ordinary  mind.  He 
did  much,  and  we  will  all  miss  him. 

The  state  has  lost  an  illustrious  physician. 

Ave  atque  vale. 


F.  C. 
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HOW  TO  GIVE  A SPEECH 

Instead  of  having  a long  stupefying  dinner, 
followed  by  long,  stupefying  speeches,  how 
much  better  it  would  be,  if  we  really  wished 
to  hear  the  senator,  or  the  ambassador,  or 
the  captain  of  industry,  if  we  could  meet 
and  hear  him,  and,  at  the  conclusion  of  the 
oratory,  sit  down  together  and  enjoy  a good 
dinner!  And  we  should  all  have  a subject 
for  conversation.  Furthermore,  the  speaker 
would  not  dare  to  talk  indefinitely.  (William 
Lyon  Phelps:  Autobiography  With  Letters). 
We  agree.  We  have  been  saying  this  for 
years.  We  speak  when  we  are  asked,  and 
we  are  sure  all  speakers  will  feel  with  us, 
that  there  is  nothing  they  want  more  than 
to  speak  first  and  then,  together  with  their 
company,  enjoy  their  dinner.  Why  it  is 
always  social  hour,  then  dinner,  and  then 
the  speech,  God  only  knows;  it  is  just  the 
wrong  way  round.  The  speaker  does  not 
enjoy  his  dinner,  and  he  cannot  possibly 
take  part  in  what  is  euphemistically  called 
the  social  hour.  And  as  Billj^  Phelps,  who 
taught  us,  says,  the  audience  would  profit 
even  more.  We  hereby  appoint  ourselves  a 
committee  of  one  to  change  this  social  cus- 
tom, and  to  go  from  libations-dinner-speech 
to  speech-libations-dinner. 

We  hope  it  catches  on. 

— F.C. 


THE  SIZE  OF  AN  EGG 

The  amount  of  iron  in  a capsule  and  the 
mortality  rate  of  anesthesia  can  be  expressed 
in  several  ways,  as  percent,  parts  per  million, 
grams,  and  so  on.  But  the  practice  of  saying 
as  much  as,  or  twice  as  much  as,  is  simpler, 
expressive,  and  pictorial.  Sometimes,  how- 
ever, the  motivation  is  the  desire  to  convince 
the  reader  more  than  a simple  statement 
of  the  facts  would  be  likely  to  do.  And  if 
these  advertising-like  techniques  succeed,  the 
result  is  unfortunately  the  implanting  in 
the  reader’s  mind  of  a conclusion  that  may 
be  unwarranted  by  fact.  Thus  we  are  often 
told  that  something  has  more  of  a substance 
that  may  or  may  not  be  desirable  than  there 
is  in  a pound  of  liver,  and  we  have  elsewhere 
read  that  anesthesia  kills  more  people  than 
does  poliomyelitis.  Actually  the  automobile 


and  the  careless  driver  produce  a death  rate 
some  five  times  as  large  as  anesthesia,  if 
we  may  borrow  this  technique,  and  polio- 
myelitis always  had  a larger  morbidity  rate 
than  its  mortality. 

We  do  very  nearly  the  same  thing  when 
we  say  that  a tumor  is  the  size  of  a hen’s 
6gg,  instead  of  calling  it  three  inches  in 
diameter.  This  may  seem  to  be  pictorial, 
but  it  is  not  gainful.  It  leads  to  specimens 
the  size  of  grapefruits  and  even  watermelons, 
and  from  mousy  lesions  to  elephantine  tu- 
mors. Inches  and  centimeters  are  just  as 
descriptive,  and  are  far  more  accurate.  We 
must  point  out  that  thumbs  are  inches,  and 
pouce  is  French  for  both. 

The  patient  who  buys  iron  at  the  drug 
store  may  prefer  to  know  that  a capsule 
contains  as  much  as  a pound  of  liver,  instead 
of  reading  its  content  in  milligrams,  or  per- 
haps the  concentration  in  terms  of  daily 
requirement  is  best ; in  any  case,  he  probably 
gets  more  iron  in  his  diet  than  he  thinks. 
But  when  we  read  that  more  doctors  use 
Brand  X,  or  that  something  has  more  or 
less  calories  than  a serving  of  steak,  we 
should  read  carefully ; we  may  be  buying 
something  we  do  not  want.  It  is  like  saying 
that  things  are  getting  better,  because  we 
lost  less  money  this  month  than  during  the 
same  month  a year  ago.  The  fact  is,  we’re 
still  losing. 

—F.C. 


WHAT’S  NORMAL? 

We  are  everywhere  besieged  by  the  ques- 
tion, what  is  normal  and  what  is  not?  We 
draw  a line  at  98.6  on  the  temperature  graph 
and  label  it  normal.  We  express  hemoglobin 
in  percentage  of  normal,  often  using  15.7  as 
our  guide.  A blood  pressure  of  120/80  is 
called  normal.  The  idea  that  there  is  a nor- 
mal is  something  we  can  never  dislodge,  or 
we  should  be  forever  lost.  We  may  quibble 
over  the  15.7,  and  dislike  percentile  reports, 
but  we  must  have  an  idea  of  what  is  proper, 
or  usual,  whether  it  is  15.7  or  15.9  or  15.3. 
And  a report  of  10  grams  of  hemoglobin  per 
100  ml  is  instantly  converted,  in  our  minds, 
to  two  thirds;  we  must  have  some  idea  of 
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the  severity  of  the  patient’s  anemia,  and 
without  a normal,  we  can  have  none. 

But  our  second  step  is  sometimes  down 
the  primrose  path.  Abnormalities  occur  of- 
tener  than  the  normal  in  the  anatomy  of 
the  biliary  system.  Our  psychiatric  friends 
tell  us  that  nobody  is  normal.  And  after 
one’s  hundredth  birthday,  it  is  normal  to 
die.  This  is  particularly  curious,  since  people 
do  not  really  die  of  natural  causes,  or  simply 
of  old  age.  While  it  is  normal  to  die,  one 
must  die  of  an  abnormality,  of  cancer,  or 
pneumonia  (we  used  to  call  it  the  old  man’s 
friend),  or  heart  failure,  or  of  a stroke. 

Anyway,  what  we  started  to  say,  is  what’s 
normal  for  you  may  not  be  for  me,  or  one 
man’s  meat  is  another’s  poison.  What  is 
important  is  the  range,  or  the  extent  to  which 
you  can  deviate  from  the  ideal  and  still  be 
normal,  in  body  weight,  or  blood  sugar,  or 
cerebral  function.  We  must  regard  insis- 
tence on  rigid  values  with  what  is  called  a 
healthy  skepticism.  But  we  do  need  to  keep 
our  eyes  fixed  on  what,  because  it  is  good,  or 
customary,  or  desirable,  is  normal. 

— F.C. 


SUPPORT  THE  PATHOLOGIST 

The  Department  of  Justice  has  taken  ac- 
tion against  the  College  of  American  Pathol- 
ogists in  a civil  antitrust  suit.  The  4,500 
physician  members  of  the  C.  A.  P.  are 
thought  to  want  to  monopolize  the  medical 
laboratory  business,  to  keep  laboratory  prices 
high,  and  to  receive  all  hospital  laboratory 
income.  What  the  pathologists  are  doing 
is  trying  to  practice  medicine  and  bill  pa- 
tients as  other  doctors  do. 

First  there  was  objection  to  nonphysician 
managed  laboratories;  now  we  are  faced 
with  this  shocking  action.  This  is  not  just 
a protest  march ; we  have  even  been  thinking 
of  organizing  a march  to  protest  against  the 
marching  of  those  who  seem  to  be  making  a 
career  of  protesting  against  anything  they 
can  think  of,  and  who  do  everything  except 
work  for  a living  and  stand  up  for  their 
country.  But  this  is  serious  business,  and 
these  are  our  fellow  doctors.  We  should 


support  them  because  they  are  right,  and 
because  we  may,  all  of  us,  be  next. 

Help  the  pathologist. 

—F.C. 


OUR  WONDERFUL  ADVERTISEMENTS 

It  is  no  longer  easy  for  us  to  be  well  in- 
formed concerning  new  drugs  and  new  medi- 
cal devices ; the  time  and  effort  required  may 
be  more  than  we  can  afford.  We  think  our 
advertisements  are  a great  help  in  this  con- 
nection. There  are  good  advertisements  and 
there  are  others ; some  are  intelligent  and 
some  are  irritating.  Some  serve  a purpose, 
to  keep  the  reader  informed;  we  are  very 
sure  that  ours  do  just  that.  Advertising 
makes  all  journals  available  to  its  readers 
at  moderate  cost,  and  this  is  true  in  our  case, 
too.  But  it  is  more  important  to  realize  that 
the  advertising  you  read  in  this  Jour-nal  has 
been  accepted ; that  it  is  passed  on  before  it  is 
printed,  that  it  is  intelligent  and  informative, 
and  that  our  advertisements  deserve  to  be 
read. 

—F.C. 


Editor's  Choice 

Heterologous  and  Homologous  Inseminations 
With  Human  Semen  Frozen  and  Stored 
in  a Liquid-Nitrogen  Refrigerator  — S. 
J.  Behrman  and  Y.  Sawada  (Department 
of  Obstetrics  and  Gynecology,  University 
of  Michigan  Medical  Center,  Ann  Arbor). 
Fertil  Steril  17:457-466  (July-Aug)  1966. 

Twelve  of  28  patients  inseminated  with 
donor  frozen  semen  stored  for  periods  up  to 
17  weeks  conceived.  Four  of  these  patients 
delivered  normal  full-term  babies;  five  of 
16  patients  who  did  not  conceive  when  in- 
seminated with  frozen  semen  became  preg- 
nant within  two  months  after  inseminations 
with  fresh  semen.  One  of  seven  patients 
conceived  when  inseminated  with  frozen- 
stored  semen  from  her  husband;  two  semen 
samples,  stored  for  31  and  25  weeks,  were 
used.  The  fertilizing  capacity  of  frozen 
human  semen  is  somewhat  less  than  that  of 
fresh  semen. 
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ORIGINAL  ARTICLES 


Klippel-Feil  Syndrome  and  Bicuspid  Aortic 
Valve:  Report  of  a Case 


Introduction 

The  embryological  events  re- 
sponsible for  the  association 
between  congenital  heart  dis- 
ease and  congenital  skeletal  anomalies  is  not 
clear.  This  combination  is  frequent  in  sev- 
eral hereditary  syndromes,  e.g.  Ellis-van 
Creveld,!  IMarfan’s  syndrome, ^ Holt-Oram 
syndrome,®  and  supravalvular  aortic  sten- 
osis.^ The  combination  of  congenital  skele- 
tal and  cardiac  defects  is  also  frequent  in 
some  cytogenetic  disorders,  including  the 
trisomics  13-15,®  16-18,®  and  21  (Down’s 
syndrome),"  in  which  additional  amounts  of 
nuclear  material  are  present.  However,  less 
well  known  is  the  association  between  con- 
genital heart  disease  and  the  Klippel-Feil 
syndrome  (KFS). 

It  is  the  purpose  of  this  report  to  call  at- 
tention to  the  occurrence  of  congenital  heart 
disease  and  KFS  in  a patient  who  posed  a 
difficult  diagnostic  problem  between  ac- 
quired and  congenital  heart  disease.  At  op- 
eration he  showed  a congenital  bicuspid 
aortic  valve  defect. 

Report  of  a Case 

Our  patient,  a 55-year-oM  white  male  labor- 
er (UNH  #56  42),  was  in  reasonably  good 
health  until  age  41  when  he  first  noted  short- 
ness of  breath  while  shoveling  grain.  Ini- 
tially, he  would  obtain  relief  by  sitting  down 
for  a few  minutes  before  resuming  his  activ- 
ities. However  he  soon  developed  spon- 
taneous epistaxis,  occurring  as  often  as  every 
hour,  and  severe  headaches  which  began  in 
the  cervico-occipital  region  with  radiation 
to  the  frontal  region.  These  were  throbbing 
in  character,  and  frequently  awakened  him 
from  a sound  sleep.  Initially,  aspirin  gave 
relief,  but  this  soon  became  ineffective.  He 
sought  medical  attention  at  age  42,  at  which 
time  he  was  told  that  he  had  hypertension 
and  cardiomegaly.  Shortly  thereafter  he 
had  an  episode  of  shortness  of  breath  and 
chest  pain  for  which  he  was  placed  on  bed 
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rest  for  one  month.  Detail  on  this  event  is 
lacking.  He  returned  to  work  but  his  symp- 
toms of  shortness  of  breath  persisted,  and 
his  hypertension  responded  poorly  to  ther- 
apy. 

He  was  first  seen  at  University  of  Nebras- 
ka Hospital  in  April,  1955.  An  extensive 
workup  failed  to  reveal  the  etiologj"  of  his 
hypertension.  Cardiac  evaluation  indicated 
hypertensive  cardiovascular  disease  with 
aortic  valvular  insufficiency  and  decompen- 
sation. There  was  no  history  of  rheumatic 
fever.  The  presence  of  congenital  musculo- 
skeletal anomalies,  including  congenital  tor- 
ticollis and  kyphoscoliosis,  Avere  noted.  The 
patient  was  treated  with  gitalin  0.5  mg  per 
day,  reserpine  0.25  mg  b.i.d.,  and  a low  so- 
dium diet.  Over  the  next  ten  years  he  made 
attempts  at  employment  as  a laborer,  but 
he  was  handicapped  by  frequent  episodes 
of  syncope,  cardiac  dysrhythmias  and  con- 
gestive heart  failure,  requiring  hospitaliza- 
tion on  six  occasions. 

He  had  his  final  admission  in  December, 
1964,  for  chronic  heart  failure  and  for  aortic 
valve  replacement. 

Family  history  was  significant  in  that 
the  patient’s  daughter  had  the  Klippel-Feil 
syndrome  and  her  daughter  had  congenitally 
dislocated  hips.  No  other  abnormalities  were 
known  to  be  present  in  these  individuals  and 
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the  remainder  of  the  family  history  was  not 
remarkable.  Consanguinity  was  absent. 

Physical  Exaynination:  The  blood  pres- 
sure was  130/74,  pulse  84,  respirations  18 
per  minute.  He  appeared  well  nourished  and 
muscular.  He  was  lethargic  and  his  sen- 
sorium  was  occasionally  obtunded.  He  showed 
moderate  respiratory  distress  with  shortness 
of  breath  even  at  rest.  There  was  prominent 
facial  and  body  asymmetry  (hyperplasia  of 
the  left  side),  foreshortened  neck,  lowered 
hair  line,  torticollis  on  the  right,  visual  and 
hearing  deficit  and  slurring  of  speech  (Fig- 
ures 1 and  2 ) . There  was  a perivascular  gli- 
osis at  the  periphery  of  the  right  disc,  in- 
volving the  emerging  arteries,  as  well  as 
optic  atrophy  of  this  side  with  markedly 
impaired  vision.  He  showed  moderately 
severe  hypertensive  retinopathy.  There  was 
neck  vein  distension.  The  chest  showed  a 
pectus  excavatum  deformity,  and  hyper- 
trophy of  the  left  hemithorax  with  a promi- 
nent apical  thrust.  There  were  moist  rales 
and  rhonchi  in  the  right  base.  The  heart  had 
an  irregular  rhythm.  The  point  of  maximum 
impulse  was  at  the  sixth  intercostal  space. 


approximately  three  cm  lateral  to  the  mid- 
clavicular  line.  There  was  a grade  HI/IV 
ejection  systolic  harsh  mumiur  at  the  apex, 
with  radiation  into  the  left  axilla.  There 
was  a prominent  early  diastolic  murmur 
along  the  left  sternal  border.  Abdominal 
examination  showed  a tender  liver,  palpable 
three  cm  below  the  right  costal  margin. 
The  extremities  had  pitting  edema  of  the 
legs  to  the  midcalf  bilaterally,  and  a mod- 
erate edema  of  the  hands.  Neurologic  exam- 
ination, except  for  sensorium  change,  was 
normal  and  did  not  reveal  localizing  signs. 

Laboratory  Studies:  The  ECG  showed  a 
wandering  pacemaker,  first  degree  AV  block, 
occasional  premature  ventricular  contrac- 
tions, left  atrial  hypertrophy,  left  ventricu- 
lar hypertrophy  and  dilatation,  left  intra- 
ventricular block,  possible  old  antero- 
lateral myocardial  infarction,  myocardial 
ischemia  or  digitalis  effect  (or  both).  Chest 
films  showed  massive  cardiomegaly  with  left 
ventricular  predominance.  There  was  blunt- 
ing and  thickening  of  the  right  lower  lung 
field  suggestive  of  pleural  thickening  (Fig- 
ure 3).  Right  heart  catheterization  was  not 


Figure  1.  A profile  view  of  the  proband  (B)  with  foreshortened  neck.  Note  the  fusion  of  the  vertebral 
bodies  and  spinous  processes  of  C-1,  2,  3 (A). 
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diagnostic  because  a burst  of  ventricular 
tachjxardia  when  the  ventricle  was  entered 
by  the  catheter  precluded  further  examina- 
tion. A retrograde  aortogram  showed  a 
lack  of  definition  of  the  aortic  valves  and  a 
small  annulus  suggesting  aortic  stenosis. 
Subclavian  artery  pressure  was  123/62. 

Previous  X-ray  studies  of  the  cervical 
spine  done  on  4-16-62  showed  multiple  con- 
genital anomalies  with  almost  complete  ano- 
malous segmentation  (Figure  1).  There 
was  marked  shortening  of  the  neck.  These 
findings  were  diagnostic  of  the  Klippel-Feil 
syndrome.  The  thoracic  spine  showed  lateral 
wedging  of  the  fourth  thoracic  vertebra 
with  a resultant  levoscoliosis. 

Clinical  Course:  Thoracotomy  with  total 

cardiopulmonary  bypass  was  performed  on 
March  11,  1965.  A bicuspid  aortic  valve 
was  found  and  excised.  Pathologic  report  of 
the  surgical  specimen  described  the  valve  as 
slightly  thickened  and  calcified.  There  was 
no  evidence  of  past  or  present  inflammatory 
reaction.  These  findings  were  interpreted 


as  being  in  accord  with  a congenitally  bi- 
cuspid valve  and  not  with  rheumatic  heart 
disease.  A #4  Starr-Edwards  valve  was 
sutured  into  place  at  the  annulus.  The  pa- 
tient tolerated  the  procedure  well  and  his 
immediate  postoperative  condition  was  good. 
However,  on  March  14,  1965,  three  days 
after  the  operation  he  gradually  developed  a 
low  output  failure  syndrome  and  died.  Au- 
topsy permission  was  refused. 

Discussion 

Nora  and  associates®  reviewed  the  world 
literature  on  KFS  and  found  approximately 
200  patients  with  this  anomaly.  Of  these 
200  patients,  only  four  (2  per  cent)  showed 
an  associated  congenital  heart  defect.  Sim- 
ilarly, Gray  and  associates®  uncovered  418 
cases  of  KFS.  Also  they  found  only  13  pa- 
tients (3  per  cent)  with  associated  congen- 
ital heart  disease.  Unfortunately,  no  men- 
tion was  made  of  the  specific  lesions.  How- 
ever, in  the  Nora  and  associates  series  of 
eight  patients  with  KFS,  five  (63  per  cent) 
showed  a congenital  heart  defect.  All  five 


A B 

Figure  2.  Shows  posterior  (A)  and  anterior  (B)  views  of  the  proband.  The  posterior  view  clearly  shows 
the  lowered  hairline  and  foreshortened  neck,  while  th?  anterior  view  shows  the  hemihypertrophy  of  the 
facies  and  shoulders.  Note  the  prominent  sterno-cleido-mastoid  muscle  on  the  left  which,  in  fact,  was  a 

torticollis. 
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had  a ventricular  septal  defect  in  combina- 
tion with  the  following  cardio-pulmonary  de- 
fects: (1)  Eisenmenger’s  disease  (by  car- 
diac catheterization)  in  the  first  patient; 
(2)  anomalous  pulmonary  venous  return, 
right  sided  aortic  arch  and  coarctation  of 
the  left  pulmonary  artery  (cardiac  catheter- 
ization and  angiocardiography  studies)  in 
the  second  patient;  (3)  atrial  septal  defect 
and  patent  ductus  arteriosus  (autopsy)  in 
the  third;  (4)  dextroposition  of  the  aorta 
(autopsy)  in  the  fourth  patient;  (5)  and 
possible  associated  Eisenmenger’s  disease  in 
the  fifth  patient  (clinical  impression  and 
angiocardiography).  Moreover,  the  four 
patients  with  KFS  and  congenital  heart  dis- 
ease found  in  their  literature  review  all  had 
ventricular  septal  defects.  In  two  of  these 
patients  this  was  the  sole  cardiac  defect 
(autopsy  in  one  and  angiocardiography  in 
the  other).  However,  of  the  two  remaining 
patients,  one  showed  transposition  of  the 
great  vessels  (autopsy),  while  the  second 
showed  situs  inversus  with  dextrocardia.  It 
is  of  interest  indeed,  that  in  the  review  of 
two  large  series  of  KFS  only  a small  per- 


centage of  patients  (2  and  3 per  cent  respec- 
tively as  above)  showed  congenital  heart 
lesions.  Yet,  when  careful  search  was  made 
for  congenital  heart  defects,  the  association 
rose  to  63  per  cent  in  eight  consecutive  pa- 
tients.* These  investigators  suggest  that 
the  reason  for  such  a disparity  in  reporting 
congenital  heart  defects  is  that  the  grotesque 
characteristics  of  KFS  result  in  preoccupa- 
tion with  the  skeletal  and  neurological  as- 
pects at  the  expense  of  cardiac  findings.  A 
recent  report^®  has  shown  the  occurrence  of 
congenital  mitral  insufficiency,  conductive 
deafness,  short  stature,  and  cervical  fusion 
with  an  incomplete  presentation  of  KFS  in 
three  members  of  a family. 

Bicuspid  aortic  valve  (BAV)  may  be 
found  in  isolation  or  as  an  associated  car- 
diac defect  in  aortic  pulmonary  septal  de- 
fect (partial  truncus),  congenital  aortic 
stenosis,  coarctation  of  the  aorta  (postductal, 
i.e.  adult  type),  and  in  transposition  of  the 
great  vessels. When  BAV  is  not  compli- 
cated by  other  lesions,  no  symptoms  are  pro- 
duced in  childhood,  unless  bacterial  endo- 


Figure  3.  Shows  chest  films  of  the  proband  (A)  in  1955  with  minimal  cardiomegaly  and  left  ventricular 
enlargement  and  in  contrast,  (B)  in  1964  showing  massive  cardiomegaly  with  both  right  and  left  ventricular 
enlargement. 
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carditis  occursd^  However,  the  situation  may 
differ  in  adults.  Edwards^®  suggests  that 
even  so-called  “perfect”  BAV  may  give  rise 
to  aortic  regurgitation  as  well  as  having 
a predilection  to  calcification  and  even  sten- 
osis. Our  patient  showed  slight  thickening 
and  calcification.  Adults  also  have  increased 
risk  of  bacterial  endocarditis,  though  our  pa- 
tient did  not. 

In  reviewing  the  literature,  the  patient  re- 
ported here  is  the  first  encountered  with 
the  combination  of  Klippel-Feil  syndrome 
and  bicuspid  aortic  stenosis.  Though  this 
combination  may  be  fortuitous,  since  it  is  a 
single  case,  the  general  association  of  con- 
genital heart  disease  with  KFS  must  be 
seriously  considered  from  the  following 
standpoints:  (1)  the  frequency  of  combined 
congenital  heart  and  skeletal  anomalies  in 
several  syndromes (2)  the  increased  as- 
sociation of  congenital  heart  disease  in 
KFS;®  (3)  we  have  had  personal  experi- 
ence with  another  family  with  a bizarre 
combination  of  skeletal  anomalies  and  con- 
genital heart  disease.  One  member  of  this 
family  showed  KFS  and  Sprengel’s  deform- 
ity in  association  with  a congenital  heart  de- 
fect, probably  a ventricular  septal  defect.^-* 
KFS  was  found  in  the  proband  and  in  his 
daughter,  while  the  daughter’s  child  had 
congenitally  dislocated  hips.  Unfortunately, 
the  daughter  has  not  been  willing  to  coop- 
erate in  our  study  and  therefore  we  have 
not  been  able  to  determine  whether  she  or 
her  infant  daughter  has  a congenital  heart 
defect. 

It  is  believed  that  earlier  diagnoses  of 
congenital  heart  disease  will  be  made  in 
some  patients  with  KFS  if  there  is  a high 
index  of  suspicion  for  such  heart  lesions. 
In  the  light  of  advances  in  remedial  cardiac 
surgery,  earlier  detection  of  a congenital 
heart  lesion  could  avert  the  severe  morbid- 
ity and  mortality  as  found  in  this  patient  and 
possibly  many  others  with  KFS. 

Summaiy 

1.  A patient  showing  Klippel-Feil  syn- 
drome (KFS)  and  bicuspid  aortic  valve 
(BAV)  has  been  described.  A review  of 
the  medical  literature  has  shown  that  con- 
genital heart  disease  is  a frequent  accom- 


paniment of  the  Klippel-Feil  sjmdrome,  but 
this  is  the  first  example  of  the  combination 
with  bicuspid  aortic  valve. 

2.  The  major  point  of  this  investigation 
is  to  emphasize  the  need  to  search  for  under- 
lying congenital  cardiac  defects  whenever 
congenital  skeletal  anomalies  are  encoun- 
tered, particularly  when  Klippel-Feil  syn- 
drome is  observed.  Might  not  this  patient 
have  had  successful  cardiac  surgery  at  an 
earlier  date,  had  the  index  of  suspicion  for 
congenital  heart  disease  been  higher? 
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Hiatus  Hernia  and  Esophagitis 


Hiatus  Hernia 

Knowledge  of  the  normal 
anatomy  of  the  esophageal  hi- 
atus is  important  in  the  under- 
standing of  esophageal  reflux  and  in  the 
medical  evaluation  of  surgical  repair  for 
hiatus  hernia.  Reflux  of  gastrointestinal 
juices  does  not  occur  if  relationships  in  this 
anatomical  area  are  intact. 

The  hiatal  orifice  of  the  diaphragm  is 
formed  by  attachments  of  the  diaphragm  to 
the  vertebral  column.  It  is  elliptical  in 
shape,  and  the  esophagus  passes  through  a 
tunnel  about  three  centimeters  long.  This 
is  mainly  formed  by  fibers  of  the  right  crus, 
which  bifurcates  around  the  esophagus. 
This  may  act  as  a pinchcock  mechanism  in 
prevention  of  reflux.  Protection  against 
some  reflux  is  also  provided  by  the  intrinsic 
sphincter  of  the  lower  esophagus  known  as 
the  inferior  esophageal  sphincter.  It  is  a 
segment  of  high  pressure  from  one  to  four 
centimeters  in  length.  Its  upper  limit  is 
usually  two  centimeters  above  the  dia- 
phragm, and  its  lower  limit  one  centimeter 
below.  This  is  in  tonic  contraction,  and 
relaxes  only  on  swallowing.  It  helps  pre- 
vent some  reflux.  Probably  the  most  im- 
portant factor  in  preventing  reflux  how- 
ever is  the  oblique  angle  with  which  the 
esophagus  enters  the  stomach  posteriorly. 
In  addition  to  all  of  these  factors,  the  intra- 
abdominal esophagus  is  collapsible,  so  that 
increased  abdominal  pressure  tends  to  close 
this  and  so  prevent  some  reflux,  and  at  the 
acute  angle  of  entry  of  the  esophagus  a 
fold  of  gastric  mucosa  overlies  the  opening 
and  may  serve  as  a flap  valve  in  maintain- 
ing closure.  It  can  be  readily  appreciated 
therefore  that  surgical  reconstruction  in 
hiatus  hernia  cannot  always  duplicate  these 
normal  relationships. 

The  incidence  of  hiatus  hernia  has  been 
estimated  at  five  per  cent  in  the  general 
population,  and  17  per  cent  in  pregnancy. 
Asymptomatic  hernia  may  occur  in  about 
one  per  cent.  Hernia  is  common  in  middle 
and  later  life,  perhaps  because  of  laxity  of 
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tissue  around  the  hiatus  along  with  the 
aging  process.  It  is  frequently  associated 
with  obesity  or  pregnancy  as  has  been  men- 
tioned, or  ascites.  It  may  be  seen  along 
with  chest  deformities,  such  as  pigeon 
breast  or  pectus  excavatum.  It  may  be  the 
result  of  trauma.  Congenital  hernia,  on  the 
other  hand,  is  probably  rare.  The  usual 
three  types  of  hernia  are  shown  in  Figure  1. 

Signs  and  Symptoms 

Symptomatology  from  hernia  may  present 
as  ( 1 ) pain : irregular  retrosternal  pain  de- 
scribed as  crushing,  sharp,  or  aching,  some- 
times going  to  the  back  between  the  shoul- 
der blades;  sometimes  appearing  suddenly 
in  the  epigastrium  and  radiating  subcostal- 
ly  or  girdling  the  lower  chest;  sometimes 
being  acute  and  colicky,  resulting  in  restless- 
ness and  sweating.  The  pain  may  extend 
into  the  jaws  and  radiate  to  the  shoulders 
and  down  the  arms.  The  ECG  however  is 
not  altered.  It  may  extend  to  the  ears  caus- 
ing earache  by  referral  via  the  vagal 
branches  to  the  external  auditory  meatus. 
There  may  be  an  associated  reflex  cough 
or  cough  by  regurgitation.  Some  patients 
with  hernia  have  noted  triggering  of  their 
pain  by  sweet  foods  such  as  sweet  rolls.  Dis- 
tress is  often  thought  to  be  due  to  stretch- 
ing of  the  hiatus  by  the  hernia  as  its 
size  is  altered  from  time  to  time  during 
the  day. 

(2)  Hernia  may  first  reveal  itself  by  an 
iron  deficiency  anemia  without  recognized 
gastrointestinal  complaints.  In  such  cases 
careful  inquiry  will  often  uncover  epigastric 
complaints  which  the  patient  has  forgotten 
or  disregarded.  Congestion  of  vasculature 
in  the  herniated  pouch  may  lead  to  oozing 
from  the  gastric  mucosa,  which  continues 
as  long  as  the  congestion  remains  unrelieved. 
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Ulcer  may  develop  and  bleed  in  the  herni- 
ated gastric  pouch.  Over  a period  of  time, 
iron  deficiency  anemia  can  subsequently  de- 
velop. 

(3)  Bleeding  may  become  overt  with  sud- 
den hematemesis  from  congestion  or  ulcer, 
or  from  esophagitis.  If  hematemesis  does 
not  appear,  melena  may,  from  these  episodes 
of  sudden  hemorrhage. 

(4)  Dysphagia  may  vary  from  a tempor- 
ary lodging  of  food  to  a feeling  of  a lump 
in  the  chest  after  swallowing  due  to  esopha- 
geal spasm. 

(5)  The  hernia  may  become  symptomatic 
after  a silent  stricture  from  reflux  esopha- 
gitis has  developed  resulting  in  dysphagia. 

(6)  Regurgitation  can  occur  as  the  mouth 
unexpectedly  fills  with  partially  digested 
food  especially  with  exercise  after  a meal. 
Heartburn  is  often  a complaint  especially 
on  bending  down  or  lying  down  at  night. 

Sliding  hernias  are  the  most  common. 
Paraesophageal  hernias  characteristically  oc- 
cur anterior  to  the  esophagus  and  usually 
are  within  a hernial  sac.  Pressure  studies 


reveal  a prolonged  pressure  plateau  at  the 
hernia  site  with  double  reversal  of  pres- 
sure waves. 

Management 

A mistake  that  can  be  made  very  easily 
is  ascribing  all  types  of  vague  abdominal 
complaints  to  a hernia  found  at  X ray.  Un- 
less the  symptoms  match  those  already  dis- 
cussed, or  unless  definite  complications  of 
hernia  are  present,  the  probability  is  that 
the  symptoms  are  unrelated.  Most  probably 
these  nonspecific  complaints  are  related  to 
an  irritable  colon.  Therefore  it  is  wise  to 
point  this  out  to  the  patient  while  treating 
him  for  the  irritable  bowel  syndrome  and 
instructing  him  in  measures  that  tend  to  pre- 
vent future  complications  that  might  arise 
from  the  hernia.  Irritable  bowel  manage- 
ment consists  of  diet  and  mild  sedation  with 
antispasmodics,  and  the  avoidance  of  cathar- 
tics and  laxatives.  Management  of  hernia, 
on  the  other  hand,  consists  of  weight  reduc- 
tion, small  meals  with  the  supper  meal  being 
the  last  in  the  day  and  at  least  four  hours 
before  retiring  ( to  insure  an  empty  stomach 
at  bed-time),  elevation  of  the  head  of  the 
bed  on  six-inch  blocks,  avoidance  of  exercise 


Figure  1.  Usual  types  of  hiatus  hernia  frequently  encountered. 
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that  tends  to  increase  intraabdominal  pres- 
sure and  avoidance  of  tight  gannents. 

All  hernias  can  be  given  such  a trial  of 
management,  and  almost  all  uncomplicated 
but  symptomatic  ones  will  respond  gratify- 
ingly.  The  patient  must  understand  of 
course  that  this  is  not  a cure  and  must  be 
a permanent  way  of  life. 

In  the  initial  evaluation  of  the  hernia, 
bougienage  can  be  performed  in  all  patients, 
since  a silent  stricture  may  be  present  which 
was  undetected  by  X ray.  A Hurst  dilator 
size  50  F can  be  passed,  and  should  enter 
the  stomach  with  ease.  If  not,  a stricture  is 
present  and  dilations  to  size  50  F should  be 
instituted. 

Patients  who  have  had  bleeding  from 
hernia  or  who  have  complicated  hernias 
with  ulceration  or  incarceration  probably 
require  surgery.  I favor  the  Allison  re- 
pair, since  medical  results  with  this  seem 
to  be  best.  Recurrence  of  hernia  is  not 
unusual,  some  surgeons  reporting  as  much 
as  50  per  cent  recurrence,  but  the  Allison 
repair  apparently  reduces  this  figure  ap- 
preciably. 

Esophagitis 

Esophagitis  is  a common  complication  of 
hernia,  but  is  not  an  absolute  indication  for 
surgical  repair.  Esophagitis  may  occur 
with  chalasia  in  the  absence  of  a hernia, 
or  following  prolonged  nasogastric  intuba- 
tion for  any  reason.  It  usually  occurs  be- 
cause of  acid-peptic  irritation  and  digestion 
of  the  esophageal  mucosa,  but  may  also  re- 
sult from  irritating  reflux  of  alkaline  con- 
tents. 

When  associated  with  hernia  and  due  to 
acid-peptic  juice,  the  usual  treatment  for 
hernia  should  be  instituted  and  antacid 


management  added.  The  most  effective  pro- 
gram is  an  intensive,  frequent  antacid 
schedule  to  neutralize  the  refluxing  juice. 
If  this  therapy  is  continued  long  enough, 
the  esophagitis  will  heal.  Subsequent  man- 
agement consists  of  usual  hernia  manage- 
ment and  instructions.  Stricturing  often  is 
associated  with  esophagitis,  and  parallel 
management  may  require  periodic  dilations 
as  the  peptic  esophagitis  is  being  treated. 
Since  oral  medications  do  not  keep  the 
irritated  esophagus  coated  for  more  than 
a few  minutes,  the  importance  of  continu- 
ous gastric  acid  neutralization  can  be  readi- 
ly appreciated. 

Hemorrhagic  esophagitis  may  cause  mas- 
sive hemorrhage  that  requires  emergency 
surgery.  Dilations  may  easily  rupture  the 
fragile  wall.  If  the  esophagitis  is  acutely 
painful,  pain  is  accentuated  on  swallowing 
food  and  fluid.  In  such  cases  temporary 
treatment  with  xylocaine  viscous  particu- 
larly before  a meal  may  decrease  discomfort 
so  that  patients  are  again  interested  in  eat- 
ing. 

A simple  helpful  test  for  esophagitis  is 
the  Bernstein  test.  A Levine  tube  is  placed 
in  the  esophagus  30  to  35  centimeters  from 
the  nares.  0.9  per  cent  NaCl  is  run  in  at 
100  to  120  drops  per  minute  for  10  minutes 
as  a control.  A solution  of  HCl  is  run  in 
the  same  manner  for  30  minutes  to  initiate 
the  pain  of  esophagitis.  If  there  is  no  re- 
sponse the  rate  of  flow  is  doubled.  Symp- 
toms disappear  in  three  to  four  minutes 
after  cessation  of  acid  flow.  It  is  our  routine 
to  esophagoscope  all  patients  with  sympto- 
matic hernia  as  well  as  esophagitis,  and  to 
follow  treatment  with  serial  examinations 
by  X ray  and  in  certain  instances  by  repeated 
endoscopy. 
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The  Dizzy  Patient 


IN  the  practice  of  medicine  the 
diagnosis  of  vertigo  and  the 
foiTH  of  treatment  are  current- 
ly rather  unsettled.  The  definition  of  terms, 
knowledge  of  the  site  of  the  lesion,  and 
methods  to  aid  in  diagnosis  are  often  not 
clearly  understood.  Much  confusion  exists 
as  to  the  use  of  the  terms  dizziness,  vertigo, 
and  equilibrium,  which  deserves  immediate 
clarification.  The  patient  may  describe  a 
number  of  sensations  with  the  word  dizzy, 
such  as  unsteadiness,  faintness,  lightheaded- 
ness, weakness,  insecurity,  or  other  vague 
sensory  experiences.  The  word  vertigo  con- 
notes a sensation  of  rotation,  or  movement, 
of  the  body  or  of  movement  of  the  environ- 
ment. The  term  equilibrium  refers  to  bal- 
ance between  the  opposing  forces  that  act 
on  the  body  — gi-avitation  and  the  postural 
reflexes  which  exactly  counteract  each  other. 
In  patients  with  central  neiwous  system  dis- 
ease, loss  of  equilibrium  can  occur  without 
vertigo  in  the  loss  of  joint  and  muscle  sense, 
and  in  cerebellar  disease  in  ataxia  unrelated 
to  vertigo. 

Pseudovertiginous  sjTnptoms  may  also  de- 
velop with  psychoneurotic  states,  hyper- 
ventilation, debilitation  and  poor  physical 
condition,  anemia,  hypertension,  and  pul- 
monary disease,  especially  emphysema.  A 
patient  with  one  of  these  conditions  may 
complain  of  “dizzy  spells,”  but  the  sensation 
of  rotation  and  impulsion  that  characterize 
true  vertigo  is  not  experienced. 

The  patient  with  true  vertigo  often  has 
such  auxiliary  signs  and  symptoms  as  nausea, 
vomiting,  headache,  pallor,  and  sweating. 
The  vertigo,  nausea,  and  vomiting  are  made 
worse  by  movement,  so  that  the  vertiginous 
patient  will  ordinarily  remain  immobile  dur- 
ing the  attack. 

Neurological  basis  for  vertigo 

A disorder  of  any  of  these  structures  may 
result  in  vertigo; 

1.  Cerebellar  cortex 

2.  Ocular  muscles 

3.  Cerebellum 
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4.  Labyrinthine  — vestibular  mechanism 

5.  Brain  stem 

Knowledge  of  the  disorders  of  each  of 
these  structures  obviously  aids  in  recognition 
of  the  cause  in  vertiginous  patients.  For 
example : 

— In  lesions  of  the  temporal  lobe,  the  aura 
of  epileptifoiTn  seizures  may  be  asso- 
ciated with  vertigo. 

— At  the  outset  of  ocular  muscle  paralysis 
faulty  projections  of  the  visual  field, 
when  the  patient  looks  in  the  direction 
of  the  paralyzed  muscle,  may  result  in 
vertigo. 

— Lesions  of  the  cerebellum  in  which  the 
vestibule  - cerebellar  connections  are 
damaged  may  induce  vertigo. 

All  of  these  conditions  are  clinically  un- 
common, and  the  problem  usually  lies  in  the 
decision  as  to  whether  the  vertigo  has  its 
origin  in  the  labyrinth,  in  the  vestibular  di- 
vision of  the  eighth  nerve,  or  in  the  vestibu- 
lar nuclei  and  their  immediate  connections 
with  other  structures  of  the  brain  stem. 

A study  of  the  form  of  attack  and  the 
signs  and  symptoms  may  aid  in  distinguish- 
ing the  basis  for  the  vertigo. 

In  vertigo  of  labyrinthine  origin  (aural 
vertigo) : 

1.  The  vertigo  tends  to  occur  in  paroxys- 
mal attacks,  which  are  abrupt  in  onset,  with 
maximal  symptoms  at  the  beginning. 

2.  The  signs  and  sj-mptoms  (nausea, 
vomiting,  pallor,  immobility,  and  ataxia)  are 
usually  transient. 

3.  The  vertigo  is  frequently  associated 
with  tinnitus  and  deafness. 
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Clinical  conditions  associated  ivith 
labyrinthine  vertigo 

1.  Meniere’s  syndrome  (hydrops  of  the 
labyrinth)  which  includes  tinnitus  and  deaf- 
ness, and  is  a common  condition  attributable 
to  a disorder  in  circulation  of  the  endolymph. 

2.  Benign  paroxysmal  vertigo  (positional 
vertigo  of  Barany)  which  is  believed  to  be 
caused  by  a lesion  in  the  otoliths  or  otoconia 
in  the  vestibule  of  the  labyrinth. 

3.  Purulent  labyrinthitis  associated  with 
an  infection  of  the  middle  ear  and  mastoid. 

4.  Serous  labyrinthitis  caused  by  infec- 
tion of  the  middle  ear. 

5.  Toxic  labyrinthitis,  usually  a product 
of  the  toxic  effects  of  alcohol,  quinine,  strep- 
tomycin, or  salicylates. 

6.  Head-trauma  which  may  damage  the 
otolith  organ. 

7.  Hemorrhage  into  the  internal  ear  that 
develops  as  a result  of  vascular  accident  in 
one  of  the  branches  of  the  labyrinthine  ar- 
tery. 

8.  Motion  sickness. 

Hydrops  of  the  labyrinth 

The  term  Meniere’s  syndrome  or  Meniere’s 
disease  has  occasioned  much  confusion  since 
the  triad  of  symptoms  of  vertigo,  tinnitus, 
and  gradually  developing  deafness  was  first 
described  by  Meniere  in  1861.  It  is  often  be- 
lieved that  all  patients  with  these  symptoms 
have  a common  type  of  disorder.  It  is  small 
wonder  that  confusion  surrounds  the  diag- 
nosis and  treatment  of  the  vertiginous  pa- 
tient. Hydrops  of  the  labyrinth,  as  a term, 
describes  a proven  pathological  condition 
which  underlies  the  vertigo,  deafness,  and 
tinnitus  from  disturbance  in  the  circulation 
of  the  endolymphatic  fluids  of  the  inner 
ear.  The  term  Meniere’s  syndrome  as  used 
to  signify  a definite  pathological  entity 
should  be  discarded. 

In  hydrops  of  the  labyrinth  these  symp- 
toms, signs,  and  laboratory  findings  can  be 
expected : 

1.  Tinnitus  of  a roaring  type  which  may 
precede  or  follow  the  attack  of  vertigo. 

2.  Acute  severe  attacks  of  vertigo,  usual- 


ly with  nausea  and  vomiting.  The  acute 
phase  may  last  for  hours,  or  days  at  the 
most,  and  then  gradually  subside  in  severity. 

3.  Hearing  in  the  involved  ear,  usually 
diminished  with  or  preceding  an  attack  (the 
condition  is  often  bilateral).  Hearing  loss 
early  in  the  disease  is  characterized  by  a 
disproportionate  loss  of  speech  discrimina- 
tion in  comparison  to  the  loss  for  pure  tones. 
The  pure  tone  curve  is  characteristically 
flat,  and  bone  conduction  and  air  conduction 
curves  are  superimposed,  indicating  a sen- 
sorineural type  of  involvement.  While  the 
hearing  characteristically  improves  after  the 
attack  early  in  the  course  of  the  disease,  re- 
peated attacks  commonly  result  in  a severe 
irreversible  loss  of  hearing. 

4.  Such  additional  hearing-test  findings 
as  recruitment,  high  Short  Increment  Sen- 
sitivity Index  (SISI)  scores,  and  moderate 
threshold  fatigue  in  the  high  frequencies, 
and  a Type  II  Bekesy  pattern  indicative  of  a 
peripheral  or  end-organ  type  of  involvement 
in  the  auditory  system. 

5.  Abnormal  reaction  to  caloric  stimula- 
tion. The  reaction  to  the  caloric  test  in  the 
involved  ear  is  ordinarily  depressed  in  a pa- 
tient who  has  had  repeated  attacks.  A quan- 
titative method  for  recording  the  reactions  to 
the  caloric  test  is  by  electronystagmography. 
Late  in  the  course  of  the  disease  all  reaction 
to  caloric  stimulation  may  be  lost.  The  ver- 
tiginous attack  is,  however,  not  acute  at  this 
stage,  and  only  minimal  symptoms  of  ver- 
tigo persist  although  the  severe  deafness  and 
tinnitus  remain.  It  is  apparent  that  proper- 
ly performed  audiological  tests  are  manda- 
tory in  diagnosis  and  evaluation  of  the  clin- 
ical course  of  the  patient  with  hydrops  of  the 
labyrinth. 

Benign  paroxysmal  vertigo  (positional 
vertigo  of  Barany) 

In  this  condition  severe  paroxysmal  verti- 
go and  nystagmus  occur  when  the  patient 
assumes  a certain  head-position.  A highly 
diagnostic  feature  of  the  disorder  is  the  de- 
velopment of  transient  vertigo  and  rotatory 
nystagmus  when  the  patient  rapidly  assumes 
the  supine  position  and  then  turns  the  head 
to  the  right  or  left.  This  nystagmus  is  usual- 
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\y  fatigable  if  the  position  is  assumed  again 
immediately.  The  condition  is  thought  to 
be  caused  by  a lesion  of  the  otolith  organ  of 
the  maculae  acusticae  which  results  in  ab- 
normal responses  to  positional  stimuli. 

Deafness  is  not  part  of  this  clinical  en- 
tity, and  results  only  when  there  is  con- 
comitant ear  disease,  such  as  a chronic  mid- 
dle ear  infection. 

Aural  vertigo  from  purulent  labjudnthitis 
or  serous  labyrinthitis  as  a result  of  infection 
of  the  middle  ear  should  not  be  a problem 
in  diagnosis  since  the  causative  factor  is  ob- 
vious. The  perilabyrinthitis  of  chronic 
purulent  disease  of  the  ear  described  by 
Cawthorne  is  occasionally  an  important 
cause  of  chronic  severe  vertigo.  The  pa- 
tient may  or  may  not  have  had  previous 
surgical  operation  for  ear-disease. 

Toxic  labyrinthitis  and  head  - trauma 
usually  result  in  a type  of  vertigo  which  is 
persistent  but  is  not  characterized  by  the 
recurrent  acute  attacks  reported  in  the  types 
already  discussed. 

Vertigo  of  vestibular  nerve  origin 

The  two  conditions  which  are  of  especial 
clinical  significance  are  tumors  of  the 
eighth  nerve  and  vestibular  neuronitis. 

When  a tumor  of  the  eighth  nerve  exists, 
loss  of  cochlear  and  vestibular  function  oc- 
curs relatively  early;  however,  because  of 
the  slow  and  insidious  loss  of  vestibular 
function,  paroxysmal  attacks  of  vertigo  are 
uncommon,  central  compensation  usually 
keeping  pace  with  this  steady  loss.  There 
may  be  any  degree  of  deafness  of  the  sensori- 
neural type.  Auditory  test  findings  of  ab- 
sence of  recruitment,  low  SISI  scores,  great 
threshold  fatigue  at  all  frequencies,  and 
Type  III,  or  Type  IV  Bekesy  patterns 
strongly  suggest  retrocochlear  involvement. 
Caloric  test  findings  are  almost  unifonnly 
abnormal,  but  latent  spontaneous  nystagmus 


may  confuse  interpretation  of  the  results 
when  electronystagmographic  tests  are  not 
used. 

Vestibular  neuronitis  (Epidemic  vertigo) 

This  condition  usually  affects  young  adults 
and  may  be  abrupt  in  onset.  Severe  par- 
oxysms of  vertigo,  nausea,  and  vomiting  are 
reported.  In  some  cases  the  vertigo  is  not 
severe,  but  the  patient  complains  of  being 
“off  balance”  when  walking. 

Other  findings  are ; 

1.  Deafness  and  tinnitus  are  conspicu- 
ously absent,  and  the  most  advanced  coch- 
lear tests  show  no  abnormality; 

2.  Caloric  tests  show  abnonnalities 
(often  bilateral)  of  reaction; 

3.  The  onset  of  symptoms  may  coincide 
with  some  kind  of  infective  illness,  most 
likely  in  the  upper  respiratory  tract; 

4.  Clinical  course  is  usually  benign  and 
the  patient  maj^  improve  with  treatment  for 
the  associated  infection; 

5.  Exact  cause  and  site  of  the  lesion  are 
unknown.  A toxic  change  in  the  vestibular 
neurones  may  have  occurred. 

Vertigo  of  brain  stem  oi'igin 

Vertigo  associated  with  central  lesions 
does  not  usually  come  in  paroxysmal  attacks, 
is  ordinarily  of  long  standing,  and  has  these 
additional  features: 

1.  It  may  disorganize  the  patient’s  equili- 
brium for  several  weeks  or  longer. 

2.  Auditory  function  is  usually  good. 

3.  Nystagmus  is  protracted,  is  of  the 
coarse  type,  and  may  have  a vertical  com- 
ponent in  the  upward  gaze. 

4.  Other  neurological  findings  are  usual- 
ly noted  since  the  long  sensory  and  motor 
tracts  which  pass  through  the  brain  stem 
may  be  involved. 
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SPECIAL  ARTICLE 


Preliminary  Report  on  Hospital  Surveys  of 
Emergency  Rooms  in  Nebraska  Hospitals 


The  Nebraska  Chapter  of  American  Col- 
lege of  Surgeons,  through  its  Trauma  Com- 
mittee, has  been  surveying  the  emergency 
facilities  in  the  Nebraska  hospitals.  This 
is  a purely  voluntary  program,  endorsed  by 
The  Nebraska  Hospital  Association,  and  de- 
signed to  collect  and  share  information. 
There  is  no  approval  or  disapproval  involved. 

A relatively  small  number  of  hospitals  in 
the  state  have  been  surveyed  (about  20%), 
but  some  interesting  trends  are  developing. 

1.  Most  outstanding  is  the  standard  of 
excellence  most  of  the  hospitals  have  estab- 
lished in  their  emergency  rooms.  Equipment 
is  usually  modern  and  well  maintained  in 
spite  of  a financial  loss  to  the  hospital  in  the 
operation  of  the  department. 

2.  The  small  hospital  has  several  advan- 
tages over  larger  hospitals  in  its  ability  to 
cover  the  emergency  room  with  registered 
nurses  who  are  called  from  the  floor  as 
needed.  They  likewise  are  fortunate  in  being 
able  to  equip  an  emergency  room  completely 
without  need  for  extensive  duplication  due 
to  the  close  proximity  of  the  emergency 
room,  operating  room,  X ray,  laboratory,  and 
central  supply. 

3.  The  entry  ways  are  usually  well  located 
and  not  obstructed  with  visitor  parking. 

4.  Although  none  have  interns  or  resi- 
dents, the  local  physicians  are  easily  available 
and  many  have  installed  their  own  two-way 
radio  to  increase  their  availability. 

5.  Standard  operating  procedures  are  rare 
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with  the  treatment  depending  on  the  local 
doctor’s  orders. 

6.  An  average  of  ten  patients  a week  are 
seen  in  the  emergency  room. 

7.  Disaster  plans  are  being  developed  by 
most  hospitals  but  are  not  yet  in  practice. 

8.  Little  or  no  information  is  received 
from  the  Ambulance  attendants  as  to  how 
the  patient  was  found,  etc. 

9.  The  minimum  charge  for  use  of  the 
emergency  room  varied  from  no  charge  to 
five  dollars,  with  three  dollars  being  the 
average. 

10.  The  sincere  interest  of  hospital  admin- 
istrators and  physicians  to  maintain  a high 
standard  of  care  was  most  obvious. 

11.  The  one  area  of  greatest  need  may 
be  in  emergency  room  records.  The  potential 
for  unhappy  patients  would  seem  to  be  rela- 
tively high  in  this  department,  where  many 
patients  may  be  traveling  through  and  not 
be  familiar  with  the  treating  physician.  It 
would  seem  advisable  for  the  local  physicians 
to  review  with  their  hospital  administrator 
the  adequacy  of  their  medical  outpatient 
records.  A chart  which  is  predominantly 
financial  information  would  be  of  little  help 
in  case  of  litigation. 

‘Chairman.  Nebraska  State  Trauma  Committee.  Nebraska 
Chapter.  American  Col'ege  of  Surgeons. 
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We  think  hobbyshopping  is  as  wonderful 
a pursuit  as  any  you  can  find,  and  it  has 
very  likely  become  our  hobby.  But  this  time 
we  have  a prize,  indeed.  Doctor  Hohlen  has 
been  President  of  the  Nebraska  State  Medi- 
cal Association,  which  alone  makes  us  proud. 
But  he  owns  his  very  own  island,  and  that 
is  what  this  is  all  about. 

Doctor  Hohlen  calls  it  Hohlen’s  Haven,  but 
it  sounds  like  Treasure  Island  to  us.  We 
have  always  wanted  to  own  an  island,  or  at 
least  to  know  somebody  wdio  did,  and  now 
we  do.  Doctor  Hohlen  has  been  going  up  to 
the  Lake  of  the  Woods  in  Canada  since  1936, 
without  ever  missing  a year.  He  bought  his 
private  island  in  1940.  It  is  some  two  city 
blocks  long  and  one  wide,  and  contains  seven 
acres.  He  and  his  friends  lived  in  tents  for 
the  first  three  years,  and  they  cleared  the 
brush  and  did  some  building  every  year, 
until  they  had  built  a main  cabin,  a screened 


porch,  then  a dock,  and  finally  he  added  a 
boat  house  and  a guest  cottage. 

Hohlen’s  Haven  is  some  twenty  miles  from 
town.  Doctor  Hohlen  now  drives  to  Kenora 
and  flies  to  his  little  empire,  by  seaplane; 
the  flying  takes  only  seven  minutes.  He  has 
his  own  boat,  and  goes  to  town  and  back 
when  he  likes,  taking  an  hour  each  way. 
There  is  even  an  electric  power  plant,  and 
our  friend  has  a fishing  boat,  a canoe,  and 
an  electric  washing  machine.  The  zoological 
inhabitants  of  the  island  include,  besides 
the  Hohlens,  deer,  bears,  moose,  porcupines, 
squirrels,  beavers,  and  ducks;  wdiile  among 
the  dwellers  of  the  briny  deep  there  are 
muskies  (Doctor  Hohlen  keeps  talking  about 
a fifty  pound  catch),  walleyes,  bass,  and 
northem  pike.  Botany  is  represented  by  two 
hundred  year  old  pines,  poplars,  oaks;  and 
hazelnuts,  strawberries,  gooseberries,  and 
raspberries.  There  is  even  an  old  prospec- 
tor’s cave,  where  they  have  looked  for  gold, 
and,  more  recently,  for  uranium. 

The  picture  shows  the  boat  house  and 
dock,  the  main  cabin,  and  the  guest  cottage. 
But  what  we  could  not  reproduce,  and  what 
we  felt  while  Doctor  Hohlen  talked  to  us  on 
an  afternoon  we  will  always  remember,  was 
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the  pleasure  of  having  your  very  own  island. 
There  is  just  nothing  like  it.  And  as  we 
said  when  we  began,  we  have  come  up  with 
a President  of  the  Nebraska  State  Medical 
Association. 

Only  now  he’s  a King. 

— F.C. 


^ccxcUa^ 


resident  of  Lincoln.  A $5,000  bequest  from 
the  estate  of  Mrs.  Bell,  who  died  in  August 
of  last  year,  established  the  fund  in  the 
University  Foundation,  Harry  R.  Haynie, 
Foundation  president,  announced. 

Income  from  the  fund  will  support  scholar- 
ships for  regularly  enrolled  students  in  the 
College  of  Medicine  “who  are  of  good  moral 
character,  in  financial  need,  and  show  prom- 
ise of  leadership  and  academic  ability  in  the 
profession  of  medicine.” 


The  annual  “get  acquainted”  tea  of  the 
Lancaster  County  Medical  Auxiliary  was  held 
on  October  3,  at  the  home  of  Mrs.  Robert 
Stein.  Mrs.  W.  W.  Carveth  and  Mrs.  H.  S. 
Morgan  were  co-chairmen  for  this  most 
pleasant  afternoon.  Wives  of  new  members 
of  the  County  Medical  Society  were  again 
our  honored  guests. 

The  officers  of  the  Lancaster  County 
Medical  Auxiliary  for  1966-67  are: 

President  Mrs.  Robert  Hillyer 

Vice-President  Mrs.  H.  B.  Miller 

Secretary  Mrs.  L.  J.  Gogela 

Treasurer Mrs.  J.  M.  Stemper 


Our  Medical  Schools 

U.  of  N.— 

Richard  Schindler  Elliott  of  Weeping  Wa- 
ter, Nebraka  is  the  New  York  Life  Insurance 
Co.  Medical  Scholar  at  the  University  of 
Nebraska  College  of  Medicine.  A freshman 
medical  student,  Mr.  Elliott  is  the  first  stu- 
dent at  the  College  of  Medicine  to  receive 
the  scholarship.  Nebraska’s  medical  school 
is  one  of  11  schools  selected  nationally  by 
New  York  Life  for  the  establishment  of  its 
scholarships.  Mr.  Elliott  was  selected  for 
the  scholarship  by  the  medical  college’s  com- 
mittee on  Scholarships  and  Awards. 

U.  of  N.— 

University  of  Nebraska  College  of  Medicine 
medical  students  will  benefit  from  an  endow- 
ment fund  established  in  memory  of  Anna 
Osthoff  Bell  of  Los  Angeles,  Cal.,  a former 


U.  of  N.— 

Ed  McElfresh  of  Columbus,  Neb.,  was 
elected  president  of  the  Student  Council  of 
the  University  of  Nebraska  College  of  Medi- 
cine in  Omaha. 

Other  officers  elected  at  the  council’s  first 
meeting  were  Mylan  Van  Newkirk  of  Osh- 
kosh, Neb.,  vice-president,  and  Karen  Christ- 
ensen of  Wayne,  Neb.,  secretary-treasurer. 

The  freshman  class  elected  Richard  Krause 
of  Stella,  Neb.,  president;  Robert  Seiler  of 
Alliance,  Neb.,  vice-president;  Roderick  Har- 
ley of  Grand  Island,  secretary ; Lars  Pedersen 
of  Berkeley,  Cal.,  treasurer;  Richard  Elliott 
of  Weeping  Water,  Neb.,  representative  to 
the  Student  American  Medical  Association 
chapter  on  campus,  and  James  Talbot  of 
Broken  Bow,  Neb.,  Student  Council  repre- 
sentative. 


U.  of  N.— 

A course  designed  to  improve  writing  and 
reading  abilities  of  future  doctors  is  offered 
for  the  first  time  this  year  by  the  University 
of  Nebraska  College  of  Medicine.  The  two- 
part  course  is  an  elective  for  freshmen  medi- 
cal students. 

The  students  will  spend  11  weeks  in  a rapid 
reading  course  taught  by  Dr.  Joseph  C.  Scott, 
assistant  professor  of  obstetrics  and  gyne- 
cology; and  11  weeks  in  a medical  writing 
course  taught  by  Mrs.  Pringle  Smith,  in- 
structor in  medical  writing.  The  medical 
writing  course  is  new  this  year  and  believed 
to  be  the  only  one  offered  to  freshmen  stu- 
dents by  a medical  college. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS: 
November  5 — Norfolk,  Norfolk  State 
Hospital 

November  19  — Alliance,  Central  High 
School  Building 

December  3 — North  Platte,  Elks  Club 
December  17  — Falls  City,  Elks  Club 

ASSOCIATION  OF  MILITARY  SURGEONS 

— 73rd  Annual  Meeting  will  be  held  No- 
vember 7-9,  1966,  at  the  Washington  Hil- 
ton Hotel,  Washington,  D.C.  The  address 
of  the  A.M.S.  is  1500  Massachusetts  Ave- 
nue, N.W.,  Washington,  D.C.  20005. 

COURSE  IN  MEDICAL  AND  SCIENCE 
WRITING  — Two  and  a half  days  of  lec- 
tures and  workshops  in  medical  and  basic 
science  writing  will  be  held  November  11- 
13,  1966,  at  Asilomar,  Pacific  Grove,  Cali- 
fornia, under  the  sponsorship  of  the  North- 
ern California  chapter  of  the  American 
Medical  Writers  Association.  The  second 
in  a proposed  series  of  intensive  courses 
with  limited  enrollment,  the  meeting  will 
feature  three  speakers  who  are  expert 
in  this  specialized  field  of  communication, 
and  each  lecture  will  be  followed  by  small- 
group  clinical  discussions  of  published  or 
unpublished  papers  offered  for  criticism 
by  enrollees.  The  fee  for  registration, 
which  includes  tuition,  meals  and  deluxe 
rooms  at  Asilomar  for  tw'o  nights,  is  $63 
each  for  two  persons  in  a room,  $61  each 
for  three  in  a room.  For  registration  or 
further  information,  write  to  Harley  Mes- 
singer,  M.D.,  3029  Benvenue  Avenue, 
Bei’keley,  California  94075. 

PRACTICAL  BIOCHEMISTRY  FOR  THE 
PRACTICING  PHYSICIAN  — Eppley 
Cancer  Institute  in  Omaha,  offered  by  the 
Department  of  Continuing  Education  of 
the  U.  of  N.  College  of  Medicine,  November 
17  and  18,  1966;  starting  time:  9:00  A.M. 
Fee:  $40. 

AMA:  20TH  CLINICAL  CONVENTION, 

— November  27-30,  1966,  Las  Vegas. 


Scientific  meetings  and  all  exhibits  will  be 
in  the  Las  Vegas  Convention  Center;  the 
House  of  Delegates  will  meet  in  the  Dunes 
Hotel  and  Caesar’s  Palace. 

WHAT’S  NEW  FOR  THE  GENERAL 
PRACTITIONER  — Eppley  Cancer  Insti- 
tute in  Omaha,  December  1 and  2,  1966, 
starting  at  9:00  A.M.,  offered  by  the 
Department  of  Continuing  Education  of 
the  U.  of  N.  College  of  Medicine.  Fee:  $40. 

AMBULANCE  AND  RESCUE  SQUAD  SER- 
VICES: — Second  annual  conference, 

Kearney  State  College,  Kearney,  Nebras- 
ka; December  9 & 10,  1966;  registration 
at  Field  House,  10  to  11  A.M.,  December 
9.  Write  to:  Thomas  L.  Carroll,  Execu- 
tive Director,  Nebraska  Safety  Council, 
224  Sharp  Building,  Lincoln,  Nebraska 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
the  following  Postgraduate  Education 
Courses  during  1965  and  1966: 

— December,  1966:  17th  Hahneman  Sym- 
posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 

SOCIETY  FOR  CRYO-OPHTHALMOLOGY 
— First  annual  clinical  meeting.  Dunes 
Hotel,  Las  Vegas,  January  8 to  10,  1967. 
Write  to:  John  G.  Bellows,  M.D.,  30  N. 
Michigan  Avenue,  Chicago,  Illinois  60602. 

FIRST  NATIONAL  CONGRESS  ON  SOCIO- 
ECONOMICS OF  HEALTH  CARE  — 
sponsored  by  the  Council  on  Medical  Ser- 
vice and  the  Division  of  Socio-Economic 
Activities  of  the  AMA,  will  be  held  at 
the  Palmer  House  in  Chicago  on  January 
22-23,  1967.  H.  W.  Doan,  M.D.  is  Secre- 
tary of  the  Council  on  Medical  Service  of 
the  AjMA,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

THE  REGIONAL  MEETING  OF  THE 
AMERICAN  COLLEGE  OF  PHYSICIANS 
— Will  be  held  at  the  Blackstone  Hotel  on 
Saturday  afternoon,  February  25,  1967. 
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Books 


It  All  Started  with  Hippocrates  (A  Mercifully  Brief 
History  of  Medicine)  by  Richard  Armour.  Pub- 
lished October  10,  1966  by  the  McGraw-Hill  Book 
Company,  330  West  42nd  Street,  New  York,  New 
York.  136  pages  (5”  by  8”)  profusely  illustrated 
by  Campbell  Grant.  Price  $3.95. 

Richard  Armour  has  changed  his  mind:  it  did 
not  all  start  with  Eve  or  Europa.  Not  even  with 
Columbus  or  Marx.  In  this  book,  historian-satirist 
Armour  proves  definitely  that  It  All  Started  with 
Hippocrates. 

Blending  fact  with  outrageous  imagination  and 
scintillating  turn  of  phrase,  he  draws  upon  his  own 
acquaintance  with  medicine  to  explore  the  develop- 
ment of  the  healing  arts  from  the  Stone  Age  (when 
anesthetics  were  primitive  and  occasionally  perma- 
nent) to  Medicare  and  diagnosis  by  computer.  He 
makes  a merry  shambles  of  the  consulting  rooms  of 
the  great  physicians  of  history,  and  shakes  the  labs 
with  laughter.  This  funny,  punny  professor  romps 
through  history  and  gives  us  a laugh  a line.  Wicked, 
witty,  uninhibited,  unlicensed,  he  has  written  a book 
with  matchless  humor.  Readers  will  never  pass  an 
examination  from  reading  this  book,  but  they  may 
pass  out  from  laughing. 

The  Medical  Lexicographer  by  J.  E.  Schmidt,  M.D. 
Published  September  2,  1966  by  Charles  C.  Thomas 
of  Springfield,  Illinois.  105  pages  (6”  by  9”). 
Price  $4.75. 

This  unique  and  extremely  useful  little  book  is 
based  on  the  author’s  intensive  activity  in  the  field 
of  medical  vocabulary  extending  over  a period  of 
more  than  two  decades. 

During  these  years  thousands  of  inquiries  have 
come  from  members  of  the  medical  and  allied  pro- 
fessions, from  hardworking  but  obscure  rural  prac- 
titioners and  from  world-renowned  professors  of 
medicine.  The  material  in  this  book  represents  a 
cross-section  of  the  profession’s  current  interest  in 
medical  terminology. 


06iiua%ce^ 


DAVIS  — Homer  Davis,  M.D.  of  Genoa, 
Nebraska,  died  October  3,  1966.  Doctor 
Davis,  one  of  the  state’s  oldest  physicians, 
practiced  in  Genoa  for  57  years  before  his 
retirement  at  the  age  of  87.  He  was  a cap- 
tain in  the  U.S.  Army  Medical  Corps  during 
World  War  I.  For  30  years  Doctor  Davis 
served  as  physician  for  the  U.S.  Indian 
School  at  Genoa,  while  maintaining  his  reg- 
ular practice.  Surviving  are  a son.  Doctor 
Kenneth  S.  Davis  of  Van  Nuys,  California, 
seven  grandchildren  and  25  great-grand 
children. 


Method  for  Measuring  Capillary  Permeabil- 
ity and  Its  Use  in  Patients  With  Skin  Dis- 
ease — J.  Marks  and  S.  Shuster  (Dept  of 
Dermatology,  Royal  Victoria  Infirmary, 
Newcastle  Upon  Tyne,  England).  Brit 
Med  J 2:88-89  (July  9)  1966. 

A method  for  measuring  capillary  perme- 
ability to  human  serum  albumin  is  described. 
It  depends  upon  reference  of  protein  leakage 
to  red  cell  mass.  Plasma  volume  calculated 
from  dilution  of  human  serum  albumin 
(PV  i^THSA)  was  higher  than  that  calcu- 
lated indirectly  from  red  cell  volume  (meas- 
ured with  ®^Cr  labeled  erythrocytes)  and 
hematocrit  (PV  ^^Cr).  The  difference  be- 
tween PV  i®HHSA  minus  PV  ®^Cr  divided  by 
PV  ®^Cr  and  then  multiplied  by  100  was 
then  used  to  express  capillary  permeability. 
Using  this  method  in  control  subjects  with 
localized  skin  disease,  an  average  of  1.3% 
of  the  plasma  volume  was  filtered  in  ten  min- 
utes. Considerable  increases  in  filtration 
were  found  in  patients  with  exfoliative  der- 
matitis and  erythrodermic  psoriasis  as  well 
as  in  a further  three  patients  suffering  from 
cyclical  edema,  dermatomyositis  and  ery- 
thema nodosum. 


Bedside  Diagnosis  of  Massive  Pulmonary 
Embolism  — H.  R.  Shibata  et  al  (Royal 
Victoria  Hosp,  Montreal).  Arch  Surg  93: 
250-257  (August)  1966. 

A reliable  bedside  technique  to  detect 
pulmonary  embolism  is  described.  Either 
Ytterbium  169  plastic  spheres  of  30ju,±5/i 
in  diameter  of  radioactive  albumin  aggre- 
gates are  suitable  sources  which  may  be 
detected  in  the  lungs  immediately  after  in- 
jection via  a peripheral  vein.  A portable 
scintillation  probe  with  an  0.5-inch  sodium 
iodide  crystal  with  an  0.5-inch  lead  colli- 
mation  and  an  0.5-inch  aperture  connected 
to  either  a ratemeter  or  scaler  was  used. 
Of  43  patients  studied,  29  had  a definite 
abnormality  consistent  with  pulmonary  em- 
bolism. The  bedside  scan  correlated  well 
with  conventional  scans  and  was  found  to 
be  more  reliable  than  ECG’s  or  chest  X-ray 
film  for  the  diagnosis  of  pulmonary  em- 
bolism. 
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COMMENTS  FROM  YOUR  PRESIDENT 


What's  In  The  Future 

Doctor  \V.  D.  Wright,  Immediate  Past 
President  of  the  Nebraska  State  Medical 
Association,  Dr.  Piobert  J.  Morgan  President- 
Elect,  and  myself  by  virtue  of  our  jobs  in 
your  Association  are  members  of  a unique 
and  exclusive  fraternity,  “Tlie  Organization 
of  State  Medical  Association  Presidents.” 
jMembership  in  this  organization  is  limited 
to  Presidents,  President-Elects,  and  Immed- 
iate Past  Presidents  of  the  Constituent  Medi- 
cal Associations  of  the  AMA. 

This  is  a very  informal  group  which  meets 
separately  but  in  conjunction  with  other 
meetings,  to  talk  over  common  problems 
effecting  state  organizations  and  also  in- 
dividual problems  of  State  and  County  Or- 
ganizations. This  meeting  is  not  associated 
with  any  other  organization  or  sponsored 
by  any  special  group.  We  are  entirely  free 
of  encumbrances  or  obligations,  so  that  we 
can  “let  our  hair  down.”  This  is  the  third 
year  it  has  met.  Each  year  it  is  better,  with 
state  officers  showing  more  interest  and 
engaging  in  discussions  effecting  their  own 
area,  and  informing  other  states  what  their 
problems  are.  This  year  this  meeting  was 
represented  from  Alaska  to  Florida,  Connec- 
ticut to  California. 

At  our  recent  meeting  in  Chicago,  in  con- 
junction with  the  Public  Relations  Institute, 
Dr.  Phillip  R.  Lee,  Assistant  Secretary  of 
Health,  Education  and  Welfare,  talked  about 
recent  past  legislation  and  what  is  proposed 
in  the  future.  These  future  plans  are  fan- 
tastic, and  embrace  all  fields  of  medicine. 
To  name  a few,  there  are  programs  of  bio- 
medical research  and  research  training,  vac- 
cine development,  improved  care  for  the 
coronary  patient,  health  manpower,  health 
facilities,  including  a network  of  community 
mental  health  centers,  a vast  increase  in 
nursing  home  facilities,  provision  for  new 
facilities  as  well  as  modernization  of  those 
which  are  becoming  obsolete  “primarily  to- 
ward the  unmet  needs  of  rural  areas.”  Also 


included  are  special  recognition  to  the  needs 
of  group  practice,  health  services,  including 
broadening  of  title  XIX  as  well  as  the  Heart 
disease,  Cancer  and  Stroke  Program.  Dr. 
Lee  covered  many  other  programs.  No  one 
knows  the  cost,  or  was  it  brought  out  by  Dr. 
Lee  as  to  how  these  costs  would  be  met. 
However,  there  is  no  question  in  his  mind 
that  many  of  these  will  pass,  and  if  not  in 
this  next  session,  they  will  be  reintroduced 
in  subsequent  sessions  of  congress. 

Dr.  Sam  Sherman,  a practicing  surgeon 
from  San  Francisco  and  Chairman  of  the 
AMA  Councils  on  Legislative  Activities  told 
what  the  AMA  has  done  to  put  a damper  on 
these  programs,  or  at  least  modify  the  bad 
features  of  some  of  the  recent  past  legisla- 
tion. He  expressed  deep  concern  for  the 
future,  particularly  regarding  retaining  con- 
trol by  the  medical  profession.  He  brought 
out  the  fact  that  doctors  must  work  hard 
to  keep  this  from  spreading  beyond  the  con- 
trol of  our  profession. 

It  is  quite  clear  what  the  Administration 
plans  to  do  and  although  HEW  says  that 
the  medical  profession  is  to  be  consulted 
and  used  to  help  implement  these  plans,  it 
is  the  consensus  of  this  organization  that 
this  can  only  be  accomplished  by  active  par- 
ticipation. Unless  we  can  change  our  Con- 
gress to  put  a damper  on  this  snowballing 
socialism,  we  will  not  control  it,  for  it  is  too 
big  now.  We  must  recognize  this,  and  work 
at  it  by  all  means.  Congressman  Wilbur 
Mills  (Democrat- Arkansas),  Chairman  of 
House  Ways  and  Means  Committee,  believes 
restrictive  clauses  should  amend  Title  XIX 
of  Medicare  to  help  reduce  these  costs. 

Physicians  of  Nebraska  should  be  com- 
mended on  their  generous  efforts  financially 
to  help  Neb  Med  Pac.  We  now  must  actively 
support  our  candidates  to  get  them  elected 
by  word  of  mouth,  talking  with  our  patients 
and  friends.  We  must  not  be  passive  but 
let  these  people  know  our  views  and  why. 

DAN  NYE,  M.D. 
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Question  of  the  Month 

What  is  meant  by  an  “Extended  Caif 
Facility?” 

Extended  Care  Facility  is  used  in  Public 
Law  89-97,  to  describe  a new  concept  of  pro- 
gressive patient  care.  The  facility  is  neither 
a nursing  home,  nor  an  acute  care  hospital. 
It  stands  ready  to  accept  patients  from  acute 
care  hospitals  after  the  acute  phase  of  illness 
is  over,  and  before  the  patient  is  ready  for 
home  or  domiciliary  care. 

To  qualify  for  Medicare  participation,  a 
facility  must  meet  all  statutory  (law)  re- 
quirements and  be  in  substantial  compliance 
with  the  conditions  of  participation  (pro- 
mulgations) issued  by  the  Department  of 
Health,  Education,  and  Welfare. 

Harold  S.  Morgan,  M.D. 
Medical  Consultant  to 
the  Medicare  Division 
Nebraska  State  Depart- 
ment of  Health 


All  About  Us 

Doctor  Frank  Cole,  Lincoln,  addressed  the 
Buffalo  County  Medical  Society  in  Kearney, 
at  the  September  meeting.  His  subject  was 
“Anesthesia:  before  and  after.” 

Doctor  James  Carson,  McCook,  was  a guest 
and  talked  on  PKU  testing  when  the  Mrs. 
Jaycees  of  McCook  met  in  August. 

Doctor  Henry  Lemon,  Doctor  Norman  Mil- 
ler, and  Doctor  Harry  McFadden,  Jr.,  all  of 
Omaha,  recently  attended  an  interprofes- 
sional seminar  for  veterinarians  and  phy- 
sicians held  at  Manhattan,  Kansas. 

Doctor  V.  S.  Lynn,  Geneva,  recently  pre- 
sented a discussion  on  the  medicare  law  at 
a meeting  of  the  Geneva  Rotarians. 

Doctor  John  Hartsaw  has  moved  from 
Chappell  to  practice  in  Cheyenne,  Wyoming. 

Doctor  Benjamin  Cobb  and  Doctor  Richard 
Schultz  have  joined  the  faculty  of  Creighton 
University’s  School  of  Medicine. 

Doctor  John  A.  Thomas,  Omaha,  recently 
returned  from  the  International  Pharma- 
cological Congress  in  Sao  Paulo,  Brazil,  where 


he  read  a paper  on  the  effect  of  drugs  on 
prostate  gland  secretions. 

Doctor  Robert  P.  Heaney,  Omaha,  spoke 
at  the  University  of  California  School  of 
Medicine  at  San  Francisco  in  late  October. 

Doctor  Richard  E.  Roelfs,  Omaha  has  been 
appointed  assistant  professor  in  physics  and 
chemistry  at  Briar  Cliff  College,  South  Sioux 
City,  Iowa. 

Doctor  Dale  E.  Brett,  Omaha  led  a dis- 
cussion on  the  history  of  ostomy  surgery  at 
a recent  meeting  of  the  Omaha  Ostomy 
Association. 

Doctor  O.  C.  Kreymborg,  North  Platte, 
has  compiled  the  articles  he  has  written  on 
first  aid  in  fighting  fires  into  a book  entitled 
“Firefighter’s  First  Aid.” 

Announcements 

Hill- Burton  Funds  and 
Psychiatric  Units — 

New  regulations  permitting  the  use  of 
Hill-Burton  funds  for  constructing  expan- 
ding, or  modernizing  psychiatric  units  in 
general  hospitals  and  certain  other  mental 
hospital  facilities  were  announced  recently 
by  Secretary  of  Health,  Education,  and  Wel- 
fare John  W.  Gardner.  The  new  regulations 
which  appeared  in  the  September  16  issue 
of  the  Federal  Register,  stipulate  that  Hill- 
Burton  funds  may  be  used  for  psychiatric 
beds  or  units  in  general  hospitals  only  if  the 
state’s  allotment  under  the  Community  Men- 
tal Health  Centers  Construction  Act  (Public 
Law  88-164)  has  been  exhausted.  This  re- 
striction stems  from  the  “nonduplication 
provision”  included  in  Public  Law  88-164. 
In  addition,  any  psychiatric  units  of  general 
hospitals  approved  for  Hill-Burton  funds 
must  conform  to  the  State  plan  approved 
under  the  Community  Mental  Health  Centers 
Program. 

In  keeping  with  the  emphasis  on  commun- 
ity-oriented facilities,  the  new  regulations 
provide  that  special  consideration  will  be 
given  to  psychiatric  units  in  general  hos- 
pitals which  propose  to  expand  to  compre- 
hensive mental  health  centers  within  a 
reasonable  period  of  time.  Such  units  thus 
serve  as  a springboard  for  the  development 
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of  comprehensive  care  facilities  for  the  men- 
tally ill  within  the  community,  as  envisioned 
in  Public  Law  88-164. 

Accident  Prevention  Institute — 

The  Accident  Prevention  Institute  is  Neb- 
raska’s annual  statewide  conference  for  lead- 
ers in  all  fields  of  accident  prevention  work. 
It  is  sponsored  by  the  Nebraska  Safety  Coun- 
cil, and  will  be  held  November  21  and  22, 
1966  at  the  Nebraska  Center  For  Continuing 
Education  at  33rd  and  Holdrege,  in  Lincoln; 
each  day’s  activities  are  to  begin  at  9 : 15  A.M. 
The  institute  is  open  to  all  Nebraska  physi- 
cians. For  information,  write  to  Thomas  L. 
Carroll,  Conference  Manager,  National  Safe- 
ty Council,  224  Shai*p  Building,  Lincoln, 
Nebraska. 


REPORT  ON  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 

JUNE  26-30,  1966 
CHICAGO 

Once  again  it  becomes  my  duty  and  privilege  to 
report  the  actions  of  the  House  of  Delegates  of  the 
American  Medical  Association  during  its  115th  An- 
nual Convention  in  Chicago  from  June  26  to  June 
30,  1966. 

It  is  noteworthy  to  note  that  this  was  the  last 
meeting  under  the  free  enterprise  system.  The 
day  following  the  closing  of  our  session,  the  medi- 
care law  became  effective.  It  is  my  opinion  that 
this  meeting  will  go  down  in  the  history  of  Organized 
Medicine  as  one  of  the  American  Medical  Associa- 
tion’s outstanding  meetings. 

Federal  health  legislation,  physician’s  billing  pro- 
cedures, medical  ethics,  racial  discrimination,  health 
manpower,  and  an  increase  in  AMA  dues  were 
among  the  major  subjects  acted  upon. 

Under  Federal  Health  Legislation,  the  House  of 
Delegates  received  and  considered  a large  number 
of  reports  and  resolutions  dealing  with  Medicare, 
the  expanded  Kerr-Mills  program  under  Title  19  of 
Public  Law  89-97  and  other  federal  laws  or  pro- 
grams. 

In  accepting  and  commending  a Board  of  Trustees 
report  on  Medicare,  the  House  recommended  that 
“the  Association  give  wide  dissemination  to  the 
information  contained  therein,  particularly  its  in- 
formed discussion  of  direct  billing,  the  basic  pur- 
poses of  utilization  review,  the  rejection  of  compen- 
sation for  service  on  such  committees  except  in 
exceptional  circumstances,  and  the  proper  placement 
of  any  responsibility  for  any  failure  in  the  Medicare 
program.’’ 

The  Board  report  ended  with  the  following 
conclusion: 


“During  the  past  year  many  individuals  have 
represented  the  American  Medical  Association  and 
the  physicians  of  the  United  States  by  meeting 
frequently  with  officials  of  the  Department  of 
Health,  Education  and  Welfare.  This  degree  of 
cooperation  on  our  part  should  be  viewed  as  a 
recognition  by  responsible  citizens  of  an  obligation 
to  obey  the  law  of  the  land,  including  this  law 
with  which  we  disagree.  Our  specific  purposes 
have  been  to  provide  expert  assistance  to  the 
government  so  that  this  law  could  be  implemented 
in  a manner  most  helpful  to  the  beneficiaries  while 
disturbing  the  practice  of  medicine  to  the  minimum 
degree.  Despite  our  best  efforts  it  is  apparent  that 
serious  problems  are  inevitable  in  connection  with 
the  implementation  of  this  law  and  we  trust  that 
the  physicians  and  the  public  will  place  the  blame 
for  such  deficiencies  squarely  where  they  belong — 
on  the  Federal  Government.” 

“We  are  proud  of  the  role  we  have  assumed  and 
in  many  instances  our  efforts  have  been  pi’oductive. 
Proposed  forms  were  simplified;  some  unnecessary 
forms  eliminated,  and  a number  of  our  suggestions 
was  incorporated  in  regulations  and  procedures. 
An  informative  ‘Reference  Guide’  for  physicians 
recently  distributed,  was  prepared  with  consultation 
of  AMA  staff.  Numerous  other  items  will  continue 
to  receive  our  most  serious  study  and  consideration, 
and  the  Board  urges  and  requests  that  every  member 
exhibit  his  personal  diligence  by  supplying  his  local 
medical  society  documented  evidence  of  transgres- 
sions of  the  spirit  or  the  letter  of  the  law  as  it  is 
implemented.” 

“The  Board  of  Trustees  intends  to  continue  to 
supply  advice,  guidance,  and  dissent  when  necessary 
to  the  Government  or  to  other  third  parties  on 
matters  that  pertain  to  the  health  of  the  public  and 
the  interests  of  the  medical  profession.” 

The  House  strongly  supported  the  general  con- 
cept of  individual  responsibility  and  endorsed  a 
report  from  the  Council  on  Medical  Service  which 
included  the  following  statement: 

“Since  the  Council  believes  that  the  current  in- 
terest in  the  doctrine  of  individual  responsibility 
stems  in  large  part  from  concern  over  the  matter 
of  assignments  under  PL  89-97,  it  hastened  to  add 
that,  as  a matter  of  American  Medical  Association 
policy,  the  Council  on  Medical  Service  i-ecommends 
reaffirmation  of  the  responsibility  of  individual 
physicians  for  determining  how  they  will  govern 
their  professional  practices  under  this  law  and  that 
physicians  should  be  made  acutely  aware  of  the 
manifest  superiorities  of  direct  billing  as  previously 
communicated  to  this  House  in  the  Council’s  Report 
E (A-66)  on  ‘Recommendations  on  the  Physician’s 
Role  in  Medicare.’  ” 

It  is  very  evident  that  the  medical  profession  move 
into  an  uncharted  experience  of  Medicare  and  should 
proceed  cautiously  and  with  integrity  that  cannot 
be  questioned  by  the  public  or  the  Federal  Govern- 
ment. There  is  a booklet  published  by  the  American 
Medical  Association  entitled  “Medicare  and  the 
Physician,”  which  should  be  in  the  possession  of 
every  physician. 

In  connection  with  the  Medicare  part  of  Public 
Law  89-97,  the  House  also  adopted  three  resolutions 
which  recommended  that  the  physicians  use  the 
direct  billing  method  rather  than  the  assignment 
procedure.  At  the  same  time,  the  House  pointed  out 
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that  adoption  of  these  resolutions  should  not  be 
interpreted  as  contravening  the  statement  approved 
at  the  Special  Session  in  October,  1965,  which  said: 

“The  American  Medical  Association  opposes  any 
program  of  dictation,  interference  or  coercion 
whether  direct  or  indirect,  affecting  the  freedom 
of  choice  of  the  physician  to  determine  for  him- 
self the  extent  and  manner  of  participation  or 
financial  arrangement  under  which  he  shall  provide 
medical  care  to  patients  under  Public  Law  89-97.” 

In  considering  a resolution  on  the  right  to  bill 
patients  under  Title  19  of  the  law,  the  House  passed 
an  amendment  pointing  out  that  direct  billing  has 
been  recommended  as  the  billing  method  of  choice 
under  Title  18  by  the  Board  of  Trustees  and  the 
Council  on  Medical  Seiwice.  It  then  said  that  since 
there  is  a wide  latitude  available  to  the  states  in 
establishing  administrative  procedures  under  Title 
19,  each  state  medical  association  should  work  early 
and  diligently  in  its  own  state  so  that  any  plan  or 
law  adopted  in  its  state  for  approval  under  Title 
19  would  include  authorization  for  direct  billing. 

The  House  also  instructed  the  AMA  Advisory 
Committee  to  the  Department  of  Health,  Education 
and  Welfare  to  do  all  in  its  power  to  implement 
the  intent  of  the  resolution  at  the  national  level. 
In  addition,  the  House  urged  positive  steps  to  ob- 
tain statutory  authority  for  a continuing  medical 
advisory  committee  under  Title  19,  and  it  called  on 
the  AMA  and  the  state  societies  to  maintain  added 
vigilance  to  eliminate  any  patterns  which  might 
subvert  the  intent  of  Title  19. 

The  House  passed  two  resolutions  involving  billing 
and  reimbursement  principles  affecting  hospital- 
based  specialists  but  also  of  significance  to  all 
physicians.  The  first  said: 

“The  Principles  of  Medical  Ethics  declare  that  a 
physician  shall  not  dispose  of  his  services  to  a third 
party  or  “lay”  organization,  and 

“Title  XVIII  of  Public  Law  89-97  recognizes  the 
principle  of  the  separation  of  professional  and  hos- 
pital costs  for  services  rendered  by  hospital-based 
physicians;  and 

“This  principle  has  been  advocated  by  the  AMA, 
the  American  College  of  Radiology,  the  American 
College  of  Pathologists,  and  many  regional  organi- 
zations and 

“A  great  number  of  hospital-based  physicians 
throughout  the  nation  have  declared  their  intention 
to  bill  separately  for  their  professional  services  in 
keeping  with  this  principle;  therefore  be  it 

“Resolved,  That,  since  separate  billing  by  the 
physician  for  his  professional  services  is  a preferred 
ethical  practice,  it  shall  be  deemed  unethical  for  a 
physician  to  displace  a hospital-based  physician  who 
is  attempting  to  practice  separate  billing  when  said 
displacement  is  primarily  designed  to  circumvent 
separate  billing.” 

The  second  resolution  regretted  that  publication 
of  Medicare  Regulations  No.  5 was  delayed  until 
June  28,  three  days  before  the  effective  date  of 
Medicare,  and  said  that  these  regulations  do  not 
conform  to  the  intent  of  Congress  as  expressed  in 
Section  1801  of  the  Medicare  law.  It  then  declared 
that: 

“The  House  of  Delegates  instruct  the  Board  of 
Trustees  and  the  Executive  Vice  President  to  re- 


quest from  the  Social  Security  Administration  an 
extension  of  date  of  final  adoption  of  the  proposed 
regulations  of  not  less  than  90  days,  in  order  that 
the  American  Medical  Association  and  all  other 
interested  medical  organizations  be  allowed  reason- 
able time  to  study,  and  to  submit,  to  the  Social 
Security  Administration  data,  views  or  arguments 
and  pertinent  constructive  comments  and  sugges- 
tions. 

“To  preserve  the  professional  independence  of 
medical  practice  that  the  Board  of  Trustees  and 
Officers  of  the  AMA  be  instructed  to  immediately 
inform  the  membership  that  Medicare  Reg.  No.  5 will 
not  apply  to  physicians  (Whether  hospital-based  or 
not)  who 

“1.  have  not  financial  relationship  with  a hospital 
covering  medical  services  to  patients. 

“2.  do  not  accept  assignments  but  bill  directly. 

“The  AMA  News  and  other  appropriate  media  be 
used  to  advise  all  physicians  who  are  developing 
contractual  relationships  with  hospitals  for  profes- 
sional service  that  they  should  delay  the  finalization 
of  any  agreements  pending  further  analysis  of  the 
implementing  regulations.” 

In  acting  upon  a Board  of  Trustees  recommenda- 
tion that  a physician  may  participate  in  the  owner- 
ship of  a pharmacy  or  regularly  dispense  drugs, 
remedies  or  appliances  or  provide  eyeglasses  to  his 
patients  only  when  approved  by  his  component  and 
constituent  medical  associations  and  when  it  is 
determined  by  them  to  be  necessary  in  the  best 
interests  of  the  patient,  the  House  approved  the 
following  reference  committee  statement:  < 

“The  Principles  of  Medical  Ethics  provide:  ‘Drugs, 
remedies  or  appliances  may  be  dispensed  or  supplied 
by  the  physician  provided  it  is  in  the  best  interest  of 
the  patient.’  Your  reference  committee  reaffirms 
the  1963  House  of  Delegates  interpretation  of  the 
words  ‘in  the  best  interest  of  the  patient,’  which 
reads  as  follows: 

“ ‘It  is  the  opinion  of  the  Judicial  Council  that  this 
language  was  adopted  to  permit  both  the  practicing 
physician  and  the  local  medical  societies  to  evaluate 
the  many  factual  situations  incident  to  prescribing 
and  dispensing  which  are  bound  to  arise  in  the 
practice  of  medicine.  Under  this  language  the 
doctor  is  permitted  to  exercise  his  own  best  judgment 
when  caring  for  his  patient.  It  is  known  that  there 
will  be  situations  when  it  is  necessary  or  desirable 
for  a physician  to  dispense  or  supply  what  he  has 
prescribed.  The  Principles  permit  this  to  be  done. 
On  the  other  hand,  this  broad  language  provides  a 
means  by  which  a component  medical  society  can 
inquire  into  the  facts  of  a particular  practice.  The 
profession  thus  can  act  to  prevent  abuse  of  dis- 
cretion and  protect  patients  from  exploitation.  In 
essence  this  language  means  that  a physician  in  the 
exercise  of  sound  discretion  may  dispense  ‘in  the 
best  interest  of  his  patient’;  it  does  not  authorize 
him  to  dispense  solely  for  his  convenience  or  for  the 
purpose  of  supplementing  his  income.’ 

“The  reference  committee  approves  the  goals 
sought  by  the  Board’s  report,  but  disapproves  its 
specific  recommendations.  It  notes  that  mechanisms 
presently  exist  for  processing  charges  of  deviation 
from  the  foregoing  ethic  and  urges  that  these 
mechanisms  be  made  vitally  active  at  local  level. 
When  charges  of  deviation  develop,  complaints 
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should  be  made  to  the  local  society  and  vigorously 
processed  by  the  appropriate  committee  of  that 
society.  If  they  are  not  resolved  thereby,  the 
complaints  should  then  be  carried  to  the  state 
constituent  association.  The  prudent  physician  will 
always  seek  the  guidance  of  his  local  medical 
society  in  situations  relating  to  ethical  conduct.” 

The  House  directed  the  Board  of  Trustees  to  take 
action  as  expeditiously  as  possible  to  give  wide 
dissemination  to  the  reference  committee  report. 

The  House  received  six  resolutions  dealing  with 
the  subject  of  discrimination  against  some  appli- 
cants for  membership  in  component  medical  societies. 
It  called  attention  to  the  strong  position  taken  by 
the  House  in  1964  but  pointed  out  that  it  is  difficult 
to  follow  the  1964  directive  because  there  is  now 
no  mechanism  at  the  national  level  whereby  a re- 
jected applicant  for  membership  at  county  or  state 
level  may  obtain  a hearing  in  order  to  right  an 
alleged  wrongful  discrimination. 

In  lieu  of  the  six  resolutions,  the  House  adopted 
a substitute  resolution  which  directed  the  Council 
on  Constitution  and  bylaws  to  prepare  such  changes 
in  the  Constitution  and  Bylaws  “as  may  be  neces- 
sary to  permit  the  Judicial  Council  to  receive  and 
act  upon  appeals  filed  by  applicants  who  allege  that 
they  have  been  unfairly  denied  membership  in  a 
local  and/or  state  society.”  The  House  asked  the 
Council  to  report  its  recommendations  at  the  1966 
Clinical  Convention. 

On  the  subject  of  health  manpower  the  House 
received  reports  from  the  Board  of  Trastees,  Council 
on  Medical  Education  and  Council  on  Medical  Seiwice 
and  also  one  resolution.  In  general,  all  of  them 
urged  the  AMA  to  assume  leadership  and  mobilize 
its  efforts  to  meet  present  and  future  shortages 
in  health  manpower.  The  House  approved  the  Board 
report,  announcing  appointment  of  a Committee  on 
Health  Manpower,  and  adopted  the  resolution.  The 
two  Council  reports  were  referred  to  the  new  Board 
Committee. 

In  taking  these  actions,  the  House  approved  a 
reference  committee  statement  which  included  the 
following: 

“Your  Reference  Committee  is  well  aware  of  the 
drastic  shortage  of  health  manpower  that  is  con- 
fronting the  American  public.  It  is  keenly  apprecia- 
tive of  the  opportunity  presented  to  the  American 
Medical  Association  to  furnish  leadership  in  the 
solution  of  this  problem.  The  necessary  additional 
manpower  in  the  medical  profession  and  in  allied 
health  professions  must  be  developed.  The  most 
effective  and  efficient  utilization  of  existing  health 
manpower  must  be  made  at  all  times.  This  is  no 
time  to  surrender  leadership  to  persons  or  organi- 
zations outside  of  the  medical  profession.” 

In  considering  106  resolutions,  38  board  reports 
and  at  least  20  additional  I’eports  from  councils  and 
other  groups,  the  House  of  Delegates  also: 

Endorsed  the  Declaration  of  Helsinki,  already 
adopted  by  the  World  Medical  Association,  as  a 
guide  to  those  who  are  engaged  in  clinical  medical 
investigation; 

Reaffirmed  its  opposition  to  the  Compulsory 
assessment  of  hospital  staff  members  in  order  to 
raise  funds  for  hospital  construction; 

Reconsidered  its  action  in  defining  usual,  cus- 
tomary and  reasonable  fees  and  referred  the  matter 


back  to  the  council  on  Medical  Seiwice  for  further 
study; 

Urged  all  state  and  county  medical  societies  to 
send  representatives  to  the  Third  National  Congress 
on  Medical  Quackery  to  be  held  October  7-8,  1966 
in  Chicago; 

Commended  the  American  Medical  Association 
Education  and  Research  Foundation  for  its  accom- 
plishments during  the  past  four  years  and  gave  a 
standing  vote  of  gratitude  to  Dr.  Raymond  M. 
McKeown,  A3IA-ERF  president  since  1962; 

Strongly  endorsed  the  AMA  Volunteer  Physicians 
for  Vietnam  program  and  urged  the  entire  profes- 
sion to  support  it  by  word  and  deed;  approved  a 
recommendation  by  the  AMA  suiwey  team  and  the 
Board  of  Trustees  that  the  Association  organize  and 
administer  a program  of  American  assistance  in 
Medical  education  in  South  Vietnam  suppoiTed  by 
the  U.S.  Agency  for  International  Development;  w'as 
impressed  by  a report  from  Dean  Pham  Bieu  Tam 
of  the  Faculty  of  Medicine,  University  of  Saigon, 
and  urged  that  the  AMA  do  everything  possible 
to  assure  that  volunteer  physicians  caring  for  the 
South  Vietnam  civilian  population  are  properly 
supplied  with  medicines  and  other  medical  supplies; 

Adopted  a resolution  urging  constituent  medical 
associations  to  oppose,  as  detrimental  to  the  public 
interest,  any  proposed  legislation  that  would  auth- 
orize optometrists  to  engage  in  the  diagnosis  or 
treatment  of  disease  or  injury  of  the  eye; 

Approved,  with  minor  editorial  revisions,  a final 
report  from  the  Committee  on  Maternal  and  Child 
Care  of  the  Council  on  Medical  Service  dealing  with 
the  medical  care  aspects  of  “Combating  the  Prob- 
lems of  Unwed  Parents”; 

Agreed  with  a strong  policy  statement  condemning 
the  abuse  of  LSD  and  other  non-narcotic  dinigs, 
pointing  out  that  the  illicit  use  of  LSD  is  subver- 
ting and  vitiating  important  and  necessary  valid 
experimental  studies,  and  recommending  that  the 
manufacture  and  distribution  of  LSD  be  continued 
as  needed  under  strict  control,  with  the  drug  being 
made  available  only  to  competent  research  workers 
(physicians  trained  in  its  use)  on  approval  of  the 
Department  of  Health,  Education  and  Welfare; 

Reaffirmed  its  opposition  to  the  compulsory  regu- 
lation of  any  single  method  such  as  the  use  of 
generic  terms,  or  the  prescribing  of  drugs; 

Offered  AMA  cooperation,  in  order  to  prevent 
public  fear  and  misunderstanding,  to  those  founda- 
tions and  other  groups  which  request  it  in  clarifying 
statistical  data,  visual  media  and  other  forms  of 
medical  information  to  be  presented  to  the  public 
so  as  to  provide  an  accurate  view  of  the  problems 
or  problem  with  which  they  are  concerned; 

Adopted  a humorous  resolution  and  an  equally 
humorous  reference  committee  report  which  re- 
quested that  “in  the  future  full  air-conditioning 
be  considered  as  a prerequisite  in  the  selection  of 
the  headquarters  hotel  for  the  annual  AMA  Con- 
vention in  those  cities  where  the  psychophysiological 
effects  of  heat  may  interfere  with  effective  delegate- 
manship”; 

Received  as  information  a comprehensive  report 
on  the  Relation  of  Medicine  and  Osteopathy,  which 
contains  much  material  pertinent  to  future  policy 
considerations,  and  also  approved  in  principle  a 
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recommendation  that  doctors  of  osteopathy  be  com- 
missioned in  the  Armed  Forces  Medical  Services; 

Agreed  with  a report  recommending  that  the  core 
curriculum  plan  for  continuing  medical  education 
be  not  approved  in  its  present  form,  that  no  further 
core  curricula  be  developed  at  this  time,  and  that 
various  methods  of  continuing  medical  education  be 
studied  under  the  auspices  of  the  Council  on  Post- 
graduate Programs; 

Expressed  its  opposition  to  the  Hart  Bill,  S.  2568, 
and  all  similar  legislation; 

Adopted  reports  from  the  Council  on  Medical 
Service  on  a Model  Emergency  Department  Agree- 
ment and  on  Multiple  Coverage  in  Voluntary  Health 
Insurance; 

Approved  Board  reports  on  Exercise  and  Physical 
Fitness;  encouraging  state  and  local  medical  soci- 
eties to  support  the  promotion  of  fitness  programs, 
and  on  Venereal  Disease  Control,  emphasizing  the 
continued  need  for  all  physicians  to  report  all  cases 
that  come  to  their  attention,  and 

Authorized  the  Speaker  of  the  House  to  appoint  a 
Resolutions  Consultation  Committee,  purely  for  edi- 
torial advisory  pui-poses,  at  subsequent  AMA  Con- 
ventions. 

By  a vote  of  168  to  46,  the  House  approved  an 
increase  in  AMA  annual  dues  from  $45  to  $70, 
effective  January  1,  1967,  thus  confirming  a Board 
of  Trustees  recommendation  which  was  given  initial 
approval  at  the  1965  Clinical  Convention, 

The  House,  in  approving  the  dues  increase,  ac- 
cepted a reference  committee  statement  which  said: 

“It  is  quite  apparent  that  the  programs  necessary 
to  serve  the  needs  of  the  members  of  the  Association 
cannot  be  conducted  effectively  without  adequate 
financing  and  it  is  equally  apparent  that  such 
adequate  financing  is  impossible  without  the  dues 
increase  requested  by  the  Board  of  Trustees.  Your 
Reference  Committee  reaffirms  its  confidence  in 
the  judgment  of  the  Board  of  Trustees  which  has  in 
the  past  and  must  in  the  future  exercise  the  most 
careful  and  prudent  stewardship  over  the  assets 
of  the  Association.  The  Board  of  Trustees  is  the 
Committee  elected  by  the  House  of  Delegates  to 
investigate  and  control  the  finances  of  the  Associa- 
tion. The  appointment  of  any  other  committee  to 
perform  this  function  would  be  most  inappropriate.” 

Calling  upon  the  medical  profession  for  strength 
and  unity  in  resisting  the  present  socialist  trend  in 
this  country.  Dr.  James  Z.  Appel  of  Lancaster,  Pa., 
retiring  AMA  president,  told  the  Sunday  opening 
session  that  physicians  “must  participate  in  the 
ranks  of  both  political  parties  and  have  a voice  in 
the  determination  of  party  policy  and  the  writing 
of  party  platforms.” 

Dr.  Hudson,  in  his  inaugural  address  Tuesday, 
declared  that  “we  shall  need  all  of  our  intellectual 
and  scientific  resources  to  cope  with  the  new 
economics  of  medicine”  and  to  prevent  the  exten- 
sion of  the  Medicare  program,  without  demonstrated 
need,  toward  a national  health  serwice. 

Speaking  at  the  final  session  of  the  House  on 
Thursday,  Dr.  Hudson  said  that  “a  demonstration 
of  our  ability  to  perform  must  clearly  indicate  not 
only  our  competency  in  the  field  of  medicine,  but 
also  our  ability  to  react  to  a new  kind  of  govern- 
ment thrust  into  health  care.”  He  warned  that 


the  real  threat  to  our  system  of  medicine  is  not  in 
the  details  of  Medicare  implementation  but  in  the 
expansion  of  the  principle  of  social  insurance. 

Dr.  Milford  0.  Rouse  of  Dallas,  Texas,  Speaker 
of  the  House  of  Delegates  for  the  past  three  years, 
was  named  AMA  president-elect  by  acclamation. 
He  will  succeed  Dr.  Charles  L.  Hudson  of  Cleveland, 
Ohio,  who  took  office  at  the  Tuesday  afternoon 
innaugural  ceremony  during  the  Chicago  Convention. 

In  addition  to  Dr.  Rouse,  the  new  president-elect, 
the  following  officers  were  named: 

Dr.  Eli  S.  Jones  of  Hammond,  Indiana,  AMA 
vice-president;  Dr.  Walter  C.  Bornemeier  of  Chicago, 
speaker  of  the  House  of  Delegates,  and  Dr.  Russell 

B.  Roth  of  Erie,  Pa.,  vice-speaker. 

On  the  Board  of  Trustees,  all  for  three-year 
terms.  Dr.  Homer  L.  Pearson  of  Miami,  Fla.,  and 
Dr.  Dwight  L.  Wilbur  of  San  Francisco  were  re- 
elected; Dr  Burtis  E.  Montgomery  of  Harrisburg, 
111.,  was  named  to  succeed  Dr.  Percy  E.  Hopkins 
of  Chicago,  who  did  not  run  for  re-election;  and 
Dr.  Max  H.  Parrott  of  Portland,  Oregon,  succeeded 
Dr.  Raymond  M.  McKeown,  who  was  not  eligible 
for  re-election. 

For  the  Council  on  Medical  Education,  Dr.  Kenneth 

C.  Sawyer  of  Denver,  Colo.,  was  re-elected,  and 
Dr.  James  W.  Haviland  of  Seattle,  Wash.,  suc- 
ceeded Dr.  Melvin  W.  Breese  of  Portland,  Oregon, 
who  did  not  wish  renomination. 

For  the  Council  on  Medical  Service,  the  House 
re-elected  Dr.  Charles  J.  Ashworth  of  Providence, 
R.I.;  named  Dr.  Guy  A.  Owsley  of  Hartford  City, 
Ind.,  to  succeed  Dr.  Montgomery,  and  elected  Dr. 
John  R.  Kernodle  of  Burlington,  N.C.,  to  replace 
Dr.  Roth. 

Dr.  James  M.  Kolb,  Sr.,  of  Clarsville,  Ark.,  was 
re-elected  to  the  Council  on  Constitution  and  Bylaws. 
Named  to  the  Judicial  Council  were  Dr.  Renato  J. 
Azzari  of  New  York  City,  to  succeed  Dr.  Robertson 
Ward  of  San  Rafael,  Calif.,  and  Dr.  George  W. 
Petznick  of  Cleveland,  Ohio,  to  succeed  the  late 
Dr.  James  H.  Berge  of  Seattle,  Wash. 

The  1966  AMA  Distinguished  Service  Award 
was  voted  to  Dr.  Warren  H.  Cole  of  Chicago,  head 
of  the  Department  of  Surgery  at  the  University 
of  Illinois  College  of  Medicine,  for  his  work  in 
cancer  research  and  his  many  contributions  to  med- 
ical literature. 

The  Layman’s  Citation  for  Distinguished  Service 
was  awarded  to  Danny  Thomas,  well  known  enter- 
tainer in  radio,  television,  motion  pictures  and  the 
stage,  for  his  leadership  in  founding  the  St.  Jude 
Children’s  Research  Hospital  at  Memphis,  Tennessee. 

Final  registration  reached  a total  of  35,506,  made 
up  of  12,445  physicians  and  23,061  guests. 

In  summary  I think  the  House  of  Delegates  made 
it  very  clear  to  those  who  are  responsible  for  en- 
forcement of  the  Medicare  Law  that  we  as  physi- 
cians intend  to  retain  the  physician-patient  rela- 
tionship and  the  right  to  practice  medicine  as  has 
always  been  done  in  the  past. 

The  House  of  Delegates  went  on  record  favoring 
direct  billing  of  patients  and  that  the  patients  are 
to  be  the  responsible  individuals  as  far  as  their 
financial  obligations  are  concerned  to  the  physicians. 
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also  that  it  is  up  to  them  to  collect  whatever  they 
have  coming  from  Medicare. 

The  House  of  Delegates  did  favor  complete  co- 
operation with  the  Federal  Government  in  imple- 
mentation of  the  Medicare.  They  appealed  to  all 
physicians  to  lend  their  support  in  everj’  respect 
to  make  the  law  effective  in  everj'  respect.  If  it 
fails  I am  sure  it  will  be  laid  on  our  doorstep. 

E.  F.  Leininger,  M.D.  Delegate 


Scene 


1.  Minimum  Wage  Law — 

A new  minimum  wage  law  is  expected  to 
cause  hospital  and  nursing  home  costs  to 
rise.  It  brings  about  1.5  million  workers 
in  hospital  and  nursing  homes  under  the 
federal  minimum  wage  program  for  the  first 
time.  The  minimum  wage  for  them  is  set 
at  $1.00  an  hour  for  next  year,  $1.15  an 
hour  in  1968,  $1.30  an  hour  in  1969,  $1.45  an 
hour  in  1970  and  $1.60  an  hour  thereafter. 

The  new  law  also  increases  the  minimum 
wage  for  about  30  million  workers  presently 
covered  to  $1.40  an  hour  on  Feb.  1,  1967, 
and  to  $1.60  an  hour  on  Feb.  1,  1968. 

2.  Desegregation — 

On  a related  front.  Senate  Democratic 
Leader  Mike  Mansfield  (Mont.)  said  he  be- 
lieved the  Health,  Education  and  Welfare 
Department  was  going  too  fast  in  enforcing 
racial  desegregation  of  southern  hospitals 
and  schools.  He  told  newsmen  he  supported 
the  Senate’s  denial  of  $500,000  sought  by 
HEW  to  pay  civil  rights  investigators.  He 
said  the  Senate  wants  to  see  desegi’egation 
handled  carefully  rather  than  impulsively. 

3.  Nursing  Home  Payment  For 

.Medicare  Patients — 

The  Senate  approved  legislation  that 
would  give  nursing  homes  more  liberal  pay- 
ment for  medicare  patients.  The  bill  amends 
the  definition  of  reasonable  costs  to  include 
return  on  the  fair  market  value  of  the  fac- 
ilities. The  existing  federal  reimbursement 
formula  is  two  percent  above  operating 


costs.  Nursing  home  operators  contend  this 
is  too  low. 

HEW  Undersecretary  Wilbur  Cohen  said 
the  government  will  watch  carefully  to  deter- 
mine whether  patients  are  admitted  unnec- 
essarily to  hospitals  next  j’ear  in  order  to 
qualify  them  for  medicare’s  nursing  home 
benefits.  The  law  requires  that  nursing 
home  benefits  be  made  available  only  to 
beneficiaries  who  have  had  a hospital  stay 
of  three  days  or  more  and  only  when  the 
nursing  home  care  is  considered  an  exten- 
sion of  the  hospital  treatment.  However, 
several  bills  have  been  introduced  in  Con- 
gress to  eliminate  the  hospital  stay  require- 
ment. 

4.  Air  Pollution — 

The  AMA  supported  a bill  that  would 
extend  the  air  pollution  program  and  auth- 
orize increased  appropriations  for  it.  In  a 
letter  to  a Senate  subcommittee.  Dr.  F.  J.  L. 
Blasingame,  executive  vice-president  of  the 
AMA,  noted  that  the  association’s  House 
of  Delegates  in  June,  1965,  had  adopted  a 
statement  recognizing  the  health  hazards 
resulting  from  air  pollution  and  recommend- 
ing that  feasible  reduction  of  all  forms  of 
air  pollution  should  be  sought  by  all  respons- 
ible parties.  The  pending  bill  (S.  3112)  “can 
further  this  end,”  he  said. 

“We  believe  the  effect  of  this  amendment 
will  be  beneficial,”  he  said.  “This  gi-ant 
mechanism  should  bolster  local  and  regional 
operations,  encouraging  a greater  degree  of 
local  initiative,  particularly  in  interstate 
and  intermunicipal  areas.  In  addition,  the 
bill  would  eliminate  a serious  inequity  in  the 
present  law.  Certain  metropolitan  regions 
are  penalized  in  that  they  cannot  obtain 
assistance  for  maintaining  their  currently 
large  and  expensive  programs,  while  a metro- 
politan region  without  a program  could 
receive  up  to  two  thirds  of  the  cost  of  creat- 
ing a new  program.  Under  the  proposed 
legislation  this  inequity  would  be  elimin- 
ated.” 

5.  The  Addict — 

The  Senate  cleared  the  path  for  a new  ap- 
proach to  narcotics  addiction  which  would 
substitute  hospital  treatment  for  long-term 
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prison  sentences.  The  Senate  approved  the 
legislation  by  voice  vote  without  dissent  and 
sent  it  to  a Senate-House  conference  com- 
mittee for  adjustment  of  differences  with 
a House  version. 

The  key  to  the  bill  is  civil  commitment  for 
the  addict  involved  in  a non-violent  crime.  It 
would  provide  voluntary  pretrial  commitment 
in  lieu  of  prosecution  and  compulsory  post- 
conviction commitment  in  lieu  of  punishment. 
In  addition,  the  bill  would  provide  voluntary 
and  compulsory  commitment  of  certain  ad- 
dicts not  charged  with  any  crime.  The  ad- 
dicts would  be  committed  to  the  Surgeon 
General  for  confinement  and  treatment  in 
a hospital  or  institution.  Treatment  would 
continue  within  the  community  after  the 
addict  is  discharged. 

The  legislation  also  would  establish  federal 
post-hospitalization  treatment  centers  and 
also  give  courts  more  flexibility  in  dealing 
with  youthful  drug  offenders. 

6.  Children’s  Aspirin — 

An  industry  Spokesman  said  drug  makers 
and  distributors  will  comply  with  a govern- 
ment request  that  the  number  of  candy- 
flavored  children’s  aspirins  per  bottle  be 
limited  to  25. 

A limit  of  50  tablets  per  bottle  was  agreed 
upon  in  a government-industry  conference 
in  1955  and  has  been  observed  by  producers 
of  95  percent  of  all  children’s  aspirins.  How- 
ever, some  authorities  consider  this  number 
now  to  be  dangerous,  even  lethal  under  some 
conditions,  when  taken  by  a child. 

Instead  of  including  a number-per-bottle 
limitation  on  children’s  aspirin  in  a “child 
protection”  bill,  the  House  Commerce  Com- 
mittee urged  that  the  Food  and  Drug  Ad- 
ministration seek  voluntary  cooperation  from 
the  aspirin  industry.  The  spokesman  said 
the  industry  would  cooperate  and  that  25 
one-quarter  grains  generally  was  accepted 
as  a non-hazardous  amount. 

7.  Children’s  Toys — 

The  Senate  and  House  approved  differing 
versions  of  the  legislation  which  would  ban 
the  sale  of  children’s  toys  containing  haz- 


ardous substances.  It  was  left  for  a confer- 
ence committee  to  adjust  the  differences. 
Both  versions  also  would  ban  dangerous 
household  substances  that  cannot  be  made 
safe  by  cautionary  labeling.  These  include 
such  items  as  a flammable  and  explosive 
water  repellant  blamed  for  three  deaths. 


News 

1967  Nebraska  Centennial  Health  Fair — 

A Lincoln  pathologist,  E.  D.  Zeman,  M.  D., 
has  been  chosen  to  head  up  the  organization 
which  will  sponsor  the  seven-day  Nebraska 
Centennial  Health  Fair  in  Lincoln,  April  29 
through  May  5,  1967. 

Six  vice-presidents  have  also  been  named. 
They  are  Keith  W.  Sehnert,  M.D.,  Lincoln; 
A.  A.  Lidolph,  D.V.M.,  Lincoln;  John  G. 
Haberle,  R.P.,  Kearney,  who  also  serves  as 
president-elect  of  the  Nebraska  Pharma- 
ceutical Association;  Lyle  Furst,  D.D.S., 
York,  who  is  president  of  the  Nebraska 
Dental  Association ; and  Spencer  Brader, 
Omaha,  president-elect  of  the  Nebraska  Hos- 
pital Association.  W.  Quentin  Bradley,  M.D., 
Lincoln,  was  elected  treasurer,  and  L.  L. 
Peterson,  Lincoln,  was  named  secretary. 

Stan  Musial  has  been  invited  to  open  the 
Health  Fair  officially  as  part  of  the  “Cele- 
brity of  the  Day”  program  for  the  exposition. 
Musial  is  chairman  of  the  President’s  Council 
on  Physical  Fitness.  Other  celebrities  assoc- 
iated with  health,  sports,  and  physical  fitness 
will  be  invited  to  serve  as  hosts  for  a day. 

Plans  are  being  made  to  accommodate  up  to 
100,000  visitors  to  the  Fair,  which  will  be 
open  to  the  public  without  charge.  A special 
effort  will  be  made  to  attract  groups  of 
students  from  throughout  the  state  to  the 
Fair. 

“We  anticipate  that  the  Fair  will  be  the 
largest  and  finest  exhibition  of  educational 
materials  regarding  the  health  field  ever 
held  in  the  state  of  Nebraska,”  Dr.  Zeman 
said.  “We  feel  it  will  offer  the  public  an 
unusual  opportunity  to  learn  about  the  his- 
toiy  and  the  very  latest  developments  in  the 
broad  field  of  health.” 

Don  Schriner,  director  of  the  Nebraska 
Centennial  Commission,  said  the  Fair  has 
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been  designated  as  an  official  Centennial 
program.  “We  feel  that  the  Centennial 
Health  Fair  will  be  one  of  the  finest  pro- 
grams in  the  entire  centennial  year.”  Sch- 
riner  said.  “We  expect  that  it  will  attract 
attendance  from  all  over  the  state  and  from 
other  states  because  of  the  extremely  high 
caliber  of  the  exhibits  and  the  events  plan- 
ned. We  are  especially  happy  about  the 
educational  value  the  Fair  offers,  particu- 
larly for  Nebraska  youth  who  are  considering 
a career  in  the  health  field.  One  important 
part  of  the  Fair  plan  which  is  intereseting  is 
the  career  counseling  phase.  It  will  give  stu- 
dents an  opportunity  to  confer  first-hand 
with  experts  in  each  field  and  thus  become 
acquainted  with  the  opportunities  in  the  field 
of  their  interest.” 


The  Emergency  Room — 

The  AMA  recently  announced  plans  for 
a program  designed  to  bring  about  what 
was  termed  “a  vast  upgrading”  of  emergency 
medical  care  in  the  United  States.  With 
hospital  emergency  room  visits  up  175  per 
cent  in  a ten  year  period,  overall  services  and 
facilities  “have  fallen  woefully  behind,”  said 
Charles  C.  Edwards,  M.D.,  director  of  the 
AMA’s  division  of  socio-economic  activities. 

Acting  on  a recommendation  of  its  Board 
of  Trustees,  the  AMA  has  called  together 
a panel  of  experts  to  help  organize  a national 
conference  next  spring  that  will  study  and 
recommend  means  for  improving  emergency 
medical  care. 

One  of  the  principal  tasks  of  the  con- 
ference, said  Dr.  Edwards,  will  be  to  unify 
work  already  underway  by  such  groups  as 
the  American  College  of  Surgeon’s  trauma 
committee  and  the  AMA’s  Council  on  Rural 
Health,  department  of  health  education  and 
department  of  hospitals  and  medical  facil- 
ities. 

The  conference  will  delve  into  four  prin- 
cipal areas: 

1.  Ambulance  service  and  the  training  of 
ambulance  personnel. 

2.  The  operation,  staffing  and  equipping 
of  hospital  emergency  facilities. 


3.  Improved  medical  education  in  emer- 
gency procedures. 

4.  Eurther  research  into  the  causes  and 
prevention  of  medical  emergencies,  whether 
the  result  of  accident  or  disease. 

An  analysis  of  “our  less  than  adequate” 
state  of  emergency  care  by  Richard  F.  klane- 
gold,  M.D.,  director  of  the  AMA’s  department 
of  hospitals  and  medical  facilities,  indicates 
that  much  of  it  may  spring  from  a “frag- 
mented haphazard  approach.” 

“Because  a man  has  a driver’s  license 
doesn’t  mean  he  is  competent  to  diive  an 
ambulance,”  Dr.  Manegold  said.  “After  all 
he’s  not  delivering  goods,  like  a laundry 
man,  but  sick  and  injured  people.  Often  he 
has  vital  decisions  to  make.  Should  a patient 
with  a broken  back  be  moved,  or  should 
more  qualified  help  be  sought?  Is  mouth- 
to-mouth  respiration  needed?  Is  the  patient 
in  shock?  Can  bleeding  be  controlled?  Un- 
less ambulance  drivers  understand  such 
things,  a life  that  could  be  saved  might  slip 
away.  And  yet  many  ambulance  drivers 
don’t  even  know  the  rudiments  of  first  aid. 
What  is  obviously  necessary  is  a program 
to  develop  personnel  for  civilian  use  similar 
to  army  medical  coipsmen.  They  would 
either  accompany  ambulances  or  serve  as 
ambulance  drivers.” 

Along  with  trained  technicians  for  am- 
bulances, Dr.  Manegold  also  suggested  more 
elaborate  equipment. 

“We  can  now  monitor  heart  beat,  blood 
pressure  and  respiration  of  astronauts  in 
space.  It  seems  to  me  that  similar  facilities 
for  ambulances  could  provide  infoiTnation  on 
a patient’s  condition  before  he  even  gets  to 
the  hospital.  Another  important  piece  of 
equipment  might  be  a cardiac  pacemaker 
similar  to  those  now  in  use  in  intensive  care 
units  of  hospitals.” 

There  is  also  the  situation  created  by  what 
Dr.  Manegold  referred  to  as  “the  use  of 
emergency  facilities  as  an  after  hours  doc- 
tor’s office.” 

“People  with  chronic  complaints  or  with 
nothing  more  pressing  than  an  ingrown  toe- 
nail can  be  found  in  almost  every  emergency 
room.  This  is  fine  if  a hospital  can  handle 
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such  complaints.  But  in  many  instances 
such  non-emergencies  may  so  overload  emer- 
gency facilities  that  when  the  trauma  pa- 
tient arrives  the  institution  can’t  respond 
with  adequate  care.” 

Are  People  Just  Not  Talking  Loud 
Enough  For  You  To  Hear  Them?  — 

The  chances  are  that  the  others  are  still 
the  same.  It’s  likely  that  your  own  hearing 
is  beginning  to  fade. 

Or  do  you  notice  someone  in  the  family 
or  a close  friend  who  is  often  asking  you  to 
repeat  words  or  sentences?  Even  when  you 
are  reasonably  certain  that  you  spoke  dis- 
tinctly? Perhaps  this  person  is  suffering  a 
hearing  loss. 

Your  physician  may  find  that  the  hearing 
loss  is  due  to  impacted  wax  in  the  ear  canal 
or  some  other  obstruction,  says  a pamphlet 
of  the  American  Medical  Association.  Or 
there  may  be  an  infection  that  can  block  the 
transmission  of  vibrations  inside  the  ear  or 
affect  the  nerves  of  hearing.  Certain  drugs 
and  industrial  chemicals  can  affect  hearing; 
mumps  or  scarlet  fever,  a cold  or  acute  si- 
nusitis frequently  cause  swelling  of  the  mu- 
cous membranes  associated  with  the  ear.  A 
very  loud  noise  or  sharp  blow  may  damage 
the  eardrum. 

The  physician  can  determine  by  a variety 
of  tests  whether  loss  of  hearing  is  due  to 
nerve  damage  or  to  an  interference  with  the 
transmission  of  sound  waves.  If  there  is 
obstruction  he  can  tell  whether  it  is  due  to 
infection  or  another  cause.  He  will  deter- 
mine whether  treatment  will  help  or  correct 
the  hearing  problem.  Several  surgical  pro- 
cedures are  used  to  help  the  deaf  to  hear, 
and  there  also  are  medical  treatments. 

In  many  cases,  however,  treatment  cannot 
restore  hearing,  and  a hearing  aid  may  be 
prescribed.  There  are  many  types  of  hearing 
aids  on  the  market.  Your  physician  will 
guide  you  in  finding  the  aid  that  gives  best 
results  for  you.  Or  he  may  advise  you  that 
a hearing  aid  will  be  of  little  or  no  help  in 
your  case. 

In  cases  of  severe  hearing  loss  it  is  fre- 
quently necessary  to  complement  a hearing 
aid  with  lip  reading  to  secure  maximum 


communication.  Most  larger  communities 
and  many  small  ones  today  have  therapists 
qualified  to  give  instruction  in  lip  reading. 
Your  physician  can  help  you  find  one.  Many 
hard  of  hearing  people  find  that  they  already 
are  lip  reading  to  some  extent  without  re- 
alizing it. 

Ignoring  a hearing  loss  will  never  make  it 
disappear.  As  soon  as  the  hearing  loss  is 
recognized,  seek  medical  help.  Often  there 
is  much  that  can  be  done  to  help  the  hard 
of  hearing  continue  to  fill  a normal  place 
in  society. 


Respiratory  Diseases 

Pulmonary  Embolism  In  Healthy  People — 

Until  a few  years  ago  the  occurence  of  major 
pulmonary  emboli  in  ambulant  healthy  people  had 
received  little  general  recognition,  but  in  recent 
years  there  have  been  increasingly  frequent  reports 
of  this  condition. 

However,  many  clinicians  still  fail  to  recognize 
the  condition  and  make  a diagnosis  of  pulmonary 
embolism  only  in  the  post-operative  case,  the  case 
in  gross  heart  failure,  in  the  bedridden,  or  in  the 
aged. 

Several  instances  of  clinical  diagnosis  of  this  con- 
dition have  raised  the  question  of  whether  there 
were  not  a number  of  patients  who  died  either  be- 
fore treatment  could  be  effectively  instituted.  A 
study  was  therefore  made  on  the  basis  of  necropsy 
records  of  fatal  cases  and  of  cases  diagnosed  and 
treated  in  life. 

Records  of  27  fatal  cases  were  studied.  Of  these, 
nine  occured  outside  the  hospital  and  18  following 
admission  to  the  hospital.  TTie  age  range  was  23 
to  69  years;  six  were  men  and  21  were  women. 

In  all  cases  either  a large  embolus  straddled  the 
pulmonary  artery  bifurcation  or  both  main  pulmo- 
nary arteries  were  blocked  by  thrombus.  In  most 
cases  an  earlier  thrombus  was  also  present  in  peri- 
pheral branches  with  or  without  infarction. 

Venous  thrombosis  was  demonstrated  at  necropsy 
in  all  but  one  case — in  deep  veins  of  the  leg  in  16, 
uterine  veins  in  3,  pelvic  veins  in  3,  and  superficial 
and  deep  veins  in  4. 

Two  patients  were  five  months  pregnant,  and  one 
was  eight  days  post  partum  and  had  previously 
been  toxemic. 

In  six  cases  there  was  evidence  of  venous  throm- 
bosis at  the  time  of  hospital  admission.  In  two 
cases  venous  thrombosis  became  evident  after  ad- 
mission. The  initial  hospital  diagnosis  varied  widely 
— pulmonary  embolism  in  3,  pneumonia  in  6,  coro- 
nary thrombosis  in  one,  deep-vein  thrombosis  in  3, 
cerebral  vascular  accident  in  one,  gastro-intestinal 
hemorrhage  in  one,  pulmonary  hypertensive  heart 
failure  in  one,  secondary  carcinoma  of  lung  in  one, 
and  in  one  it  was  uncertain. 

The  duration  of  symptoms  varied  from  a few  hours 
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to  five  months.  Two  cases  followed  ligation  of 
varicose  veins — one  at  five  days  and  one  at  two 
weeks. 

Clinical  Diagnosis 

In  the  part  of  the  study  relating  to  diagnosis  in 
patients  treated  in  life,  39  cases  of  major  pulmo- 
nary embolism  were  reviewed.  Diagnosis  was  made 
on  the  basis  of  history  and  physical  signs,  often 
with  confirmation  from  the  electrocardiogram  or 
chest  X ray  films. 

Fifteen  cases  were  related  in  time  to  pregnancy. 
Twenty-four  (62  per  cent)  had  a history  or  clinical 
evidence  of  venous  thrombosis,  though  in  five  this 
did  not  become  evident  until  after  the  embolus  had 
been  diagnosed.  Two  had  severe  varicose  veins 
without  evidence  of  thrombosis.  Seventeen  patients 
(43  per  cent)  were  overweight. 

Symptoms  Varied 

Symptoms,  which  began  from  a few  hours  to  seven 
years  before  diagnosis,  were:  chest  pain  in  19,  dy- 
spnea in  15,  faintness  in  12,  and  fatigue  in  5.  All 
were  treated  with  anticoagulants  and  made  a good 
recovery. 

The  electrocardiogram  was  normal  and  remained 
so  in  11  cases,  but  showed  some  abnormality  in 
28.  Several  studies  indicate  that  possibly  not  more 
than  20  per  cent  of  patients  who  subsequently  have 
pulmonary  embolism  develop  any  electrocardiogra- 
phic changes,  and  of  these  a still  smaller  number 
show  identifiable  diagnostic  abnonnalities. 

Chest  X ray  films  were  seldom  diagnostic.  Clini- 
cians and  rrdiologists  are  still  liable  to  expect 
opacities  in  the  lung  field  rather  than  the  paucity 
of  vascular  markings  on  the  affected  side,  which  is 
more  usual  when  embolus  without  infarction  has 
occured.  An  appearance  of  plethora  on  the  normal 
side  may  also  be  observed.  Dilatation  of  the  main 
pulmonai-y  artery  and  of  the  right  heart  are  again 
signs  of  advanced  disease  and  are  not  helpful  for 
early  diagnosis. 

Pulmonary  angiography  can  be  diagnostic  and  is 
essential  before  embolectomy  is  considered.  How- 
ever, it  is  not  without  risk  in  the  gravely  ill  patient 
and,  again,  it  is  not  likely  to  be  used  routinely  to 
confirm  the  diagnosis  in  a healthy  patient  who  has 
just  had  one  clinically  suspicious  episode. 

Respiratory  function  studies  have  a useful  pur- 
pose in  confirming  a disturbance  of  ventilation  per- 
fusion ratios.  However,  the  techniques  are  not  easy 
and  the  procedure  may  be  difficult  in  the  ill  patient. 
These  techniques  undoubtedly  have  their  place,  but 
their  reliability  is  not  yet  established. 

Serum  enzymes  may  be  suggestive.  It  has  been 
reported  that  elevation  of  the  serum  lactic  dehydro- 
genase activity,  an  increase  in  the  serum  bilinibin 
concentration,  and  a normal  serum  glutamic  oxala- 
cetic  transaminase  activity  are  diagnostically  help- 
ful. However,  these  results  may  be  mimicked  by 
other  conditions. 

Radioscans  Helpful 

Scanning  of  the  lung  fields  after  the  injection  of 
macro-aggregated  radioiodinated  serum  human  al- 
bumin appears  to  be  the  most  hopeful  early  di''gnos- 
tic  test.  This  raidoactive  material  is  he'd  in  the 
small  pulmonary  vessels  and  does  not  enter  those 


blocked  by  embolus.  It  appears  to  be  an  accurate 
and  simple  method  of  locating  areas  of  pulmonary 
arterial  block.  There  would  be  no  particular  diffi- 
culty about  carrying  this  out  in  the  early  case  that 
may  have  a recurrence  of  symptoms  while  on  anti- 
coagulants, or  in  the  seriously  ill  patient. 

As  for  prognosis,  in  simple  major  pulmonary  em- 
bolus there  appear  to  be  three  possible  courses.  The 
most  common  is  that  the  condition  clears  com- 
pletely and  there  is  no  recurrence.  However,  the 
first  embolus  may  be  followed  rapidly  by  others, 
leading  to  the  classical  advanced  picture  of  mas- 
sive pulmonary  embolus,  which  is  often  fatal.  The 
third  possibility  is  that  further  emboli  are  so  dis- 
tributed in  time  and  space  that  with  or  without  major 
episodes  there  is  a gradual  development  of  throm- 
boembolic pulmonary  hypertension.  Early  diagnosis 
and  treatment  are  essential  if  this  is  to  be  avoided. 

Diagnosis  must  be  made  at  the  earliest  possible 
time  and  treatment  with  anticoagulants  instituted. 
In  the  first  instance  full  doses  of  heparin  must  be 
used.  If  anticoagulant  therapy  is  pushed  firmly, 
surgery  to  the  veins  or  embolectomy  will  not  com- 
monly be  necessary. 

H.  A.  Fleming,  M.D.,  and  Sheila  M.  Baily,  M.B.  Brit  Med  J 
(May  28)  1966. 


Benign  Intracranial  Hypertension  With 
Particular  Reference  to  Its  Occurrence  in 
Obese  Young  Women  — D.  H.  Wilson  and 
W.  J.  Gardner  (Hitchcock  Clinic,  Hanover, 
NH).  Canad  Med  Assoc  J 95:102-105 
(July  16)  1966. 

Sixty  - one  consecutive  cases  of  pseudo- 
tumor  are  analyzed  of  whom  48  were  obese, 
young  women,  establishing  this  group  as  a 
clinical  entity  usually  receiving  little  atten- 
tion. More  emphasis  has  been  placed  on  the 
occurrence  of  pseudotumor  in  a younger 
group  of  patients  with  otitis  media  and  dural 
sinus  thrombosis.  In  this  group,  40  com- 
plete exchange  pneumoencephalograms 
showed  normal  ventricles,  normal  fluid  vol- 
ume, and  prominent  cortical  sulci.  Thirty- 
two  subtemporal  decompressions  resulted  in 
prompt  relief;  three  patients  had  late  seiz- 
ures after  surgery.  Electroencephalography 
confirmed  the  impression  that  decompression 
caused  brain  damage  in  these  cases.  Thor- 
ough endocrine  and  metabolic  studies  in  sev- 
en patients  were  normal.  Seven  patients  ex- 
hibited nasal  quadrantanopsias,  the  implica- 
tions of  which  are  discussed.  The  high  in- 
tracranial pressure  in  these  women  is  prob- 
ably due  to  cerebral  hyperemia  and  not  to 
brain  edema  as  some  authors  have  stated. 
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Welcome,  New  Members 


Griffin,  Logan,  M.D. ...Lincoln 

Heidrick,  William,  M.D Lincoln 

McKnight,  David,  M.D... ...Kearney 

Reisner,  James Lincoln 


Medicare 

The  following  are  suggestions  made  by 
Mutual  of  Omaha,  Carrier  for  Part  B of  the 
Medicare  Program  in  Nebraska,  in  order  to 
facilitate  processing  of  claims  under  Medi- 
care (Health  Insurance  Benefits  Program). 

1.  Physicians  should  have  a clear  under- 
standing with  the  patient  about  whether  or 
not  benefits  are  to  be  assigned.  If  an  as- 
signment is  not  accepted,  further  explain 
to  the  patient  that  he  must  pay  the  bill  and 
send  the  receipted,  itemized  bill  to  the  car- 
rier along  with  Part  I of  the  claim  form 
completed  (questions  1 through  6).  When- 
ever possible,  assist  the  patient  in  completing 
the  form  to  ensure  fast  service.  It  is  essen- 
tial that  the  patient  sign  the  claim  form 
1490. 

2.  Physicians  are  urged  to  use  the  claim 
form  SSA-1490  whether  or  not  an  assign- 
ment is  accepted.  Use  of  the  1490  does  not 
affect  the  right  of  the  physician  to  accept 
or  decline  an  assignment.  Use  of  this  form 
greatly  facilitates  rapid  processing  and  re- 
sults in  fewer  returns  for  additional  infor- 
mation. Physicians,  beneficiaries,  or  both, 
can  obtain  forms  from  Mutual  of  Omaha, 
Health  Insurance  Benefits,  P.O.  Box  456, 
Omaha,  Nebraska.  The  reverse  side  of  the 
claim  form  contains  valuable  instructional 
information. 

3.  Use  patient’s  own  first  name  on  re- 
ceipted bills  and  claim  forms,  for  example 
Anna  Smith,  not  Mrs.  John  Smith.  Each 
beneficiary  has  a separate  record  and  HIB 
number. 

4.  Show  date  of  each  service  and  break 
down  the  type  of  s'^rvice  and  charge  for 
each  service. 


5.  Exercise  care  in  transcribing  patient’s 
HIB  card  number  to  receipted  bill  or  claim 
form. 

6.  If  the  patient  is  for  some  reason  un- 
able to  sign  a claim  form  he  should  make  an 
“X”  and  have  it  witnessed.  The  witness 
should  show  his  name  and  address  on  the 
signature  line.  If  he  cannot  make  an  "X,” 
his  authorized  representative  should  show 
the  beneficiary’s  name,  by  John  Doe,  auth- 
orized representative. 


Military  Dependents 

Under  the  renewed  contract  effective  Sep- 
tember 1,  1966,  the  following  points  should 
be  observed  when  submitting  a DA  Form 
1863-2  for  a Military  Dependent: 

1.  Time  - On  all  anesthesia  claim  forms, 
“Length  of  Time”  of  the  anesthesia  should 
be  given. 

2.  Drugs  - If  the  cost  of  drugs  adminis- 
tered exceeds  $1.00  per  injection,  the  phy- 
sician should  always  include  on  his  claim 
form  the  cost  of  the  drug  to  him  and  the 
manufacturer’s  name.  Administering  costs 
are  not  covered  under  the  program. 

3.  Labomtory  - When  a physician  procures 
laboratory  services  from  a source  which  is 
not  authorized  to  bill  the  fiscal  administrator 
directly,  the  physician  may  add  to  the  cost 
to  him  on  his  billing  foiTn.  These  services 
must  be  described  on  the  claim  form  or 
attachment.  Physicians  directing  laborato- 
ries are  authorized  to  submit  claims  for 
services  rendered  direct  to  the  fiscal  admin- 
istrator. 

4.  Medical  Supplies  - Supplies  used  by  the 
physician  in  rendering  authorized  care  must 
be  described  on  the  claim  form  or  attach- 
ment. 

5.  Dates  - Submission  date  on  the  claim 
form  in  item  number  29  cannot  be  prior  to 
the  “To”  date  in  item  number  21  on  the  DA 
Form  1863-2. 
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ORGANIZATIONS,  STATE  =^= 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 
Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 
Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 

Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 

Miss  Betty  Seibert,  510  South  42nd  St.,  Omaha 
Lancaster  County  Chapter 
Mr.  and  Mrs.  Gayle  Voller,  530  North  75th  St., 
Lincoln 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 
Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 
Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
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Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society  1 

Otto  G.  Rath,  Secretaiy  | 

3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary  I 

1001  Anderson  Building,  Lincoln  8,  Nebraska  ' 

Nebraska  Psychiatric  Institute  j 

602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska  i 

Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  MD,  President 
5 West  31st  Street,  Kearney,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 
Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Seci’etary 
3145  “0”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 


Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 

Nebraska  S.  M.  J. 

« 

i 


SQUIBB  NOTES  ON  THERAPY 


! 

9 

4 

“‘Tranquilizer’  is  not  a good  word’” 


This  classification  is  psychologi- 
cally too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."^ 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary^  a tranquilizer 
is  "an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  — or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference''  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 

'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their 
actions  — and  in  their  effects.  They 
have  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
'minor'  tranquilizers,  and  the  phe- 
nothiazines.® 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.® 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calming 
action,  anticholinergic  sedatives, 
or  antispasmodics.® 

The  phenothiazines  are  considered 
'major'  tranquilizers  because  they 
alter  psychotic  behavior.'  This  clas- 
sification may  have  done  them 
more  harm  than  good  because  it 
implies  that  the  phenothiazines 
should  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  fluphenazine."® 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.^  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


Contraindications:  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.' 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 

BASED  ON 


SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazine 

3.5 

100 

2.5  mgs. 

•adapted  from  Sainz^ 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in  ' 
general  medical  practice,  in  many  . 
patients  Prolixin  (Squibb  Fluphe- 
nazine  Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity.  | 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work  with- 
out their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action.  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine  | 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 

Available:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information,  see  package  insert  i 

References:  1.  Simpson,  G.M.:  Postgrad.  Med. 
39:557,  1966.  2.  Freyhan,  F.A.:  Am.  J.  Psycbiat. 
175:577,  1959.  3.  Dorland's  Illustrated  Medical  Dic- 
tionary, ed  24,  Philadelphia,  W.  B.  Saunders  Co., 
1965,  p.  1603.  4.  Physicians'  Desk  Reference,  1966, 
Oradell,  N.|.,  1965.  p.  310.  5.  Cohen,  S.:  Northwest 
Med.:  65:197,  1966.  6.  Detre,  T.,  and  Jarecki,  H.: 
Connecticut  Med.  25;553,  1961.  7.  Sainz,  A.:  Psy- 
chosomatics  5:167,  1964. 


PROLIXIN 

SQUIBB  FLUPHENAZINE  HYDROCHLORIDE 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker 


vignettes  of  angina  pectoris  — 
no.  1 in  a series: 

angina  and  the  surgeon 

John  Hunter  — 

British  surgeon  (1728-1793) 

angina 
of  anger 

“My  life  is  in  the  hands  of  any 
rascal  who  chooses  to  annoy  and 
tease  me.”i  So  said  the  great 
British  surgeon  and  anatomist, 

John  Hunter,  realizing  that  he 
could  not  control  the  anger  which 
precipitated  frequent  and  severe 
attacks  of  angina  pectoris.  Accord- 
ing to  Mettler:  “His  statement  was 
no  exaggeration.  On  October  16, 
1793,  he  attended  a meeting  of  the 
St.  George’s  hospital  staff,  and, 
while  defending  the  interests  of 
several  students,  he  was  contra- 
dicted and  thoroughly  antagonized. 
The  pains  of  angina  commenced, 
he  started  tow'ard  another  room, 
gained  it,  and  fell  dying  into  the 
arms  of  a physician. ”2 

Why  Edward  Jenner  withheld 
his  paper  on  angina  In  1777,  at  an 
earlier  stage  of  the  condition. 
Hunter’s  angina  alarmed  a favorite 
Dupil,  Edward  Jenner,  who  wrote 
;o  Dr.  Heberden  that  he  feared  his 
leacher  was  “affected  with  symp- 
;oms  of  the  Angina  Pectoris.’’^ 

)0  concerned  was  Jenner  about  his 
brmer  teacher’s  emotion-related 
:ondition  that  he  deliberately  can- 
died publication  of  a paper  on 
ingina  pectoris,  fearing  that 


! 


Hunter  would  read  it,  and  have 
“his  fears  excited  by  its  truly 
formidable  nature.’’** 

Severity  of  angina  described 
Hunter’s  brother-in-law.  Dr. 
Everard  Home,  who  witnessed  his 
death  and  performed  an  autopsy, 
gave  this  account  of  the  later  stage 
of  the  condition: 

“. . . the  pain  became  excruciating 
at  the  apex  of  the  heart;  the  throat 
was  so  sore  as  not  to  allow  of  an 
attempt  to  swallow  anything  and 
the  left  arm  could  not  bear  to 
be  touched. . . . 

“The  affections  above  described 
were,  in  the  beginning,  readily 
brought  on  by  exercise ...  but  they 
at  last  seized  him  when  lying  in 
bed,  and  in  his  sleep ’’^ 


18th  century  ancestor  of 
the  modern  coronary  candidate 
Surgeon,  anatomist,  pathologist, 
physiologist,  geologist,  and  teacher. 
Hunter  had  a passion  for  research 
which  led  him  to  disregard  his 
practice,  his  health  and  even  the 


f 


law.  When  the  Irish  giant  O’Brien 
learned  that  Hunter  desired  his 
skeleton  for  a museum,  he  willed 
that  his  body  be  sunk  at  sea  in  a 
lead  coffin.  But  Hunter  was  not  to 
be  denied.  According  to  Major,  he 
. . bribed  the  watchers  and  finally 
obtained  the  body  at  a cost  of  500 
pounds  although  he  had  to  borrow 
the  money  to  pay  the  men. ”3 
In  1767,  he  experimentally  inocu- 
lated himself  with  gonorrhea  and 
syphilis,  treated  himself  with 
mercury  for  three  years,  and  was 
apparently  cured. 5 Hunter  had 
feelings  of  inadequacy  about  his 
education  and  speaking  ability, 
but  this  did  not  prevent  him  from 
being  hard  driving  and  abrupt 
with  his  colleagues.  His  competi- 
tiveness with  his  physician  older 
brother  was  also  well  known,  and 
ended  in  complete  estrangement 
between  the  two  men. 2.3  Today,  the 
personality  traits  seen  in  John 
Hunter  are  recognized  to  be  impor- 
tant predisposing  factors  in  the  devel- 
opment of  coronary  artery  disease  — 
often  manifested  as  angina  pectoris. 
According  to  Friedman  and  Rosen- 
man,6  in  a group  of  men  whose  be- 
havior was  characterized  by  intense 
ambition  and  competitive  drive, 
a greater  than  average  incidence 
of  angina  pectoris  was  among  those 
abnormal  conditions  noted. 

References:  1.  Paget,  S.,  cited  by  Mettler, 

C.  A.:  History  of  Medicine,  Philadelphia, 
The  Blakiston  Company,  1947,  p.  85. 

2.  Mettler,  C.  A.:  Op.  cit.,  pp.  84-85. 

3.  Major,  R.  H.:  A History  of  Medicine, 
Springfield,  111.,  Charles  C Thomas,  1954, 
Vol.  2,  pp.  601-607.  4.  Baron,  J.,  cited  by 
Major,  R.  H.:  Op.  cit.,  p.  607.  5.  Major,  R. 
H.:  Classic  Descriptions  of  Disease,  ed.  3, 
Springfield,  111.,  Charles  C Thomas,  1955, 
p.  423.  6.  Friedman,  M.,  and  Rosenman, 

R.  H.:  J.A.M.A.  169:1286, 1959. 


in  the  modern 
management  of 
angina  pectoris 

Peritrate®SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg. 

Each  double-layer,  biconvex,  dark  green/ 
light  green  tablet  of  Peritrate  SA  Sus- 
tained Action  contains: 

pentaerythritol  tetranitrate 80  mg. 

(20  mg.  in  immediate  release  layer  and 
60  mg.  in  sustained  release  base) 

Peritrate  (pentaerythritol  tetranitrate)  is 
a nitric  acid  ester  of  a tetrahydric  alcohol 
(pentaerythritol). 

Actions:  The  exact  cause  of  angina  pectoris 
(that  is,  the  pain  associated  with  coronary 
artery  disease)  remains  obscure,  despite  the 
numerous  and  often  conflicting  hypotheses 
concerning  its  pathophysiology.  Therapy 
at  the  present  time,  therefore,  remains 
essentially  empiric.  Customarily,  clinical 
improvement  has  been  measured  by:  re- 
duction in  (1)  number,  intensity  and  dura- 
tion of  angina  pectoris  attacks  and  (2) 
necessity  for  glyceryl  trinitrate  intake  for 
prevention  or  relief  of  anginal  attacks. 

Peritrate  SA  Sustained  Action  (pentaeryth- 
ritol tetranitrate)  80  mg.  has  been  reported 
in  clinical  usage  to  reduce  in  number  and 
severity  the  incidence  of  angina  pectoris 
attacks,  with  concomitant  reduction  in 
glyceryl  trinitrate  intake. 

In  the  evaluation  of  Peritrate  (pentaeryth- 
ritol tetranitrate)  and  Peritrate  SA  Sus- 
tained Action  (pentaerythritol  tetranitrate) 

80  mg.  in  angina  pectoris,  clinical  im- 
provement has  been  customarily  meas- 
ured subjectively  by  reduction  in  number 
and  severity  of  attacks  and  necessity  for 
glyceryl  trinitrate  intake  for  prevention  or 
abortion  of  anginal  attacks.  Individual 
patterns  of  angina  pectoris  differ  widely 
as  does  the  symptomatic  response  to  anti- 
anginal  agents  such  as  pentaerythritol 
tetranitrate.  The  published  literature  con- 
tains both  favorable  and  unfavorable 
clinical  reports.  In  conjunction  with  total 
management  of  the  patient  with  angina 
pectoris,  Peritrate  (pentaerythritol  tetra- 
nitrate) and  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg.  have 
been  accepted  as  safe  for  prolonged  admin- 
istration and  widely  regarded  as  useful. 


Animal  pharmacology:  In  a series  of  care- 
fully designed  studies  in  pigs,  Peritrate 
(pentaerythritol  tetranitrate)  was  admin- 
istered for  48  hours  before  an  artificially 
induced  occlusion  of  a major  artery  and 
for  seven  days  thereafter.  The  pigs  were 
sacrificed  at  various  intervals  for  periods 
up  to  six  weeks.  The  result  showed  a sig- 
nificantly larger  number  of  survivors  in 
the  drug-treated  group.  Damage  to  myo- 
cardial tissue  in  the  drug-treated  survivors 
was  less  extensive  than  in  the  untreated 
group.  Pigs  rather  than  dogs  were  used 
because  their  coronary  artery  distribution 
more  closely  resembles  that  of  human 
beings.  Studies  in  dogs  subject  to  oligemic 
shock  through  progressive  bleeding  have 
demonstrated  that  Peritrate  (pentaeryth- 
ritol tetranitrate)  is  vasoactive  at  the  post 
arteriolar  level,  producing  increased  blood 
flow  and  better  tissue  perfusion.  These 
animal  experiments  cannot  be  translated 
to  human  behavior 

Indications:  Peritrate  SA  Sustained  Actior 
(pentaerythritol  tetranitrate)  80  mg.  is  in- 
dicated for  the  relief  of  angina  pectoris 
(pain  associated  with  coronary  artery  dis- 
ease). It  is  not  intended  to  abort  the  acute 
anginal  episode  but  is  widely  regarded  as 
useful  in  the  prophylactic  treatment  of 
angina  pectoris. 

Contraindications:  Peritrate  SA  Sustainec 
Action  (pentaerythritol  tetranitrate)  80mf 
is  contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
Peritrate  (pentaerythritol  tetranitrate) 
during  the  early  days  of  the  acute  phase 
of  myocardial  infarction  (the  period  dur- 
ing which  clinical  and  laboratory  finding: 
are  unstable)  are  insufficient  to  establish 
safety. 

Precautions:  Should  be  used  with  cautior 
in  patients  who  have  glaucoma. 

Adverse  reactions:  Side  effects  reported  tc 
date  have  been  predominantly  related  to 
headache  (which  may  require  discontinu- 
ation of  medication)  and  gastrointestinal 
distress  which  are  usually  transient  with 
continuation  of  medication. 

Dosage:  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg.,  1 
tablet  immediately  on  arising  and  1 table 
12  hours  later  (on  an  empty  stomach). 

Additional  dosage  forms 
Peritrate  (pentaerythritol  tetranitrate)  — 
10  mg.  and  20  mg.  tablets  with  or  withoul 
phenobarbital. 

Peritrate  with  Phenobarbital  SA  Sus- 
tained Action  — 80  mg.  pentaerythritol 
tetranitrate  and  45  mg.  phenobarbital. 

(Warning:  Tablets  containing  phenobar- 
bital may  be  habit  forming.) 

7tT|  warn  er  - chilcott 

Morris  Plains,  N.  J. 
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News 

The  Lipstick  Sign — 

Signs  of  getting  well  usually  include  nor- 
mal pulse  and  temperature  and  return  of 
appetite,  but  Dr.  Fabi,  of  Scranton,  Pennsyl- 
vania, has  found  another  one,  which,  while 
it  applies  only  to  women,  is  rather  good, 
good  enough,  we  think,  to  pass  it  on  to  you. 
When  women  get  sick,  he  says,  they  stop 
wearing  makeup.  When  they  begin  to  get 
well,  they  put  their  lipstick  on  again.  That’s 
all  there  is  to  it;  that’s  the  lipstick  sign. 
Sometimes  she  has  someone  put  it  on  for 
her,  but  it  means  the  same  thing;  she’s 
willing  to  wear  it.  It  has  in  some  cases,  he 
says,  been  the  first  indication  of  recovery, 
and  it  works ! 


New  Organization  Formed — 

Through  the  support  of  the  Lancaster 
County  Medical  Society  and  its  Woman’s 
Auxiliary,  Lincoln  now  has  its  Chapter  of 
the  Nebraska  Association  of  Medical  Assis- 
tants. Forty  states  now  have  state  units 
of  the  national  organization,  the  American 
Association  of  Medical  Assistants. 


“Then  with  your  back  to  the  full  moon,  make  a 
deep  scratch  in  the  patient’s  arm  with  a thorn  from 
the  Skumba  Bush.  Into  this  scratch  sprinkle  the 
Antibiotic.” 
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MO  mhod  dasic  stottiiiK... 


You  see,  a woman  simply  has  no  defense  against 
Ultreer  Elastic  Stockings.  They  look  like  lovely  support 
stockings.  They  feel  like  lovely  support  stockings. 
They're  that  sheer,  and  shapely  and  comfortable. 
But  that's  where  the  similarities  end.  New  Ultreer  fits 
firmly  and  evenly  over  the  entire  leg.  Gives  true 
therapeutic  compression  necessary  to  relieve  varicose 
veins  and  other  leg  disorders.  Each  pair  provides  the 
therapy  you  prescribe.  And  at  such  a low  price,  a woman 
can  afford  two  pairs  of  Ultreer  as  easily  as  she  can 
afford  one  pair  of  ordinary  elastic  hosiery. 

Ultreer.  What  a stocking. 


KeriDALLT^^ 

« Slack  suppwts  oivtsiow^ 
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Syiialai*'o.oi^ 

(fluocinolone  acetonide)  cream  i 

15  Cam. 

for  even  greater 
economy  in 
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FOR  TOPICAL  USE  OHrf 

SYNALAR* 
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ACETONIDE] 

CREAM 


SYNTEX 

LABORATORIES.  INC. 
Palo  Alto,  Calif. 


CAUTION 
Federal  law 

prohibits  dispensing 
without  prescription 

MADE  IN  USA. 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
^ 0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 

that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
■|  45  Gm.  tube-a  size  that's  also  ideal  for  your  treatment  table.  And 

I the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
I tisone'"^  plus  the  economy  that  makes  therapy  practical  for  use 
I in  more  dermatologic  conditions,  in  long-term  maintenance,  with 

' occlusive  dressings  in  resistant  cases,  and  in  extensive  area 

involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella)  Not  lor  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components  Precautions:  1.  Genera/— Synalar  Cream  0 01%  is  virtually 
nonsensitizing  and  nonirritating.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  2.  Occlusive  dressing  method— VJ\\h  occlusion  of  extensive 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable 
precautions  should  be  taken.  Occasional  patients  may  show  contact  sensi- 
tivity to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  or 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  The 
development  of  infection  requires  appropriate  antibacterial  therapy  and  dis- 
continuation of  the  occlusive  dressing  method.  Local  atrophy  and  striae 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesion 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissions 
may  persist  for  several  weeks  to  several  months  in  favorable  cases.  The 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  new 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  their 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  or 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Side 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  applied 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  react  unfa- 
vorably to  Synalar  under  certain  conditions  References:  1.  Cahn,  M.  M . and 
Levy.  E.  J.:  J New  Drugs  1:262  (Nov. -Dec.)  1961.  2.  Meenan,  F.  O.;  J Irish 
Med  Ass  52.75  (Mar.)  1963.  3.  Robinson,  H.  M..  Jr..  Raskin.  J..  and  Dunseath, 
W.  J.  R.:  Southern  Med  J 56:797  (Jul.)  1963. 
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120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  th 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
Hi  absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


;iged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions:  Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


"First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeroniazoFTT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 
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LAS  XE^AS 


Convention  site  "extraordinaire"  that’s  Las  Vegas.  America’s  entertainment 
capital  becomes  the  classroom  for  America’s  practicing  physicians — offer- 
ing you  a comprehensive,  compact,  postgraduate  course  in  recent  develop- 
ments in  medical  science.  A magnificent  Convention  Center,  fine  hotels 
and  motels,  excellent  restaurants  plus  star  studded  entertainment  await 
you  and  your  family. 

The  AMA’s  first  clinical  convention  in  Las  Vegas  offers  a top  notch  scientific 
postgraduate  program. 

Scientific  sessions  will  be  held  on  the  following  topics:  Scintillation  Scan- 
ning • Radiation  and  Cancer  • Clinical  Pulmonary  Physiology  • Gastroenter- 
ology • Futuristic  Diagnostic  and  Therapeutic  Tools  • Neck  Pain  • Anti- 
biotics • Urology  • Aerospace  Medicine  • Unconsciousness  • Dermatology 

• Juvenile  Diabetes  • Endocrine  and  Metabolic  Diseases  • Pediatrics  • 
Surgery  • Hematology  • Psychiatry  • Otolaryngology. 

Three  Postgraduate  Courses  will  be  presented:  Obstetrics  and  Gynecology 

• Fluid  and  Electrolyte  Balance  • Cardiovascular  Disease.  Each  Course  will 
consist  of  three  half-day  sessions,  and  there  will  be  a registration  fee  of 
$10.00  for  each  course,  payable  with  your  advance  registration. 

Four  Breakfast  Round  Table  Conferences  will  be  held  on  the  following 
topics:  The  Management  of  Metabolic  Bone  Disease  • Indication  for  Cardio- 
version • The  Problems  and  Potential  of  L.S.D.  • An  Agonizing  Reappraisal 
of  Cancer  Chemotherapy  • Closed  Circuit  Television  • Medical  Motion 
Picture  Programs  • Over  275  Scientific  and  Industrial  Exhibits. 

The  complete  scientific  program,  plus  forms  for  advance  registra- 
tion and  hotel  accommodations,  will  be  featured  in  JAMA  October  24. 
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PHYSICIANS'  EXCHANGE 


Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre* 
ceding:  date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne> 
braska  State  Medical  Association  will  be  accepted 
without  charg^e  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements* replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal*  1315  Sharp  Building* 
Lincoln,  Nebraska. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 


INTERNIST  — For  5-man  department  in  busy 
and  steadily  growing  north  central  Kansas  13- 
member  multispecialty  group.  Partnership  after 
salary  for  two  years.  Board  eligible  or  certified. 
Write  Gelvin-Haughey  Clinic,  Concordia,  Kansas. 


Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


DIVLEY  MEDICAL 

SL'PPLY  COMPANY 


2415  "O*'  St.,  Lincoln  l«  Nebrosko 
AUTHORIZED  CONTRACT  AGENT 


USED  MEDICAL  AND  SURGICAL  EQUIPMENT 
— 100  milliamp  X-ray,  BMR  machine,  photrometer 
and  numerous  items  of  equipment  for  sale.  Contact 
R.  T.  Satterfield,  M.D.,  724  East  Jefferson  St.,  Mil- 
lard, Nebraska. 


GENERAL  PRACTICE — excluding  obstetrics  and 
major  surgery.  Completed  midwestern  internship 
on  July  1965.  Will  have  completed  military  obliga- 
tion on  13  August  1967  practicing  family  practice. 
Licensed  in  Nebraska.  Donald  V.  Dichsen,  M.D., 
807-B  Westbrook  Drive,  Klamath  Falls,  Oregon. 


EASTERN  WISCONSIN  CLINIC  — In  rapidly 
growing  community  of  40,000  desires  board-eligible 
or  certified  physicians  in  pediatrics,  obstetrics  and 
gynecology  and  internal  medicine.  Well-equipped 
clinic  and  excellent  hospital  facilities.  Lake  shore 
location  offers  ample  recreational  facilities.  At- 
tractive financial  plan  leading  to  early  full  partner- 
ship. Full  expenses  paid  for  applicants  invited  to 
interview'.  Call  or  w'rite:  F.  L.  Hildebrand,  M.D., 
Riverside  Clinic,  Menasha,  Wisconsin. 


FEELING 

BEAT? 

FLY  AWAY  TO  YUMA  where 
the  sun  is  brighter,  the  air 
is  cleaner,  fish  are  bigger, 
fruit  is  juicier.  It’s  great  for 
relaxing,  and  a natural 
pepper-upper! 


Attractive  places  to  stay,  eat  and  enjoy  yourself. 
Many  new  motels.  Plenty  to  do  — Colorado  River 
runs  right  by  town;  2 golf  courses;  within  easy 
drive  are  Lake  Martinez,  Lake  Havasu,  Mexico, 
Gulf  of  California,  historic  sites  like  the  Yuma 
Territorial  Prison,  desert  trails,  sand  dunes  where 
Sahara  movies  are  filmed.  Palm  Canyon  and  ruins 
of  famous  King  of  Arizona  Mine  in  the  Kofa  Mtns. 
Silver  Spur  Rodeo  Feb.  10-12.  Greyhound  Racing 
Wed.  thru  Sun.,  Jan.  7 - Apr.  3. 

eniP^' 


ARIZOIMA 

Send  for  illustrated  booklet; 

Yuma  County  Chamber  of  Commerce, 

P.  0.  Box  230,  YUMA,  ARIZONA,  Dept.  12 


NAME 


ADDRESS 


CITY  STATE  ZIP  CODE 
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Helps  keep  arthritic  patients  active 

P-B-SAL-C  is  a dependable,  effective  salicylate  formula  for 
relief  of  pain  due  to  rheumatoid  arthritis,  bursitis  and 
fibrositis. 

Its  formula  consists  of  a combination  of  sodium  salicylate, 
para-aminobenzoic  acid  and  ascorbic  acid.  This  special  com- 
bination provides  higher,  longer-lasting  analgesic  levels 
compared  with  salicylates  alone.  Each  P-B-SAL-C  Tablet 
is  enteric  coated  to  delay  disintegration  until  it  reaches  the 
small  intestine. 

P-B-SAL-C,  low  in  cost  to  your  arthritic  patients,  will 
help  keep  them  active.  Other  P-B-SAL-C  formulas  available; 

1.  P-B-SAL-C  with  Colchicine 

2.  P-B-SAL-C  with  Esoprine 

3.  P-B-SAL-C  Sodium  Free 

4.  P-B-SAL-C  with  Prednisolone  (Sodium  Free) 

For  complete  information  and  samples,  write  to  Dept.  NS-ICO 


FORMULA 

Each  enteric-coated  P-B-SAL-C  Tablet 
contains  sodium  salicylate  0.3  Gm., 
para-aminobenzoic  acid  0.3  Gm.,  as- 
corbic acid  50.0  mg. 

CONTRAINDICATIONS 

Renal  damage,  salicylate  sensitivity 
or  in  conjunction  with  sulfonamide 
therapy. 

DOSAGE 

Take  2 tablets  four  or  more  times 
daily. 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place 
Minneapolis,  Minnesota  55403 
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but  not 

your 

patient 


For  your  anxious  patients  who  must 
remain  active,  ‘Stelazine’  offers  a specific, 
incisive  antianxiety  effect  that  can  calm 
excessive  anxiety  without  producing 
annoying  dulling  effects.  On  ‘Stelazine’ 
patients  react  more  normally  to  stresses 
and  at  the  same  time  remain  alert  enough 
to  carry  on  their  normal  activities. 


. ... trif  iiio|ieniKiiie 


Before  prescribing,  the  physician  should  be  familiar  with  the  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The  following  is  a brief  precautionary 
statement.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and 
liver  damage.  Precautions:  Use  with  caution  in  angina  patients  and  in  patients  with 
impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms  of  other 
disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S. 
depressants.  Prolonged  administration  of  high  doses  may  result  in  accumulative 
effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients  only 
when  necessary  for  the  patient's  welfare.  Side  Etiects:  Occasional  cases  of  mild 
drowsiness,  dizziness,  mild  skin  reactions,  dry  mouth,  insomnia  and  amenorrhea. 
Neuromuscular  (extrapyramidal)  reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and.  in  rare  instances,  may  persist.  In  addition, 
muscular  weakness,  anorexia,  rash,  lactation,  hypotension,  and  blurred  vision  have 
been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been  extremely  rare. 
For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side 
effects  reported  with  phenothiazine  derivatives,  please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories.  Philacdelphia 
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New  York  City 
Board  of  Health 
Forbids  Secret 
Pa  s te  uriza  tion 


(New  York  City,  1906) 


In  New  York  City  in  1906,  60  years  ago.  the 
New  York  City  Board  of  Health  forbade  secret 
pasteurization  of  milk.* 

Despite  the  fact  that  pasteurization  destroys 
disease-producing  bacteria,  the  New  York  City 
Board  of  Health  did  not  fix  time  and  tem- 
perature requirements  for  pasteurization  until 
1910.  For  the  benefit  of  younger  readers,  fol- 
lowing are  some  of  the  pathogenic  bacteria  de- 
stroyed by  pasteurization : 

Human  tuberculosis,  bovine  tuberculosis,  ty- 
phoid lever,  paratyphoid  fever,  scarlet  fever, 
streptococcus  sore  throat,  undulant  fever,  diph- 
theria and  dysentary. 

The  need  for  pasteurization  was  communi- 
cated to  the  American  public,  at  least  to  a sig- 
nificant degree,  through  specific  statements  in 
sales  and  advertising  that  pasteurized  milk 
would  protect  against  specific  diseases  which 
might  otherwise  be  a menace.  Even  the  tempera- 
tures required  for  protection  were  cited. 


Personally,  I know  that  such  selling  was  done, 
because  in  the  late  20’s  and  early  30’s,  I partic- 
ipated in  it,  upon  literally  hundreds  of  occasions. 

Preventive  Medicine 
May  Be  Best  Answer** 

Had  preventive  medicine  been  universally 
practised  in  1906,  conceivably  such  method 
might  not  have  been  necessary.  But  preventive 
medicine  was  not  generally  practised  in  1906  nor 
is  it  universally  practised  in  1966. 

Such  a goal  is  an  ideal,  hardly  a fact  accom- 
plished. According  to  the  Department  of  Defense, 
in  the  year  starting  Jul3"  31,  1964  to  July  1, 
1965,  930,088  men  were  examined  for  the  armed 
forces.  Of  these  445.636,  or  47.9%,  were  rejected 
for  reasons  of  mental  or  physical  health.  Today, 
almost  50%  of  the  American  public  has  some 
kind  of  trouble  with  weight,  being  either  too  fat 
or  too  thin.  Even  one  out  of  three  children  is 
alleged  to  have  some  difficulty  in  this  regard. 
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According  to  present  statistics,  one  out  of  ten 
Americans  may  be  doomed  to  spend  part  of  his 
life  in  a hospital  for  mental  or  emotional  dis- 
turbance. By  no  means  has  this  problem  been 
fully  resolved  with  regard  to  its  legal,  biochemi- 
cal, nutritional,  sociological,  or  psychological 
aspects,  any  more  than  the  problem  of  war  has 
been  completely  resolved  in  human  affairs. 

Any  reputable  psychiatrist  would  be  shocked 
at  the  suggestion  that  the  problems  of  his  pro- 
fession might  be  resolved  through  truth  by  proc- 
lamation. Many  times  the  present  number  of 
people  should  be  interested  in  mental  health. 

By  no  present  legislation  may  the  Ameri- 
can citizen  be  deprived  of  his  right  to  informa- 
tion, through  truth  by  proclamation.  Presently 
he  has  the  same  right  to  information  about  his 
health  as  the  raiser  of  livestock  has  to  infor- 
mation about  hogs. 

True,  some  of  the  material  by  which  minds 
may  be  fertilized  may  be  criticized.  Such  is  the 
price  of  freedom.  Distortion  for  profit  should 
certainly  be  discouraged.  And  the  public  should 
also  be  protected  against  the  possibility  of  dis- 
tortion of  law  through  regulation  denying  the 
public  the  right  to  information.*** 


Such  distortion  could  cut  off  the  cultural 
growth  of  this  nation  at  its  roots,  could  mentally 
maim  this  nation  into  a second-rate  power 
through  medieval  meddling  of  a kind  abandoned 
more  than  1,000  years  ago. 

Even  preventive  medicine  must  depend  upon 
communication  for  its  effectiveness  rather  than 
by  policing  through  regulation. 

For  regulation  must  inevitably  involve  the 
weakness  of  individual  opinion  expressed  as  dog- 
matic truth.****  Such  regulation  must  simply 
serve  as  a means  of  controlling  advertising 
through  labeling,  beyond  the  intent  of  Congress, 
according  to  convenience,  advantage  or  preju- 
dice through  truth  by  proclamation. 

Roberts  Dairy  began  business  in  1906.  Since 
that  time  this  company  has  supplied  information 
to  the  public  about  health  supported  by  sub- 
stantiation such  as  might  support  a scientific 
paper.  We  feel  that  such  policy  has  been  and 
is  now  in  the  public  interest. 


Published  in  the  Public  Interest  by) 

Inerts  Dairy  Company 

General  Offices : Omaha 


* Market  Milk  and  Related  Products,  P.  106,  Hugo  H.  Sommer,  Ph.D.,  1946,  Madison,  Wisconsin. 

**  Our  company  has  advertised  that  medical  counsel  should  be  followed  with  regard  to  any  vitamin  fortification 
whatever,  irrespective  of  source,  as  in  the  evening  OMAHA  WORLD-HERALD,  July  12,  1965.  However,  no 
food  product  we  sell  is  dangerously  overloaded  with  vitamins  A and  D,  as  may  be  true  of  some  items  sold 
without  prescription. 

***  With  or  without  fortification,  milk  may  hardly  be  described  in  a one-to-one  relationship  to  any  vitamin  as  with 
a vitamin  pill.  Fortification  may  simply  amplify  what  is  already  present  in  unpasteurized  milk. 

****  Any  attempt  to  withhold  the  vitamin  C from  cow’s  milk  which  is  present  in  human  milk  — or  to  prevent  the 
communication  of  scientific  research  to  the  public  about  this  — may  conceivably  appear  sixty  years  from  now 
just  as  ill-advised  as  the  action  by  the  New  York  City  Board  of  Health  regarding  pasteurization  in  1906. 
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Butazolidiri  alka 

phenylbutazone,  100  mg. 
dried  aluminum  hydroxide  gel,  100  mg. 
magnesium  trisilicate,  150  mg. 
homatropine  methylbromide,  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  feast  1 month. 

That’s  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka— you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be 
followed  quickly  by  improved  function  and 
resolution  of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reactions, 
the  drug  should  be  used  with  greater  care  in 
the  elderly  and  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  contra- 
indicated in  patients  with  glaucoma. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 


Pyrazole  compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving 
such  concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions 

Before  prescribing,  the  physician  should  ob- 
tain a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made  to 
guard  against  blood  dyscrasias. 

Adverse  Reactions 

The  most  common  adverse  reactions  are  nau- 
sea, edema  and  drug  rash.  Moderately  lowered 
red  cell  count  may  sometimes  occur  due  to  he- 
modilution.  The  drug  has  been  associated  with 
peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome  or  a 
generalized  allergic  reaction  may  occur  and 
require  withdrawal  of  medication.  Stomatitis, 
salivary  gland  enlargement,  vertigo  or  languor 
may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 


attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  possible 
side  effects. 

Confusional  states,  hyperglycemia,  agitation, 
headache,  blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  instances. 
400  mg.  daily  is  sufficient.  When  improvement 
occurs,  dosage  should  be  decreased  to  the 
minimum  effective  level:  this  should  not 
exceed  400  mg.  daily,  and  is  often  achieved 
with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full 
prescribing  information. 

6509-V(B) 

Also  available:  Butazolidin®, phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804R 

Geigy 


MUST  Reading  For  Every  Medical  Assistant 


Doctor,  you  can’t  afford  for  your  medical 
assistants  to  be  without  “Winning  Ways 
With  Patients!” 

Everybody  gains  when  your  medical  assis- 
tants follow  the  helpful  hints  given  in  this 
20-page  AMA  publication  — you,  your  pa- 
tients and  the  office  staff,  too. 

“Winning  Ways  With  Patients”  has  helped 
many  a physician  and  medical  assistant  in- 
troduce methods  guaranteed  to  keep  the 
front  office  running  cheerfully  and  efficient- 
ly. That’s  why  it  has  proved  so  popular. 
Currently,  more  than  10,000  copies  are  being 
distributed  annually.  And,  now  “Winning 
Ways  With  Patients”  is  available  in  an  up- 
dated, newly  illustrated  version! 

Specifically  designed  as  a guide  advising 
today’s  medical  assistants  how  to  perform 
their  services  most  effectively,  “Winning 
Ways  With  Patients”  is  loaded  with  practical 
“how-to-do-it”  steps  and  techniques.  Here 
are  just  a few  of  the  important  areas 
covered : 

How  to  most  effectively  use  the  tele- 
phone in  routine  and  special  situations 

How  to  schedule  appointments  and 


winning 


ways 

with  patients 


handle  correspondence 


How  to  keep  medical  histories  up  to  date 

How  to  plan  thoughtfully  and  take  the  pain  out  of  paying 

To  obtain  your  free  copy  of  this  valuable  booklet,  fill  out  and  mail  the  coupon  be- 
low. Order  now  so  you  can  begin  enjoying  the  benefits  right  away. 


Program  Services  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Gentlemen;  Please  send  me  free  copy(ies)  of  the  new  AAAA  booklet  “Winning  Ways  With 

Patients." 

Name 

Address - 

City State Zip  Code — 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  it^  advertisers 
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against  the  usual  gram-negative  urinary  pathogens 


[f 


In  a recent  217-patient  hospital  study, ^ urinary  tract  infections  were  treated  with  a 
variety  of  widely  prescribed  antimicrobial  agents  including:  a sulfonamide  (40  pa- 
tients), chloramphenicol  (20  patients),  nitrofurantoin  (33  patients),  nalidixic  acid  (30 
patients),  tetracycline  (27  patients),  colistimethate  sodium  (22  patients) . . . and  2 com- 
binations of  5 agents  each  (45  patients).  The  2 combinations  were  selected  to  afford 
maximal  theoretical  antibacterial  coverage  against  the  usual  urinary  pathogens.  They 
were  (1)  tetracycline,  chloramphenicol,  nitrofurantoin,  ristocetin  and  polymyxin  B; 
and  (2)  tetracycline,  chloramphenicol,  erythromycin,  nitrofurantoin  and  colistimethate 
sodium. 

This  clinical  study  shows  that  the  two  combinations  of  antibiotics  were  not  superior 
to  some  of  their  single  components.  The  authors  point  out  that  antibiotic  antagonism 
often  negates  theoretical  advantages  of  multiple  therapy.  Coly-Mycin  Injectable 
(colistimethate  sodium)  was  one  of  the  single  components  that  was  shown  to  be 
equal  to  the  combinations  and  eradicated  bacteriuria  in  two-thirds  of  the  patfents. 

Theoretical  choice  of  multiple  antibacterial  therapy  has  been  shown  to  be  no  more 
effective  than  one  well-chosen  agent  which  also  offers  least  patient  exposure  to 
possible  side  reactions,  toxicities,  allergic  manifestations  and  higher  drug  costs. 

1.  McCabe,  W.  R.,  and  Jackson,  G.  G.:  New  England  J.  Med.  272:1037, 1965. 
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in  gram-negative  urinary  tract  infections  often  the  single  well-chosen  agent 


ColyMycin'  Injectable 

(colistimethate  sodium) 


Indications:  Especially  indicated  for  the  treatment  of  severe  acute  and  resistant 
chronic  urinary  tract  infections  due  to  sensitive  strains  of  gram-negative  organisms. 
Also  indicated  in  respiratory  tract,  surgical,  wound  and  burn  infections  and  in  septi- 
cemia due  to  sensitive  organisms.  Particularly  indicated  when  any  of  these  infections 
are  caused  by  sensitive  strains  of  Pseudomonas  aeruginosa. 

Adverse  Reactions:  Occasional  reactions  such  as  circumoral  paresthesias,  tingling 
of  the  extremities,  pruritus,  vertigo  or  dizziness  may  occur.  Reduction  of  dosage  may 
alleviate  symptoms.  Therapy  need  not  be  discontinued,  but  such  patients  should  be 
observed  with  extra  care. 


Warning:  Patients  should  be  cautioned  not  to  drive  vehicles  or  use  hazardous  ma- 
chinery while  on  therapy. 

Precautions:  In  cases  of  impaired  or  suspected  renal  impairment,  use  with  greater 
caution  and  reduce  dosage  in  proportion  to  extent  of  impairment.  Transient  eleva- 
tions of  BUN  have  been  reported.  As  a routine  precaution,  appropriate  blood  studies 
should,  therefore,  be  made  during  prolonged  therapy. 

As  with  all  polypeptides,  the  possibility  of  muscular  weakness,  including  apnea,  due 
to  inadvertent  overdosage  or  normal  dosage  in  the  presence  of  impaired  renal  func- 
tion, should  not  be  overlooked.  In  cases  of  apnea,  medication  should  be  promptly  dis- 
continued and  assisted  resjsiration  given  until  serum  levels  fall  and  normal  breathing 
is  restored. 

Other  antibiotics,  such  as  kanamycin,  streptomycin,  dihydrostreptomycin,  polymyxin, 
and  neomycin,  may  also  have  varying  neurotoxic  or  nephrotoxic  potential.  They 
should  be  used  with  great  caution  concomitantly  with  Coly-Mycin  Injectable  (colis- 
timethate sodium). 

For  deep  intramuscular  injection  oniy. 

Dosage:  By  the  I.M.  route  only,  in  2 to  4 divided  doses  ranging  from  1.5  to  5 mg./Kg./ 
day  (0.7  mg.  to  2.3  mg./lb./day).  Average  adult  dose  is  2.5  mg./Kg./day  (1.1  mg./ 
Ib./day).  In  the  presence  of  bacteremia,  septicemia,  or  other  serious  infection,  greater 
than  average  doses  may  be  required;  however,  maximum  daily  doses  should  not 
exceed  5 mg./Kg.  (2.3  mg./lb.)  where  renal  function  is  normal. 

Not  recommended  against  Proteus. 

Colistin  is  also  available  (as  colistin  sulfate)  in:  Coly-Mycin*  Pediatric  for  Oral  Sus- 
pension (not  for  systemic  use),  and  Coly-Mycin®  Otic  with  Neomycin  and  Hydro- 
cortisone. 


Full  information  is  available  on  request. 
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what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

ifetime 
to  tine. 

Tuberculin, 
Tine  .ATest 


(Rosenthal) 


Lederle 

Available  in  5's  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

414-6— 4046R 
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News 

Fortify  Nonfat  Dry  Milk — 

The  Council  on  Foods  and  Nutrition  of  the 
AMA  has  for  the  second  time  endorsed  the 
fortification  of  all  nonfat  dry  milk  with 
vitamins  A and  D.  Some  nonfat  dry  milk 
going  overseas  in  the  Food  for  Peace  program 
is  fortified.  Nonfat  dry  milk  is  widely  dis- 
tributed in  domestic  and  foreign  relief  pro- 
grams. It  replaces  fluid  whole  milk  in  the 
diet  of  entire  families  in  this  country,  and 
it  is  important  that  it  be  equivalent  in  fat- 
soluble  vitamin  content  to  whole  fluid  milk; 
this  is  not  the  case  at  the  present  time. 


From  England  to  Canada — 

The  number  of  people  per  doctor  is  about 
700  in  the  United  States ; it  is  825  in  Canada, 
1000  in  Europe,  and  3000  is  the  world  ave- 
rage. One  more  number:  200  physicians  are 
leaving  Britain  each  year  now,  to  go  to 
Canada. 


Diabetes  Detection  Week — 

The  1966  Diabetes  Detection  Week  is 
scheduled  for  November  13th  through  the 
19th.  This  activity  is  sponsored  jointly  in 
Nebraska  State  Medical  Association  and  the 
Diabetes  Association  in  cooperation  with  the 
American  Diabetes  Association. 


“. . . . And  stop  worrying  about  middle  age — 
You’ve  outgrown  it!” 


Win  the  Battle 


Aiainst 

BEDSORES 

With  SHEEPSKINS  or 


SYNTHETIC  BEDPADS 


Recommended  for  bed-ridden  patients,  sheepskins 
prevent  ulcers  and  promote  healing,  they're  com- 
fortable, resilient,  airy,  won’t  wrinkle  or  chafe  and 
they’re  moisture  absorbent. 


THEY  MUST  BE  WASHED  CORRECTLY 
TO  MAINTAIN  THEIR  EFFICIENCY.  . . 


Wash  Bedpads  With 

DIP'»DRI 

With  BACTERIOSTATIC  ACTION 

(The  Bacteriostat  remains  on  the  bedpad  after 
laundering  and  inhibits  bacteria  growth) 

Also  ideal  for  washing:  Blankets, 

Elastic  Restraints,  Safety  Belts,  Heel 
and  Elbow  Protectors,  etc. 


1 lb.  cans ....  $1.40  case  of  12 . . . . $14.40 
3 lb.  cont $3.15  25  lb.  drum  . . $19.00 


FOR  CENTRAL  SUPPLY— CLINICS— BLOOD  BANKS 
DOCTORS’  OFFICES— LABORATORIES 

LIQUI-NOX  The  Perfect  Liquid  De- 
tergent for  cleaning  instruments,  glass- 
ware and  all  hard-surface  materials. 

Mild,  easy  on  hands.  Non-toxic.  Con- 
tains no  phosphates.  Outstanding 
blood  and  fat  solvent.  And  LIQUI-NOX 
IS  BIODEGRADABLE! 

PER  QUART-$2.15 

Case  of  12  Quarts— $19.92 
PER  GALLON-$7.00 
Case  of  4 Gallons— $24.00 


SUPERIOR  SPRAY  PRODUCTS 

o D'  u c T s in  economical  12  oz.  Cans 

SKIN  PROTECTOR  with  Dow  Corning  Silicones  and  Hexachlorophene 

$1.64 

TINCTURE  OF  BENZOIN 

Minimizes  tape  and  cast  discomfort 

$1.73 

GOLDEN  SPRAY  BANDAGE 

with  Neomycin.  Sterile.  Flexible.  $1.79 
SKIN  FREEZE 

with  Dupont  Freon'S!  Propellant.  .$1.61 
ROOM  DEODORANT 

with  Metazine.  Kills  odors  chemically 

ADHESIVE  TAPE  REMOVER. 

Removes  tape  painlessly,  completely 
$1.35 

All  Cheaper  By  The  Dozen! 

CALL  us  OR  VISIT  US  FOR  YOUR  HOSPITAL  OR  MEDICAL  SUPPLIES 


CROSBY  SURGICAL  CO.,  Inc. 

4451  Douglas  Street 
OMAHA,  NEBRASKA  68131 
Telephone  (Area  Code  402)  558-4300 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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SQUIBB  MOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  e.xchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.-* 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.*  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.-"' 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.**  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.'  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis." 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1,,  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.**  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.'-*-  **’ 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.**  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.**  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.**  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis." 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium  / 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.*** 
One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”*** 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 
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Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 


Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
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whatever  their 
color,  shape, 
or  size... 

Benadryr 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


some 
allergens 
are  red... 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  oosee 


PARKE-DAVIS 


PARKE,  DAVIS  A COMPANY,  Delroil,  Michigan  48232 


to  help  restore 
and  stabilize  the 
intestinal  flora 


Lactinex 


® 


TABLETS  & GRANULES 


for  fever  blisters 
and  canker  sores 
of  herpetic  origin 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 


LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.^'®’’*® 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


(LX  03  I 


BALTIMORE,  MARYLAND  21201 
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When  the  stagnant  sinus 
must  be  drained... 


I 

I 

i 


Transillumination  of  the  sinuses -diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

Vs®/o  solution  for  infants 

V4“/o  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

ViVo  nasal  spray  for  adults 

VjVo  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


1/i^/nfhrop 


Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 


(1C3SM) 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
— an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tahlespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 


^Merrell^ 


Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


ARISTOCORT*  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established. Thus, do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Vz  lb.  jars. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NICRMAN.  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

406-6 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
efiect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.'* 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.'*  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.‘'’ 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.**  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium."  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.'^ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1,  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.**  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.**' **' 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.**  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.**  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.**  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.'* 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.*** 
One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide. ..’’*** 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  ( bendrollumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nauhea,  vomiting,  or 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendrofiumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide)  5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendrofiumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
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Exper.  Therap.  743:230,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.;  op.  cit.,  p.  276. 
12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin* 

SQUIBB  BENDROFIUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 
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'The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maKeo 


Medicinews 

Eradication  of  Measles — 

The  Public  Health  Service  has  made  plans 
for  a four  way  effort  by  the  federal  govern- 
ment, states,  and  local  communities  that  may 
lead  to  the  eradication  of  measles  in  this 
country. 

1.  Immunization  of  all  infants  at  one  year 
of  age. 

2.  Immunization  on  school  entry  of  those 
who  were  not  immunized  in  infancy  and  who 
had  escaped  the  disease  itself. 

3.  Reporting  of  all  cases  by  federal,  state, 
and  local  health  officials. 

4.  Verification  of  diagnosis  and  tracing 
the  source  of  infection  in  all  cases. 


Generic  Name  Amendment  Loses — 

A proposal  for  the  government  to  pay  half 
the  cost  of  generic  name  drugs  under  Part 
B of  Medicare  has  lost  in  a Senate-House 
conference  committee.  Drugs  are  furnished 


hospitalized  patients  under  Part  A,  but  not 
under  Part  B.  This  proposal  would  have 
set  up  a government  committee  to  list  generic 
drugs  and  prices.  For  brand-name  drugs, 
the  patient  would  pay  half  the  generic  drug 
list  price,  in  addition  to  the  difference  be- 
tween the  generic  list  price  and  the  brand- 
name  price. 

A.M.A.  Proposes  New  Specialty — 

The  AMA  Council  on  Medical  Education 
will  seek  authorization  from  the  House  of 
Delegates  to  develop  and  initiate  plans  for 
creation  of  a new  specialist:  the  family 

physician.  The  action  is  based  on  recom- 
mendations in  a major  report  by  the  Ad  Hoc 
Committee  on  Education  for  Family  Practice. 

Uric  Acid  and  Ambition — 

Two  1966  studies  have  shown  that  achieve- 
ment of  college  professors  was  associated 
with  uric  acid  levels,  and  that  high  school 
graduates  who  went  on  to  college  had  higher 
serum  urate  (uric  acid)  concentrations  than 
those  who  did  not  attend. 
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IHVESI  IN  AN  EGG  FACIGRY 

As  Solid  as  a Blue  Chip  Portfolio.... 
with  Better  Yields! 


Modern  egg  production  has  become  a predictable,  high-yielding  invest- 
ment. Year-in,  year-out,  investors  like  yourself  receive  returns  averaging 
above  11%  — without  going  near  the  laying  house. 

Constant  research  on  breeding,  feeding,  egg  handling  and  marketing  has 
resulted  in  "packaged”  laying  units  which  bring  consistently  high  returns. 

This  is  no  "pie  in  the  sky”  proposition.  It  is  sponsored  by  Roscoe  Hill 
Hatchery,  Lincoln,  Nebraska,  and  by  Hy-Line  Poultry  Farms  of  Des 
Moines,  Iowa.  The  solidness  of  such  an  investment  can  be  documented  to 
the  "nth”  degree.  Your  participation  in  the  operation  of  your  egg  factory 
can  be  as  active  or  as  passive  as  you  wish. 

What  is  needed  — and  needed  now  in  Nebraska  — is  additional  investment 
in  egg  producing  facilities  to  fill  demands  for  quality  eggs  which  cannot 
presently  be  met. 
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Typical  Midwest  Caged  Layer  House. 


FIVE  IMPORTANT  FACTORS  combine  to  make  egg  production  an  unusually  sound 
investment.  They  are: 

1 . The  perpetual  growth  in  the  market  for  high  quality  eggs. 

2.  The  high  degree  of  efficiency  bred  into  Hy-Line  layers. 

3.  The  low  production  costs  which  are  possible  with  the  “packaged”  Mid-West 
Cage  Laying  Unit. 

4.  The  total  management  support  in  production  and  marketing  provided  by  Hill  Hatchery 
and  Hy-Line  Poultry  Farms. 

5.  World-wide  need  for  protein  in  human  diet,  resulting  in  growing  demand  for  eggs 
and  egg  products  here  and  abroad. 

HOW  YOU  START  depends  on  the  size  of  the  investment  you  wish  to  make.  A 10,000  bird  cage  unit 
costs  approximately  $35,000.00.  As  sole  owner  you  would  need  about  one-third  of  this  amount  for 
your  original  investment.  With  partners,  or  as  a stockholder  in  a corporation  the  investment 
could  be  considerably  less.  In  any  case,  you  will  have  the  total  support  of  Hill  Hatchery  and 
Hy-Line  Poultry  Farms,  year-round,  to  help  insure  the  success  of  your  investment. 

TAKE  30  MINUTES  — Discuss  this  idea  with  Dick  Earl,  General  Manager  of  Hill  Hatchery.  Learn 
firsthand  how  others  like  you  are  earning  substantial  dividends  by  investing  in  efficient  egg  produc- 
tion facilities.  Phone  or  write  Dick  Earl  today.  His  number  in  Lincoln  is  434-7494  (area  code  402) 


ROSCOE  HILL  HATCHERY 

6000  NORTH  56TH  STREET 
LINCOLN,  NEBRASKA  68529 


Hif‘LUw  . CHICKS 


AUTHORIZED  DISTRIBUTOR 
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against  the  usual  gram-negative  urinary  pathogens 


Why  use  f ive...where  one  will  do? 


In  a recent  217-patient  hospital  study/  urinary  tract  infections  were  treated  with  a 
variety  of  widely  prescribed  antimicrobial  agents  including:  a sulfonamide  (40  pa- 
tients), chloramphenicol  (20  patients),  nitrofurantoin  (33  patients),  nalidixic  acid  (30 
patients),  tetracycline  (27  patients),  colistimethate  sodium  (22  patients) . . . and  2 com- 
binations of  5 agents  each  (45  patients).  The  2 combinations  were  selected  to  afford 
maximal  theoretical  antibacterial  coverage  against  the  usual  urinary  pathogens.  They 
were  (1)  tetracycline,  chloramphenicol,  nitrofurantoin,  ristocetin  and  polymyxin  B; 
and  (2)  tetracycline,  chloramphenicol,  erythromycin,  nitrofurantoin  and  colistimethate 
sodium. 

This  clinical  study  shows  that  the  two  combinations  of  antibiotics  were  not  superior 
to  some  of  their  single  components.  The  authors  point  out  that  antibiotic  antagonism 
often  negates  theoretical  advantages  of  multiple  therapy.  Coly-Mycin  Injectable 
(colistimethate  sodium)  was  one  of  the  single  components  that  was  shown  to  be 
equal  to  the  combinations  and  eradicated  bacteriuria  in  two-thirds  of  the  patfents. 

Theoretical  choice  of  multiple  antibacterial  therapy  has  been  shown  to  be  no  more 
effective  than  one  well-chosen  agent  which  also  offers  least  patient  exposure  to 
possible  side  reactions,  toxicities,  allergic  manifestations  and  higher  drug  costs. 

1.  McCabe,  W.  R..  and  Jackson,  G.  G.:  New  England  J.  Med.  272:1037, 1965. 


in  gram-negative  urinary  tract  infections  often  the  single  well-chosen  agent 


Coly-Mycin'  Injectable 

(colistimethate  sodium) 


indications:  Especially  indicated  for  the  treatment  of  severe  acute  and  resistant 
chronic  urinary  tract  infections  due  to  sensitive  strains  of  gram-negative  organisms. 
Also  indicated  in  respiratory  tract,  surgical,  wound  and  burn  infections  and  in  septi- 
cemia due  to  sensitive  organisms.  Particularly  indicated  when  any  of  these  infections 
are  caused  by  sensitive  strains  of  Pseudomonas  aeruginosa. 

Adverse  Reactions:  Occasional  reactions  such  as  circumoral  paresthesias,  tingling 
of  the  extremities,  pruritus,  vertigo  or  dizziness  may  occur.  Reduction  of  dosage  may 
alleviate  symptoms.  Therapy  need  not  be  discontinued,  but  such  patients  should  be 
observed  with  extra  care. 


Warning:  Patients  should  be  cautioned  not  to  drive  vehicles  or  use  hazardous  ma- 
chinery while  on  therapy. 

Precautions:  In  cases  of  impaired  or  suspected  renal  impairment,  use  with  greater 
caution  and  reduce  dosage  in  proportion  to  extent  of  impairment.  Transient  eleva- 
tions of  BUN  have  been  reported.  As  a routine  precaution,  appropriate  blood  studies 
should,  therefore,  be  made  during  prolonged  therapy. 

As  with  all  polypeptides,  the  possibility  of  muscular  weakness,  including  apnea,  due 
to  inadvertent  overdosage  or  normal  dosage  in  the  presence  of  impaired  renal  func- 
tion, should  not  be  overlooked.  In  cases  of  apnea,  medication  should  be  promptly  dis- 
continued and  assisted  resjDiration  given  until  serum  levels  fall  and  normal  breathing 
is  restored. 

Other  antibiotics,  such  as  kanamycin,  streptomycin,  dihydrostreptomycin,  polymyxin, 
and  neomycin,  may  also  have  varying  neurotoxic  or  nephrotoxic  potential.  They 
should  be  used  with  great  caution  concomitantly  with  Coly-Mycin  Injectable  (colis- 
timethate sodium). 

For  deep  intramuscular  injection  only. 

Dosage:  By  the  I.M.  route  only,  in  2 to  4 divided  doses  ranging  from  1 .5  to  5 mg./Kg./ 
day  (0.7  mg.  to  2.3  mg./lb./day).  Average  adult  dose  is  2.5  mg./Kg./day  (1.1  mg./ 
Ib./day).  In  the  presence  of  bacteremia,  septicemia,  or  other  serious  infection,  greater 
than  average  doses  may  be  required;  however,  maximum  daily  doses  should  not 
exceed  5 mg./Kg.  (2.3  mg./lb.)  where  renal  function  is  normal. 

Not  recommended  against  Proteus. 

Colistin  is  also  available  (as  colistin  sulfate)  in:  Coly-Mycin®  Pediatric  for  Cral  Sus- 
pension (not  for  systemic  use),  and  Coly-Mycin®  Ctic  with  Neomycin  and  Hydro- 
cortisone. 


Full  information  is  available  on  request. 


WARNER-CH 


CCOTT  Morris  Plains,  New  Jersey 
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To  help  dispel  the  symptoms 
of  mild  depressive  states 


CONSIDER 


DEXAMYL 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 

Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptoms  as  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  'Dexamyl'  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  1V^  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SKiF  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 

SMITH  KLINE  & FRENCH  LABORATORIES 
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SQUIBB  NOTES  ON  THERAPY 
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Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 

The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2%  benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 

Deladumone^  OB 

Squibb  Testosterone  Enanthate  (180  mg./cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 

TIfVR  ‘ Priceless  Ingredient’  of  every  product 

^ is  the  honor  ayid  integrity  of  its  maker. 
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Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Sdnley  medim 

SUPPLY  COMPAIVY 

2415  "O"  St..  Lineeliil.  Nebraska 
AUTHORIZED  CONTRACT  AGENT 


Medicinews 

Rural  Emergency  Care — 

People  injured  in  rural  counties  are  almost 
four  times  as  likely  to  die  of  their  injuries 
as  those  injured  in  urban  counties. 

740,000  disabling  injuries  occurred  on 
farms  in  1965. 

Farming  ranks  third  behind  mining  and 
construction  jobs  in  accidental  death  rates. 

The  AMA  Council  on  Rural  Health  urges 
rural  and  urban  communities  to  coordinate 
their  efforts;  to  institute  a medical  service 
area  program  for  emergencies;  to  adopt  the 
model  ambulance  ordinance ; to  provide  a pro- 
gram of  advanced  Red  Cross  first  aid  instruc- 
tion ; and  to  develop  a continuing  program  of 
first  aid  instruction  in  schools,  youth  organi- 
zations, and  other  educational  channels. 


Federal  Health  Spending  Doubles  in  Two  Years — 
The  total  for  all  departments  for  the  fiscal 
year  ending  June  30,  1965  was  $5.1  billion; 
for  the  year  ending  next  June  30,  the  esti- 
mate is  $10.3  billion. 


“Nobody  ever  asks  me  what  I want  for  Christmas!” 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigeniC'tranquilizing 
action  of  BAMADEX  SEQUELS; 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

OEXTRO-AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphefamine  sulfate:  in 
hyperexcitability  and  in  agitated  prepsychatic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-omphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate;  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  ond,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prane  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidol  tendencies. 
Side  Ellects;  Overstimulation  of  the  central  nervaus 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetomine  sulfate;  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especiolly  in  mentolly  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  accur  and  can  be 
ossociated  with  ataxia;  the  symptom  con  usually  be 
controlled  by  decreosing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  follawing 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (I  fatal  case), 
anuria,  stomatitis,  proctitis  (1  cose),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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whether  it  is  X-Ray  Equipment  or  X-Ray 
Supplies,  or  accessories  such  as,  cassettes 
and  intensifying  screens,  developing  tanks, 
illuminators,  hangers,  loading  bins,  dark 
room  lamps,  interval  timers,  x-ray  film  and 
processing  chemicals.  The  K & W X-Ray 
Company  can  promptly  supply,  and  at 
sensible  prices. 

We  are  also  franchised  dealers  for  the 
H.  G.  Fischer  Electro  Medical  and  X-Ray 
apparatus  in  Nebraska. 

Our  "Johnny  on  the  spot"  availability 
for  service  and  co-operation  is  always 
available  for  those  who  need  it. 


x-mf 


NCOtPOtATI* 


Medical  Arts  Building 


in  So.  17th  Street 
Omaha,  Nebraska 


“Well  it’s  no  wonder  you’re  listless  and  drag- 
gy  . . . you’ve  been  working  on  toys  all  year 
and  then  you’ve  been  making  a list  and  checking 
it  twice  to  find  out  who’s  been  naughty  or  nice!’’ 


Medicinews 

The  1967  Nebraska  Centennial  Health  Fair — 

Doctor  E.  D.  Zeman,  General  Chairman, 
and  Doctor  Keith  Sehnert,  Chairman  of  the 
Finance  Committee,  recently  visited  Phila- 
delphia’s Health  Fair.  They  reported  their 
observations  to  the  General  Steering-  Com- 
mittee which  is  composed  of  three  members 
from  each  of  the  seven  organizations  spon- 
soring the  Fair.  These  organizations  are: 

a.  The  Nebraska  State  Medical  Associa- 
tion 

b.  The  Nebraska  State  Dental  Associa- 
tion 

c.  The  Nebraska  State  Hospital  Associa- 
tion 

d.  The  Nebraska  State  Pharmacists’  As- 
sociation 

e.  The  Nebraska  State  nurses’  Associa- 
tion 

f.  The  Nebraska  State  Association  of 
V eterinarians 

g.  The  Lancaster  County  Medical  Society 

i\Iiss  America  of  1966  has  been  invited  to 
be  one  of  the  guest  celebrities  sponsoring  the 
Fair.  Floor  space  for  exhibits  is  now  be- 
ing assigned.  The  cost  for  this  space  is 
$1.25  per  square  foot.  Interested  groups  de- 
siring exhibit  space  should  contact  Mr. 
Leonard  Peterson,  Manager  of  the  Fair,  Ne- 
braska Centennial  Health  Fair  Headquar- 
ters, 527  Sharp  Building,  Lincoln,  Nebraska. 
The  dates  again  — April  29,  1967  through 
May  5,  1967.  The  place  — The  Lincoln  City 
Auditorium. 


Gamma  Globulin — 

Due  to  the  increasing  need  for  gamma 
globulin  to  treat  patients  in  military  hos- 
pitals in  Viet  Nam,  the  American  Red  Cross 
Blood  Bank  gamma  globulin  supplies  will  no 
longer  be  available  for  civilian  use  except 
in  case  of  disasters  and  epidemics.  However, 
gamma  globulin  is  still  available  through  the 
usual  pharmaceutical  channels.  Nebraska 
doctors  have  used  several  thousand  milleters 
of  gamma  globulin  annually  according  to 
Doctor  Earl  A.  Rogers,  Nebraska  state  health 
director. 
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new  small  size 


15  Gm. 

FOR  TOPICAL  USE  OXU 

SYNALAR‘ 

[FLUOCINOLONE 

ACETONIDE] 

CREAM 


0.0  IV 
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CAUTION 
Fedsral  law 

prohilHts  dispensing 
without  prescription 

MADE  IN  USA. 


Syiialar'o.oi% 

(fluocinolone  acetonide)  cream 

15  Cain, 

for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority 

topicai 
with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  hew 
15  Gm.  tube,  tor  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone'"^ plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  mosl  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use.  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  Its  components  Precautions:  1.  Gerrera/— Synalar  Cream  0.01%  is  virtually 
nonsensitizing  and  nonirritating.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  2.  Occlusive  dressing  method-VJiih  occlusion  of  extensive 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable 
precautions  should  be  taken.  Occasional  patients  may  show  contact  sensi- 
tivity to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  or 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  The 
development  of  infection  requires  appropriate  antibacterial  therapy  and  dis- 
continuation of  the  occlusive  dressing  method.  Local  atrophy  and  striae 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesion 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissions 
may  persist  lor  several  weeks  to  several  months  in  favorable  cases.  The 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  new 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  their 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  or 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Side 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  applied 
corticosteroids.  As  with  all  drugs,  however,  a lew  patients  may  react  unfa- 
vorably to  Synalar  under  certain  conditions.  References:  1.  Cahn,  MM,  and 
Levy,  E.  J.-  J New  Drugs  1 ;262  (Nov, -Dec.)  1961.  2.  Meenan,  F.  0.;  J Irish 
Med  Ass  52.75  (Mar.)  1963.  3.  Robinson.  H.  M..  Jr.,  Raskin,  J..  and  Dunseath, 
W.  J.  R,:  Southern  Med  J 56.797  (Jul  ) 1963. 


of  a modern 
corticosteroid 
economy  of 
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Now... a choice  of  3 


120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 
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Norimi  ,ab..s 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi'^^  and  an  acceleration 
of  endometrial  changes.i-3.7-i6  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 


day  and  corresponding  tablet  num- 


Contraindications;  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
•and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Bryans.  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W,:  Med  Cl.n  N Amer 
48:529  (Mar.)  1964,  4.  Cohen,  M.  R.;  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception.  Palo 
Alto.  Calif..  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond.  D.  O.:  Ibid.  6.  Rice-Wray,  E.. 
Goidzieher.  J.  W..  and  Aranda  - Rosell.  A,:  Fertil  Sterit 
14:402  (Jul.-Aug.)  1963.  7-  Goidzieher,  J.  W.,  Moses, 
L.  E..  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  0.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W..  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M .:  Fertil  Steril 
16:158  (Mar.  Apr.)  1965.  11.  Flowers,  C E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12,  Goidzieher,  J. 
W.:  Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E..  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  l.:Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D.  O.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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IDENTI-CODK" 

(formula  identification  code,  Lilly) 

takes  the  guesswork 
out  of  product 
identification 


A special  letter-number  symbol  will  appear  on  each  Lilly  capsule 
or  tablet.  By  checking  this  code  against  the  Identi-Code  Index, 
you  will  be  able  to  identify  each  unit  quickly  and  accurately: 

In  cases  of  overdosage 

As  a safeguard  against  error 

When  medication  was  prescribed  by  another  physician 

When  the  prescription  label  is  lost 

During  telephone  conversations  with  patients 

A complete  explanation  of  Identi-Code  and  its  use  is  provided  in 
the  Identi-Code  Index.  If  you  have  not  yet  received  an  index,  your 
Lilly  representative  will  be  pleased  to  supply  you  with  a copy. 


Representative  Lilly  Products  Bearing  Identi-Code 


Pulvule® 

Enseal® 
(enteric-release 
tablet,  Lilly) 

Capsule-Shaped 

Tablet 

Elliptical 

Tablet 

Round  Tablet 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


AND  THEN  THEY  DIED 

In  the  end,  we  do  not  really  save  lives, 
we  prolong  them,  and  at  last,  at  long  last, 
we  lose  every  patient. 

Most  of  these  people  knew  they  were 
about  to  die ; some  suffered  death  for  reasons 
of  church  or  state;  many  died,  as  we  say, 
of  natural  causes.  We  must  all  of  us  lie 
down  in  darkness  and,  as  the  French  say, 
we  die  alone.  Let  us  listen  to  what  some 
rather  remarkable  people  said  just  before 
they  died. 

Jackson.  Let  us  cross  the  river 

and  rest  in  the  shade. 


Cromwell.  My  design  is  to  make 

what  haste  I can  to  be  gone. 

Arnold  Bennett, 
wrong. 


Louis  XVI. 

ascend  to  heaven. 
Charles  I. 
the  people. 

Goethe. 

Oates. 


Everything’s  going 
Son  of  Saint  Louis, 
I am  the  martyr  of 


More  light. 

I am  just  going  out- 
side and  may  be  sometime. 

Monmouth.  Do  not  hack  me  as  you 

did  my  Lord  Russell. 

Hazlitt.  Well,  I’ve  had  a happy 

life. 


Frohman.  Why  fear  death?  It 

is  the  most  beautiful  adventure  in  life. 

Nelson.  Kiss  me.  Hardy. 

Huss.  0 holy  simplicity. 

Chesterfield.  Give  Dayrolles  a 

chair. 

John  Quincy  Adams.  This  is  the  last  of 
earth.  I am  content. 

Edith  Cavell.  I must  have  no  hatred 

or  bitterness  towards  anyone. 

Samuel  Johnson.  God  bless  you,  my 

dear. 

Gainsborough.  We  are  all  going  to 

heaven. 

Pitt.  I think  I could  eat  one 

of  Bellamy’s  veal  pies. 


Socrates.  We  owe  a cock  to 

Aesculapius;  pay  it,  therefore,  and  do 


not  neglect  it. 

Wiley.  Stand  by  to  crash. 

Wolfe.  Now  God  be  praised, 

I will  die  in  peace. 

Browning.  That  is  very  gratify- 

ing. 

Joan  of  Arc.  Jesus. 

George  V.  How  is  the  empire? 


Metchnikoff.  You  will  hold  my  hand 

when  the  moment  comes? 


Napoleon.  Head  of  the  army. 

Latimer.  We  shall  this  day 

light  such  a candle  by  God’s  grace  in 
England  as  shall  never  be  put  out. 

Charles  Fox.  I die  happy. 

Rabelais.  I go  to  seek  a great 

perhaps.  Ring  down  the  curtain. 

Elizabeth  I.  Is  must  a word  to  be 

addressed  to  princes?  Little  man,  little 
man!  thy  father,  if  he  had  been  alive, 
durst  not  have  used  that  word. 

Rhodes.  So  little  done,  so  much 

to  do. 


Daniel  Webster.  I still  live. 

Palmerston.  Die,  my  dear  Doctor, 

that’s  the  last  thing  I shall  do! 

Julian.  Thou  hast  conquered, 

0 Galilean. 

Hobbes.  I am  about  to  take 

my  last  voyage,  a great  leap  in  the  dark. 

More.  This  hath  not  offend- 

ed the  king. 

Cleveland.  I have  tried  so  hard 

to  do  the  right. 

Henry  Fox.  If  I am  alive  I shall 

be  delighted  to  see  him;  and  if  I am  dead 
he  would  like  to  see  me. 

Raleigh.  So  the  heart  be  right, 

it  is  no  matter  which  way  the  head  lies. 

0.  Henry.  Turn  up  the  lights;  I 

don’t  want  to  go  home  in  the  dark. 


— F.C. 


December,  1966 
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SLOW  DOWN  THE  AMBULANCE 

We  have  seen  ambulances  speed,  we  have 
seen  them  cross  center  lines,  and  we  have 
watched  them  go  through  red  lights.  We 
have  witnessed  narrow  escapes  for  their 
passengers  and  for  those  in  other  cars,  and 
there  have  been  instances  where  they  did 
not  escape.  If  the  ambulance  is  designed 
to  provide  safe  transportation  for  the  ill 
or  injured  patient,  it  should  give  him  that, 
and  not  subject  the  already  hurt  patient  to 
further  and  needless  injury.  We  know 
whereof  we  speak.  Reinjury  has  befallen 
one  close  to  us,  and  we  have  ridden  ambu- 
lance long  enough.  The  seconds  saved  by 
reckless  driving  are  usually  of  no  impor- 
tance ; the  patient  is  not  going  to  die  in  those 
few  seconds,  and  there  is  usually  no  magic 
team  waiting  behind  the  hospital  doors. 
There  is  much  more  to  lose  than  to  gain  by 
violating  traffic  laws,  the  danger  is  inflict- 
ed on  people  in  other  automobiles  without 
their  consent,  and  there  is  no  authority  for 
reckless  driving.  Many  physicians  feel  that 
sirens  should  be  removed  from  ambulances, 
and  that  ambulance  drivers  ought  to  obey  all 
traffic  regulations.  In  a series  of  2,500 
consecutive  ambulance  calls,  there  was  not 
a single  case  in  which  a life  could  have  been 
saved  by  a speeding  ambulance. 

It  may  make  little  sense  to  sit  at  a red 
light  while  a patient  bleeds  or  cannot 
breathe,  when  there  is  no  other  traffic.  But 
these  situations  are  not  typical  of  ambulance 
trips,  and  should  not  furnish  an  excuse  for 
routinely  driving  with  too  little  regard  for 
the  safety  of  the  patient,  and  for  those  in 
other  vehicles.  A fast  ride  is  not  a smooth 
ride,  and  subjects  the  ill  or  injured  pa- 
tient to  aggravation  of  his  illness  or  in- 
jury. The  sicker  the  patient,  the  more 
careful  should  be  his  ride.  Ambulances  are 
automobiles,  and  should  be  driven  as  the 
law  requires  automobiles  to  be  driven. 

Safely,  not  recklessly. 

— F.C. 

TURN  BACK  THE  CLOCK 

What  we  said  half  a century  ago  cannot 
but  be  of  interest  to  us,  as  will  what  we  read 
today  be  of  concern  to  Nebraska  physicians 


in  2016.  We  are  fortunate  in  having  our 
fifty  year  old  Journal  at  our  disposal;  actu- 
ally the  first  volume  of  the  Nebraska  State 
Medical  Journal  was  published  in  1916, 
which  makes  the  beginning  of  this  section 
of  the  Jownal  doubly  appropriate.  Half  a 
century  is  a nice  period  to  look  back  on; 
it  is  a long  time,  and  yet  some  of  us  have 
been  practicing  that  long,  and  are  still  prac- 
ticing. We  hope  the  fifty  year  pin  wearers 
will  enjoy  reading  what  we  write  in  this 
section,  and  we  are  sure  that  our  recent 
graduates  will  find  these  looks  into  the  past 
interesting. 

Perhaps  some  day,  said  Vergil,  it  will  be 
pleasant  to  remember  these  things.  We  are 
very  sure  of  this.  For  Memory  paints  with 
a rosy  brush.  What  you  read  in  our  fifty 
years  ago  column  in  this  issue  appeared  in 
the  Nebraska  State  Medical  Journal  in  De- 
cember, 1916.  And  so  we  begin  our  glean- 
ings of  fifty  years  ago. 

Down  Memory  Lane. 

—F.C. 


THIS  MONTH,  THOSE  YEARS 

It  is  of  course  a figure  of  speech  and  it 
is  trite,  but  it  is  true,  that  there  is  a cul- 
tural side  to  medicine.  We  cannot  or  we 
should  not  take  blood  pressures,  inject,  anes- 
thetize, and  reduce  fractures  without  a 
depth  that  equals  or  exceeds  that  found 
elsewhere.  It  is  in  this  connection  more 
than  interesting,  it  is  important  that  we 
know  who  invented  what  we  are  doing,  who 
first  discovered  what  we  are  seeing,  and 
when.  The  Journal  is  published  monthly, 
but  the  discoveries  and  the  inventions  we 
will  list  in  each  issue  are  not  commemorated 
on  a lunate  basis;  the  events  took  place  an 
exact  number  of  years  ago,  and  therefore 
each  monthly  report  deseiwes  to  be  called 
an  anniversary.  Anyway,  there  is  no  luni- 
versary.  We  shall  in  each  issue,  therefore, 
remember  the  pioneers,  the  discoverers  and 
the  inventors,  for  without  them  we  should 
be  nothing. 

It’s  “Anniversary  Time.” 

—F.C. 
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MERRY  CHRISTMAS 

Holidays,  especially  this  holiday,  may  be 
more  holly  than  holy,  but  no  one  is  spiritual- 
ly the  poorer  for  this.  Morality  is  of  course 
not  religion,  but  the  feeling  that  encompasses 
all  of  us  at  these  times  is  one  of  kindness 
and  love  and  of  the  pleasure  of  doing  and 
giving;  it  is  certainly  philosophical  and  may 
have  more  to  do  with  religion  than  any  of 
us  cares  to  think.  Our  holidays  are  spaced 
as  unevenly  as  we  can  get  them,  what  with 
Thanksgiving  and  Christmas  and  New  Year 
coming  on  top  of  one  another,  and  then  no 
cocktail  parties  until  football  and  crisp  air 
and  snowy  evenings.  In  England,  we  have 
heard,  holidays  come  on  Mondays,  so  that 
everybody  has  a long  weekend.  We  are 
not  a colony  now,  and  Thanksgiving  is  our 
own  holiday,  and  we  like  our  system  be- 
cause it  is  ours,  and  if  we  crowd  our  gala 
days,  it  gives  us  a season  of  merriment  that 
could  not  otherwise  be.  And  so  we  have 
Thanksgiving,  and  France  has  Bastille  Day, 
and  England  her  Boxing  Day,  but  we  all 
have  Christmas  and  New  Year. 

Dickens  drew  the  picture  far  better  than 
we  could  hope  to  do.  It  is  a time  to  come 
in  from  the  cold  and  to  gather  round  a fire 
with  all  our  friends;  it  is  a time  to  count 
our  many  blessings;  it  is  a time  to  say, 
with  Tiny  Tim,  God  bless  us  every  one, 
and : 

Merry  Christmas! 

— F.C. 


Editor's  Awards 

Effect  of  Ethanol  on  Plasma  Corticosterone 
Levels  — F.  W.  Ellis  (Department  of  Phar- 
macology, School  of  Medicine,  University 
of  North  Carolina,  Chapel  Hill).  J Phar- 
macol Exp  Ther  153:121-127  (July)  1966. 

Following  intraperitoneal  administration 
of  ethanol  on  rats,  the  effect  of  alcohol  on 
pituitary-adrenal  function  was  studied  by 
measuring  changes  in  plasma  corticosterone 
concentration.  After  2 gm/kg  of  ethanol, 
the  duration  of  the  adrenocortical  response 
was  approximately  6 hr,  which  corresponded 
to  the  period  of  detectable  blood  alcohol  con- 


centration. When  ethanol  was  given  to 
hypophysectomized  animals,  no  elevation  of 
corticosterone  concentration  was  observed. 
Pretreatment  of  intact  animals  with  pento- 
barbital and  morphine  produced  a complete 
blockade  of  the  steroid  response  to  ethanol. 
Pentobarbital  alone  reduced  the  response  to 
about  50%  of  the  usual  ethanol  effect.  Since 
the  intraperitoneal  injection  of  a local  anes- 
thetic prior  to  ethanol  administration  failed 
to  alter  the  action  of  ethanol,  peritoneal  irn- 
tation  could  not  have  been  a part  of  the  in- 
volved mechanism  of  action.  Repeated  daily 
injections  of  ethanol  for  one  week  did  not 
result  in  pituitary-adrenal  adaptation  and 
decreased  steroid  response  to  a subsequent 
injection  as  has  been  demonstrated  for  cer- 
tain other  centrally  acting  depressant  drugs. 

Frequency-Distribution  Curve  of  Uric  Acid 
in  the  General  Population  — R.  Finn  et  al 
(University  of  Liverpool,  Liverpool,  Eng- 
land). Lancet  2:185-187  (July  23)  1966. 

Sera  of  469  subjects  were  stored  in  the 
frozen  state  and  uric-acid  levels  were  deter- 
mined in  a single  autoanalyzer  run  for  the 
whole  series.  A unimodal  frequency-distri- 
bution curve  of  uric  acid  was  found.  In  ad- 
dition to  polygenic  inheritance,  the  level  of 
uric  acid  is  influenced  by  environmental  fac- 
tors such  as  diet  and  drugs.  Uric  acid  levels 
were  higher  in  men  than  in  women.  Only  a 
small  percentage  of  subjects  with  hyper- 
uricemia develop  clinical  gout. 

Allopurinol  in  Treatment  of  Gout  — J.  T. 

Scott,  A.  P.  Hall,  and  R.  Grahame  (Post- 
graduate Medical  School,  London).  Brit 
Med  J 2:321-326  (Aug  6)  1966. 

A comparative  trial  shows  that  there  is 
little  to  choose  between  the  use  of  the  xan- 
thine oxidase  inhibitor  allopurinol  and  con- 
ventional uricosuric  agents  in  the  manage- 
ment of  early  uncomplicated  gout,  but  that 
allopurinol  is  of  decided  advantage  in  cer- 
tain situations,  especially  where  there  is 
intolerance  to  uricosuric  drugs,  signs  of  renal 
failure,  gross  overproduction  of  uric  acid, 
uric-acid  stone  formation,  and  in  the  treat- 
ment of  hypouricemia  and  myeloproliferative 
disorders. 
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ORIGINAL  ARTICLES 


A University  as  a Rehabilitation  Center 


The  word  rehabilitation  here  is 
used  in  the  broadest  sense. 
There  are  students  in  the  uni- 
versity who  have  phj’sical  and  emotional 
problems  who  have  made  formal  arrange- 
ments with  a rehabilitation  agency  to  assist 
them  in  getting  more  training  or  education. 
There  are,  however,  a great  many  more 
students  who  are  trying  to  rehabilitate 
themselves  in  life  by  becoming  university 
students.  Among  these  are  included  the 
one  who  has  sustained  a defeat  in  life  such 
as  divorce,  or  who  has  become  disenchanted 
with  his  or  her  job  or  role  in  life  and  even 
the  late  adolescent  who  has  had  a stormy 
time;  all  become  university  students  in  an 
effort  at  personal  rehabilitation  without  for- 
mal arrangements  w i t h a rehabilitation 
agency.  There  are  some  who  become  uni- 
versity students  in  a last  ditch  effort  to 
solve  an  intolerable  life  situation,  hoping 
often  futilely  that  this  will  solve  their  prob- 
lems. 

Since  the  physician  is  often  involved  in 
this  rehabilitation  process,  some  guide-lines 
of  the  wisdom  of  becoming  a university  stu- 
dent would  be  helpful  to  both  the  potential 
student  and  the  physician,  and  these  can  be 
discussed  with  the  patient  directly  in  most 
instances.  These  guide-lines  will  overlap 
each  other  somewhat. 

1.  Every  student  needs  a certain  amount 
of  basic  intelligence  to  be  successful  scholas- 
tically. Formal  psychological  testing  is  fair- 
ly satisfactory  in  determining  his  intellectual 
equipment.  However,  in  the  absence  of  psj- 
chological  testing,  the  high  school  record 
can  serve  as  a rough  guide.  Where  did  the 
student  rank  in  the  high  school  class?  Here 
there  are  several  factors  that  need  evaluat- 
ing. If  the  student  got  through  high  school 
with  little  work  on  his  part  he  may  be  very 
intelligent  but  has  never  learned  to  study 
very  effectively.  On  the  other  hand,  he  may 
have  worked  very  hard  to  achieve  his  rank- 
ing in  the  class.  Therefore,  though  he  has 
learned  to  work  hard,  he  may  be  a slow 
learner  who  will  have  difficulty  in  college 
because  he  has  worked  up  to  capacity  and  has 
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little  reserve  left  to  adjust  to  increased  schol- 
astic demands.  One  other  note  of  caution 
belongs  here.  One  must  evaluate  the  high 
school  since  a student  who  ranks  third  in  a 
class  of  15  seniors  is  far  different  than  one 
who  ranks  third  in  a class  of  120  seniors 
in  high  school.  In  general,  all  of  these  items 
can  be  discussed  relative  to  the  total  high 
school  experience. 

2.  The  ability  to  concentrate  effectively 
especially  under  stress  is  an  important  item. 
All  too  often  we  get  the  story  of  a student 
looking  at  one  page  of  print  for  several 
hours  without  getting  anything  from  his 
efforts.  There  is  a kind  of  passive  resist- 
ance to  dealing  with  the  task  at  hand. 
Anxious  persons  may  be  physically  restless 
and  may  be  unable  to  concentrate.  The  in- 
dividual also  may  react  with  lack  of  concen- 
tration to  what  he  perceives  as  too  much  of 
a learning  load. 

3.  Competition.  Every  student  in  a class 
competes  with  his  contemporaries  scholastic- 
ally.  We  do  observe  students  who  do  not 
have  the  competitive  instinct  to  perform  sat- 
isfactorily scholastically.  Of  course,  we  re- 
alize that  this  problem  has  deep  implications 
as  to  the  total  character  structure  of  the 
individual.  Yet  there  are  people  who  are 
passive,  who  cannot  mobilize  enough  energj’ 
to  put  up  a fight  to  win.  This  manifests  it- 
self very  often  in  scholastic  difficulty:  no 
fight,  no  competition,  not  much  will  to  win. 

4.  Can  the  individual  do  a job  he  doesn’t 
like?  Frequently  a student  has  a course 
that  is  drudgery  in  which  he  has  little  in- 
terest. All  too  often  we  hear  the  story  from 
individuals  that  they  are  unable  to  study  the 
material  so  that  scholastic  failure  ensues. 
Not  all  course  work  is  enjoyable.  “If  I like 
the  work  I can  do  it”  is  a statement  we  hear. 
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5.  Is  the  person  one  who  develops  quick 
enthusiasms  for  a project  with  quick  cool- 
ing off?  We  see  distressed  students  who 
can  study  for  six  weeks  or  even  one  or  two 
semesters ; but  then  they  are  unable  to  main- 
tain their  interest.  The  life  history  of  the 
individual  will  reveal  this  rather  quick  en- 
thusiasm but  just  as  quick  loss  of  interest 
in  the  projects  he  has  undertaken.  Ideally, 
one’s  interest  should  deepen  or  he  should 
become  more  committed  to  his  goal  as  time 
goes  on.  Another  way  of  saying  this  is 
that  the  person  is  unable  to  commit  himself 
to  anything  or  anybody  for  an  extended  pe- 
riod. We  should  introduce  the  word  am- 
bivalence here.  Ambivalence  creates  doubt 
in  the  person’s  mind  so  that  he  is  always 
uncertain  whether  he  is  doing  the  right  thing. 

6.  What  are  the  person’s  college  goals? 
There  are  certain  areas  of  study  that  are 
therapeutic  for  certain  individuals  in  that 
they  provide  a means  of  self  expression, 
a kind  of  occupational  therapy.  Among 
these  we  would  include,  foremost,  art,  music, 
and  drama.  English  literature  and  journal- 
ism occasionally  fit  into  this  category.  The 
person  may  do  well  in  these  courses  yet  must 
take  certain  group  requirements,  as  lan- 
guage, for  his  degree.  With  some,  these  re- 
quired courses  give  trouble.  On  the  other 
hand,  we  see  people  who  are  unrealistic 
about  their  college  goals.  “I  want  to  be  an 
atomic  physicist.”  This  person  may  have 
little  concept  of  what  it  takes  to  be  an 
“atomic  physicist,”  and  it  is  a far-fetched 
dream  for  this  particular  person.  He  is 
unable  to  tolerate  the  grind  of  all  the  diffi- 
cult courses. 

7.  Another  item  to  be  considered  is  the 
ability  to  tolerate  uncertainty.  A student 
may  be  well  prepared  for  an  examination 
and  yet  make  a few  “dumb”  mistakes  so 
that  he  gets  a poor  grade.  The  student  real- 
ly never  knows  what  grade  he  will  get, 
whether  he  has  studied  sufficiently  or  what 
the  average  of  the  class  will  be.  All  of  this 
creates  an  atmosphere  that  is  conducive  to 
anxiety. 

8.  University  life,  as  it  is  constituted,  re- 
quires the  person  to  mobilize  for  a spurt  of 
energy  and  concentration  during  examina- 


tion periods.  Some  students  are  geared  so 
that  they  cannot  turn  on  this  spurt.  This 
creates  anxiety  for  them. 

9.  Does  the  person  who  wishes  to  come 
to  the  university  have  a record  as  a “win- 
ner?” As  one  examines  the  life  history  of 
individuals,  we  find  that  some  have  lost  most 
of  the  battles  in  their  lives.  A mistake  they 
have  made  in  life  has  cost  them  dearly.  In 
the  university  we  see  this  mostly  on  “acci- 
dent proneness”  on  examinations.  In  these 
instances  the  student  does  poorly  on  an  ex- 
amination, yet  as  soon  as  he  leaves  the  exam- 
ination room  he  is  aware  of  what  mistakes 
he  has  made  and  knows  the  correct  answers. 
The  student  describes  this  as  making  “dumb 
mistakes”  on  the  examination.  There  is  no 
doubt  that  some  students  get  maximum  mile- 
age out  of  what  they  know  on  an  examina- 
tion, while  others  get  minimum  mileage. 

10.  Is  the  person  a procrastinator  ? There 
are  people  who  always  put  off  today  what 
they  can  do  tomorrow.  This  can  be  lethal 
in  a university  setting. 

11.  Does  the  person  seem  well  organized? 
Some  persons  have  difficulty  in  organizing 
their  lives.  They  find  it  hard  to  grasp  con- 
cepts. This  can  be  readily  determined  in 
conversation  where  it  is  difficult  to  under- 
stand what  the  person  is  talking  about.  In 
other  words,  his  conversation  may  be  some- 
what of  a “hash”  so  that  it  is  hard  to  sep- 
arate his  thoughts. 

12.  Does  the  person  have  “passive-ag- 
gressive” personality  traits?  The  American 
Psychiatric  Association  in  its  diagnostic 
manuaP  describes  this  as  follows : “The  ag- 
gressiveness is  expressed  (in  these  reactions) 
by  passive  measures  such  as  pouting,  stub- 
bornness, procrastination,  inefficiency  and 
passive  obstructionism.”  These  items  have 
already  been  mentioned  in  8,  9,  and  10,  but 
in  a somewhat  different  context. 

13.  Does  the  person  come  to  the  univer- 
sity to  please  himself  or  to  please  others? 
If  he  comes  to  please  others,  he  is  very  like- 
ly to  have  scholastic  difficulty. 

14.  What  are  the  person’s  reactions  to 
stress?  Most  people  react  to  stress  by  be- 
coming anxious;  if  anxiety  reaches  certain 
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levels  it  can  become  disorganizing.  In  order 
for  the  person  to  maintain  his  integrity  and 
deal  with  his  anxiety,  he  may  then  somatize 
or  become  depressed  or  blame  others  for  his 
difficulties.  However,  the  important  item 
here  is;  Can  the  person  still  function  schol- 
astically in  spite  of  his  stress  reactions,  or 
will  his  symptoms  be  disabling? 

15.  Is  the  person  likely,  because  of  per- 
sonality problems,  to  live  in  social  isolation? 
Enough  social  isolation  can  cause  the  indi- 
vidual to  lose  interest  and  therefore  fail 
scholastically. 

16.  The  most  tricky  item  to  deal  with  in 
a personality  inventory  such  as  this  is  the 
“compulsive  personality.”  The  items  to  be 
looked  for  here  are:  (1)  perfectionism,  (2) 
need  to  feel  in  control,  (3)  undue  attention 
to  detail,  (4)  rigidity  of  personality.  These 
traits  are  all  a double-edged  sword  in  that 
these  can  make  for  an  excellent  student. 
However,  they  can  also  create  disorganizing 
anxiety  when  the  individual  is  unable  to  main- 
tain these  traits.  We  see  the  student  who 
will  never  turn  in  a required  “paper”  be- 
cause it  is  not  perfect.  Or  the  student  who. 


when  the  work  load  gets  too  heavy,  feels  that 
things  are  “out  of  control”  to  which  this  in- 
dividual is  particularly  vulnerable.  Or  the 
persons  pays  such  undue  attention  to  detail 
that  he  does  not  get  the  essential  principles 
of  his  subject  matter. 

If  the  physician  discusses  these  items  with 
the  individual,  both  the  physician  and  stu- 
dent will  have  a much  clearer  idea  as  to 
where  the  problems  will  come  from.  No  one 
needs  a defeat,  yet  all  too  often  people  be- 
come university  students  only  to  fail  scholas- 
tically. The  wisdom  of  becoming  a full-time 
university  student  should  be  seriously  ques- 
tioned in  order  to  avoid  this  defeat.  In 
case  there  is  substantial  doubt  as  to  the  ad- 
visability of  becoming  a full-time  university 
student,  all  is  not  lost.  The  person  may  try 
his  hand  in  a correspondence  course  or  ex- 
tension course  as  a trial  dose.  The  opinions 
expressed  here  are  those  of  the  author  and 
do  not  necessarily  represent  an  official  po- 
sition on  these  issues. 

Reference 
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Internal  Carotid  Artery  Ligation:  A Follow- 
up Study  — J.  B.  Oldershaw  and  H.  C. 
Voris  (30  N.  Michigan  Ave.,  Chicago). 
Neurology  16:937-938  (Uept)  1966. 

Internal  carotid  artery  ligation  produces  a 
potential  cerebrovascular  insufficiency  on 
the  ligated  side.  Early  postoperative  neuro- 
logical complications  may  be  avoided  by 
gradual  occlusion  with  a mechanical  clamp; 
however,  the  risks  of  late  thrombosis  on 
the  ligated  side  should  be  considered.  Of 
21  patients  who  had  internal  carotid  artery 
ligation,  two  developed  subsequent  hemi- 
plegia after  1 year  and  13  years,  respective- 
ly, which  suggests  an  incidence  of  stroke 
nearly  25  times  that  encountered  at  large. 
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Ulcerative  Colitis 


The  medical  history  of  ulcer- 
ative colitis  extends  over  a 
relatively  short  span  of  time. 
Although  Thomas  Sydenham  described  the 
“bloody  flux”  in  1688,  it  was  not  until  1875 
that  Wilks  and  Moxon  isolated  idiopathic 
ulcerative  colitis  from  specific  forms  of  dys- 
entery. 

Patients  may  have  varying  degrees  of  se- 
verity of  the  illness,  ranging  from  relative- 
ly mild  attacks  to  severe,  systemic,  fulminat- 
ing and  fatal  disease. 

The  usual  case  is  not  dramatic.  Physical 
findings  are  relatively  insignificant,  and 
the  patient  has  a chief  complaint  of  frequent 
loose  stools,  often  containing  blood  or  mu- 
cus. Consequently  there  is  little  if  any- 
thing on  physical  examination  that  assists 
in  diagnosis  except  for  the  proctoscopic  ex- 
amination. It  is  for  this  reason  that  rou- 
tine proctoscopy  is  absolutely  essential  in 
any  patient  with  a complaint  of  diarrhea. 
This  can  be  done  at  the  very  first  visit 
without  any  preparation. 

The  acute  fulminating  variety  with  almost 
continuous  bloody  diarrhea,  high  fever  and 
toxicity,  sometimes  terminating  in  para- 
lytic ileus,  toxic  megacolon,  perforation  and 
peritonitis  occurs  in  10  per  cent  of  cases 
or  less.  A chronic  continuous  form  with 
persistent  frequent  watery  to  bloody  stools 
comprises  a larger  group.  The  remainder 
of  patients  fall  into  the  chronic  intermittent 
variety.  A few  have  a single  attack  only. 
Various  factors  can  precipitate  relapses  such 
as  psychological  disturbances,  upper  respir- 
atory infections,  and  pregnancy.  About 
five  per  cent  of  patients  have  a near  rela- 
tive with  the  disease. 

The  etiology  is  unknown,  but  a number 
of  theories  have  been  suggested.  These  in- 
clude: (1)  Allergy.  Experimentally  the  Ar- 
thus  or  Schwartzman  phenomenon  can  be 
produced  in  the  rabbit’s  colon  suggesting 
that  sensitization  may  play  a part  in  the 
initiation  of  this  illness.  Patients  in  some 
clinical  studies  have  been  thought  o be 
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sensitive  to  milk,  proteins,  egg,  wheat,  po- 
tatoes, oranges,  or  tomatoes,  since  elimina- 
tion of  these  was  thought  to  be  followed  by 
improvement.  The  relationship  of  milk  to 
ulcerative  colitis  has  inspired  a series  of  ob- 
servations, such  as  a positive  reaction  when 
milk  is  injected  into  colonic  mucosa,  an  un- 
supported suggestion  that  many  patients 
have  milk  antibodies  contributing  to  their 
disease,  and  the  finding  of  lactase  deficiency 
in  a certain  proportion.  None  of  these  ob- 
servations have  a significant  correlation  that 
implicate  any  of  these  factors  in  the  primary 
etiology. 

(2)  Auto-immunity  has  been  suggested, 
leading  to  the  development  of  antibodies  to 
human  colon.  This  has  not  been  proven. 
Hypersensitivity  and  an  altered  immune 
state  is  suggested  by  the  frequent  finding  of 
arthritis,  erythema  nodosum  and  conjunc- 
tivitis in  these  patients.  These  lesions  are 
usually  associated  with  an  infiltration  of 
lymphocytes,  eosinophils  and  plasma  cells 
as  in  hypersensitivity  states.  In  addition, 
sera  of  patients  with  ulcerative  colitis  have 
been  found  to  contain  antinuclear  globulins 
by  fluorescent  antiglobulin  techniques.  All 
of  these  phenomena  however  may  be  the  re- 
sult of  immunological  byproducts  occurring 
during  the  course  of  the  primary  illness 
rather  than  the  cause. 

(3)  Postdysenteric  development  of  ulcer- 
ative colitis  perhaps  due  to  a hypersensitiv- 
ity reaction  to  some  common  otherwise  non- 
pathogenic  bacterium,  or  a virus,  or  its 
metabolites  have  also  been  suggested. 

(4)  Psychosomatic. 

(5)  The  result  of  a noxious  agent  from 
contents  of  the  small  bowel  or  excess  lyso- 
zyme; or  a genetic  factor. 

Although  disease  of  the  colon  usually  in- 
cludes the  rectum  or  rectosigmoid  with  ex- 
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tension  upward  in  different  patients  leading 
to  total  colon  involvement,  some  unusual 
forms  must  be  mentioned  for  completeness, 
such  as  right-sided  colitis  sometimes  called 
regional  colitis,  or  an  involved  isolated  seg- 
ment referred  to  as  segmental  colitis.  This 
must  be  distinguished  from  ileocolitis,  which 
is  a granulomatous  process  involving  the 
small  bowel  or  colon,  separately  or  together. 

As  mentioned  before,  diagnosis  can  be 
made  frequently  at  the  patient’s  first  visit 
by  proctoscopy.  Cultures  are  usually  taken 
at  this  time,  but  the  appearance  of  the  mu- 
cosa through  the  proctoscope  is  usually  dis- 
tinctive. Rarely,  bacillary  dysentery  or  dif- 
fuse amebic  colitis  may  be  mistaken  for  ul- 
cerative colitis.  In  addition  to  cultures  for 
pathogenic  organisms,  stools  are  examined 
for  amebic  cysts  and  trophozoites.  The  typ- 
ical picture  of  the  mucosa  through  the  proc- 
toscope is  a granular  ground  glass  appear- 
ance that  bleeds  readily  on  gentle  cotton 
wiping.  There  frequently  is  a coating  of  ex- 
udate and  mucus  covering  the  wet  edematous 
mucosa,  and  in  more  advanced  forms  entire 
loss  of  areas  of  mucosa  may  have  occurred 
with  fibrous  tissue  replacement  and  pseudo- 
polypoid  overgrowth  of  the  remaining  mu- 
cosa. 

Complications  are  numerous  as  the  disease 
progresses.  At  times  the  peripheral  mani- 
festations of  the  disease  may  appear  before 
the  primary  illness  becomes  apparent.  This 
may  be  in  the  guise  of  arthritis,  pyoderma 
gangrenosum  or  other  skin  manifestations, 
as  well  as  erythema  nodosum  and  ankylosing 
spondylitis.  There  may  be  a recurrent  syn- 
oritis. 

IMassive  hemorrhage  from  the  colon  occa- 
sionally occurs  as  the  chief  presenting  mani- 
festation, and  supportive  transfusions  plus 
steroid  therapy  can  be  provided  in  the  hope 
that  the  bleeding  will  cease.  Another  indi- 
cation for  supportive  steroid  therapy  is  toxic 
megacolon  of  the  fulminating  variety.  This 
may  involve  the  entire  colon  or  only  a seg- 
ment of  it.  Large  doses  of  ACTH  may  be 
necessary,  and  if  the  dilatation  is  not  revers- 
ible total  emergency  colectomy  may  be  need- 
ed. Another  indication  for  surgery  and  total 
colectomy  is  impending  perforation  or  actual 
perforation,  and  high  grade  stricture  and 


obstruction.  Should  a carcinoma  become  en- 
grafted on  the  disease,  total  colectomy  is 
probably  the  surgical  approach  of  choice. 
Pseudopolyposis  is  thought  not  to  be  a pre- 
malignant  lesion,  and  frequently  polyps  will 
disappear  when  the  inflammation  subsides. 
Rectovaginal  fistulas,  fistulas  in  ano,  or 
ischiorectal  abscesses  may  be  presenting 
problems  in  some  patients  who  have  an 
otherwise  rather  mild  diarrhea.  In  long- 
standing disease  cirrhosis  may  develop,  or 
hepatitis  and  pericholangitis.  Sclerosing 
cholangitis  may  lead  to  unexplained  obstruc- 
tive jaundice  in  some  patients.  The  asso- 
ciation of  this  with  ulcerative  colitis  is  not 
rare. 

Skin  lesions  may  be  scarlatiniform,  mor- 
billiform, or  purpuric  rashes,  as  well  as  ur- 
ticaria. The  skin  lesions  of  pyoderma  gan- 
grenosum start  as  subepithelial  bullae  with 
clear  fluid  which  becomes  milky  and  puru- 
lent, but  which  remains  sterile.  The  most 
serious  eye  lesions  are  iritis,  iridocyclitis,  or 
uveitis  which  can  lead  to  blindness.  Aph- 
thous ulcers  of  the  mouth  are  frequent, 
sometimes  complicated  by  monilia  of  the 
mouth  and  the  pharynx.  One  of  the  gi'avest 
threats  in  longstanding  ulcerative  colitis  is 
the  development  of  carcinoma.  The  risk 
of  carcinoma  is  about  thirty  times  greater 
than  in  the  general  population,  and  this  is 
an  incidence  of  three  to  five  per  cent  in  pa- 
tients with  ulcerative  colitis. 

jMedical  management  must  be  prolonged 
and  strict.  Modern  care  in  this  disease  has 
reduced  the  mortality  from  30  per  cent  to 
10  per  cent  or  less.  The  aim  of  therapy  is 
to  return  the  colon  to  normal  structure  and 
function.  This  requires  bedrest  in  the  se- 
verely ill,  restrictions  in  diet,  antispasmodics 
and  sedation,  ACTH  or  corticosteroids,  and 
antibiotics.  Improvement  usually  shows  it- 
self by  return  of  temperature  to  normal,  feel- 
ing of  wellbeing  with  improvement  in  appe- 
tite, and  gradual  disappearance  of  blood  and 
mucus  from  the  stool.  Proctoscopy  per- 
formed once  weekly  during  hospitalization 
provides  a secondary  guide  as  to  progress, 
but  one  of  the  most  important  signs  is  the 
return  to  normal  of  the  stool  in  number, 
frequency,  and  consistency.  Fruits  and 
vegetables  are  forbidden  for  months  to  a 
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year  or  two.  Mental,  physical,  and  emo- 
tional activity  is  maintained  within  the  toler- 
ance of  the  individual.  When  stools  have 
become  noiTnal,  steroids  may  be  decreased. 
Varying"  levels  of  steroids  are  necessary  as  a 
maintenance  dose  determined  by  stool  func- 
tion and  the  proctoscopic  appearance  of  the 
mucosa.  Currently,  we  are  exploring  the 
utility  of  every  other  day  dosage  of  steroids 
and  evaluating  its  advantages  or  disadvant- 
ages. Supportive  therapy  of  blood  trans- 
fusion is  used  when  necessary. 

If  surgery  is  required,  the  operation  of 
choice  appears  to  be  total  colectomy.  So 
few  patients  benefit  by  an  ileoproctostomy 
that  such  a procedure  where  contemplated 
must  be  evaluated  by  special  standards,  since 


many  patients  with  this  operation  eventually 
require  ileostomy  with  removal  of  the  re- 
maining rectum  and  anus. 

After  colectomy,  arthritis  and  derma- 
tological problems  may  continue  or  recur. 
Patients  requiring  ileostomy  should  be  pre- 
pared emotionally  for  this  procedure.  They 
must  be  indoctrinated  properly  in  the  use 
of  an  ileostomy  appliance  and  in  ileostomy 
care  with  respect  to  diet,  dilations  of  the 
stoma,  odor,  skin  care,  and  snug  application 
of  the  bag.  Referral  to  an  ileostomy  club 
if  one  is  nearby  is  extremely  valuable,  since 
patients  exchange  ideas  and  suggestions 
freely  in  such  an  organization.  Many  types 
of  appliances  are  available,  but  one  type  of 
bag  that  we  favor  is  the  Rutzen  bag. 


Sulfated  Insulin  in  Mild,  Moderate,  Severe 
and  Insulin -Resistant  Diabetes  Mellitus  — 

J.  A.  Little  and  J.  H.  Arnott  (St.  Michael’s 
Hosp,  Toronto).  Diabetes  15:457-465 
(July)  1966. 

Sulfated  insulin  was  compared  with  com- 
monly used  insulins  (regular,  protamine  zinc, 
lente,  and  NPH)  in  24  hospitalized  adult  dia- 
betics. The  bases  of  comparison  were  units 
of  insulin  per  day,  three  daily  blood-glucose 
levels,  and  urine-glucose  content.  In  six  se- 
vere, ketosis-prone  diabetics  sulfated  insulin 
in  approximately  equal  doses  failed  to  control 
the  disease  as  well  as  the  usual  long  acting 
insulins.  For  nine  of  12  moderate  diabetics 
less  or  equal  units  of  sulfated  insulin  provid- 
ed better  control.  In  two  insulin-resistant 
patients  sulfated  insulin  greatly  reduced  in- 
sulin requirements  (to  5%  and  37%)  and 
provided  much  better  control.  Sulfated  in- 
sulin has  no  important  toxic  side  effects 
and  appears  to  be  a promising  advance  in 
the  treatment  of  insulin-resistant  diabetes. 
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Cancer  Registry  Observations 
University  of  Nebraska  Hospital-1947-65 


During  1965,  280  patients  with 
histologically  proven  carcinoma 
were  registered  at  the  Univer- 
sity of  Nebraska  Hospital.  Of  the  280 
patients,  239  had  been  referred  directly  to 
the  University  Hospital  for  primary  therapy, 
w'hile  41  cases  or  14.6%  had  been  modified 
by  some  treatment  administered  elsewhere 
before  entry.  Cases  were  staged  according 
to  extent  of  disease  at  the  time  of  admission 
according  to  the  following  criteria: 


Stage  0 - in  situ,  noninvasive 15  cases  5% 

Stage  I - locally  invasive,  primary 

under  2 cm.  51  cases  18^ 

Stage  II  - primary  over  2 cm  or 
regional  adenopathy 

palpable  88  cases  32*7?- 

Stage  III  - extensive  regional 
invasion  or  gross 

nodal  metastases 37  cases  13% 

Stage  IV  - extension  beyond  region 
of  origin  or  distant 

metastases 66  cases  24% 

Unstaged  - leukemias,  lymphomas 

etc. 23  cases  8% 


Therapy  administered  to  the  280  cases 
admitted  during  1965  was  distributed  as 
follows : 


Surgery  alone  124 

Surgery  and  chemotherapy 8 

Surgery,  chemotherapy  and  radiation 5 

Radiation  and  surgerj' 16 

Radiation  alone 49 

Radiation  and  chemotherapy  18 

Chemotherapy  or  hormone  therapy  alone 40 

Supportive  medical  therapy  only 20 

Total . 280 


Review  of  the  above  data  indicates  that 
surgery  alone  or  in  combination  with  radio- 
therapy or  chemotherapy  was  applied  in 
slightly  more  than  half  of  all  cancer  patients, 
while  radiotherapy  was  utilized  in  approxi- 
mately one  third,  and  chemotherapy  alone  or 
in  combination  with  surgery  or  radiation  in 
about  one  fourth  of  all  cancer  patients. 

The  crude  five  year  and  ten  year  survival 
rates  for  all  cancer  patients  registered  at 
the  University  of  Nebraska  Hospital  during 
the  period  1947-60  were  determined.  All 
patients  registered  were  reviewed,  including 
all  stages  of  disease,  cases  modified  by  prior 
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therapy,  as  well  as  primary  cases  and  cases 
seen  in  consultation  only,  as  well  as  those 
given  definitive  therapy.  Of  the  3,710  cases, 
600  had  been  modified  by  prior  therapy.  Dis- 
tribution of  cases  according  to  stage  of  dis- 
ease was  as  follows:  Stage  0-1.5%,  1-24.5%, 
H-30%,  HI-19.6  %,  IV-15.7%,  and  unstaged 
8.7%.  The  record  of  clinical  follow-up  was 
remarkably  complete,  being  99.6%,  only  15 
of  the  3,710  cases  being  lost.  All  cases  lost  to 
follow-up  were  deducted  from  survivals.  In 
this  particular  study,  no  differentiation  was 
made  between  deaths  from  cancer  and  deaths 
from  other  causes. 

Five  and  Ten  Year  Ci*ude  Survival  Rates 
for  3,710  Cancer  Patients,  1947-60. 

5 yr.  10  yr. 

Total  Survival  Survival 


Region 

Cases 

% 

<7c 

Skin 

686 

57.0 

27.0 

Lip 

138 

56.5 

37.8 

Tongue  _ _ - - 

32 

25.0 

6.6 

Floor  of  mouth 

19 

15.8 

0.0 

Salivary  gland 

13 

53.8 

40.0 

Gingiva,  buccal 

33 

24.2 

0.0 

Tonsil 

15 

26.7 

12.5 

Nasopharynx 

13 

7.7 

0.0 

Larvngopharynx 

8 

12.5 

0.0 

Esophagus 

39 

0.0 

0.0 

Stomach 

158 

11.4 

5.9 

Small  bowel 

8 

12.5 

0.0 

Large  intestine 

. _ 222 

28.4 

17.1 

Rectum 

200 

26.5 

14.7 

Biliarv,  pancreas  etc 

121 

3.3 

2.7 

Paranasal  sinuses 

25 

20.0 

27.3 

Vocal  cords 

29 

26.5 

9.1 

Lung  and  mediastinum 

. _ 175 

5.7 

5.2 

Breast 

211 

39.6 

22.0 

Ceiwix  uteri  in  situ 

56 

85.7 

75.0 

Cervix  uteri  invasive 

301 

51.1 

45.5 

Corpus  uteri 

133 

53.4 

35.8 

Ovary  _ 

. _ 66 

24.2 

21.6 

Vulva  and  vagina 

25 

24.0 

29.0 

Prostate 

. _ 164 

26.2 

7.2 

•Coordinator  of  Cancer  Teaching  1965-66 
Professor  and  Chairman,  Department  of  Radiology 

••Clinical  Fellow,  American  Cancer  Societv 
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5 yr. 

10  yr. 

Total 

Survival 

Survival 

Region 

Cases 

% 

% 

Testes 

13 

30.8 

27.7 

Penis 

13 

30.0 

30.0 

Kidney  _ 

. _ 54 

29.6 

16.7 

Bladder  _ 

130 

28.0 

8.3 

Soft  tissue  sai-comas 

30 

26.7 

12.0 

Bone  - _ 

_ _ 19 

26.3 

9.0 

Eye 

18 

50.0 

25.0 

Brain 

54 

20.4 

5.3 

Spinal  cord 

- - 3 

0.0 

0.0 

Hodgkin’s  and  lymphomas 

99 

19.0 

7.0 

Leukemias 

196 

17.3 

7.1 

Thvroid  _ 

25 

68.0 

60.0 

Adrenal 

7 

0.0 

0.0 

Pituitary 

3 

100.0 

100.0 

Unspecified 

63 

7.9 

2.9 

All  cases  of  cancer 

3,710 

34.4 

20.1 

The  ten  year  survival 

studies 

were 

based 

on  patients  seen  during  the  period  1947-55, 
and  the  five  year  survival  rates  on  the 
period  1947-60.  The  overall  five  and  ten 
year  survival  rates  would  be  significantly 
better  if  the  modified  cases  were  excluded, 
since  they  represent  more  advanced  disease 
and  complicated  problems.  During  this 
period,  the  general  programs  of  treatment 
by  radiation  and  by  surgery  have  gradually 
evolved,  but  with  no  gross  alterations.  Since 
1960,  there  has  been  a significant  upgrading 
of  facilities  for  radiation  therapy  at  the 
University  Hospital  and  some  extension  of 
surgical  resections  for  cancer,  which  should 
significantly  improve  our  survival  rates  in 
the  future.  Although  more  extensive  sur- 
gery and  more  intensive  radiotherapy  do 
offer  the  potential  of  greater  control  of  can- 
cer they  also  carry  the  risks  of  higher  mor- 
bidity and  further  complications  from  such 
aggressive  treatment.  Relatively  improved 
survival  rates  at  five  years  are  already  occur- 
ring in  cancer  of  the  oral  cavity  and 
laryngopharynx  with  more  intensive  radio- 
therapy and  more  extensive  surgery. 

Progressive  decline  in  survival  rates  from 
the  five  year  to  the  ten  year  period  reflects 


increasing  deaths  primarily  from  diseases 
other  than  the  registered  primary  cancer. 
Such  deaths  from  causes  other  than  the 
primary  cancer  become  increasingly  signifi- 
cant with  advancing  age,  being  particularly 
contributory  in  cancer  of  the  skin  and  lip. 
A significant  number  of  deaths  from  cancer, 
however,  may  occur  between  five  and  ten 
j^ears  from  cancer  of  the  prostate,  bladder, 
and  breast. 

Improvement  in  overall  survival  rates  is 
most  effectively  achieved  by  earlier  detection 
and  diagnosis,  with  prompt  institution  of 
definitive  treatment.  The  five  and  ten  year 
survivals  from  unmodified  invasive  carcino- 
ma of  the  cervix  uteri  have  risen  from  about 
20%  in  1937  to  55%  in  1965,  due  primarily 
to  earlier  diagnosis  through  routine  pelvic 
examination  and  detection  by  cytologic  ex- 
amination. Also,  public  education  through 
the  program  of  the  American  Cancer  Society 
has  brought  many  women  to  their  doctors 
for  Pap  tests  and  cancer  detection  studies. 
As  evidence  that  earlier  diagnosis  signifi- 
cantly improves  the  five  year  survival  rates, 
we  submit  statistics  relating  to  unmodified 
carcinomas  of  the  cervix  uteri  for  the  period 
1947-59 : 


5 yr. 

Stage  Total  Cases  Survival 

0  50  92.0* 

1 71  80.3 

II  75  53.3 

III  35  34.3 

IV  14  0.0 

Total  245  63.3 


*no  deaths  from  cancer  of  cervix 

Earlier  diagnosis  with  prompt  definitive 
therapy  offers  prospects  of  increasing  sur- 
vival rates  by  25%  to  50%,  not  only  in  cancer 
of  the  cervix  and  uterus,  but  also  in  cancer 
of  the  head  and  neck,  rectosigmoid,  breast, 
genito-urinary  tract,  and  in  many  other 
regions  of  the  body. 
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Management  of  Cardiac  Arrest  — 
A Planned  Resuscitation  Program 


Introduction 

Tlie  detailed  aspects  of  cardiac  re- 
suscitation which  were  once 
limited  to  animal  experimenta- 
tion are  now  simplified  and  used  daily 
within  many  hospitals  throughout  the 
countryd>2-3  The  purpose  of  this  paper 
was  to  describe  the  implementation  of  a 
program  to  managed  cardiac  arrest  in  a 258 
bed  private  hospital,  and  to  illustrate  what 
the  role  of  patient  placement  within  the 
hospital  had  on  the  mortality  rate. 

Methods 

The  attending  staff  and  the  hospital  ad- 
ministration of  Bryan  Memorial  Hospital 
were  interested  in  providing  optimum  care 
for  patients  with  cardiac  arrest.  When  this 
interest  was  combined  with  the  knowledge 
that  certain  equipment  and  an  organized 
plan  of  resuscitation  were  necessary  to  pro- 
vide this  treatment  facility,  appropriate  ac- 
tion was  undertaken  to  meet  these  require- 
ments. 

The  management  of  cardiac  arrest  should 
trigger  a certain  sequence  of  events.  When 
a nurse  established  the  absence  of  either 
pulse  or  respiration  she  supported  respiration 
with  mouth-to-mouth  ventilation  and  carried 
out  external  cardiac  massage.  At  the  same 
time  she  dispatched  someone  to  notify  the 
switchboard  operator,  who  in  turn  announced 
the  location  of  the  arrest  over  the  loud 

speaker  as  “Code  Charlie,  Room .”  This 

was  repeated  three  times.  The  person  who 
notified  the  switchboard  operator  of  the  ar- 
rest then  returned  to  the  patient’s  bedside, 
and  brought  an  airway,  Ambu  bag,  cardiac 
board  and  emergency  drug  box.  This  basic 
resuscitation  equipment  was  present  at  every 
nursing  station.  Upon  return  to  the  bed- 
side, the  second  individual  assisted  in  the 
administration  of  artificial  respiration  and 
external  cardiac  massage.  Nursing  person- 
nel and  house  staff  were  repeatedly  instruc- 
ted in  the  methods  of  external  cardiac  mas- 
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sage,  ventilatory  support,  and  in  the  use  of 
various  resuscitative  medicines.  To  make 
possible  bedside  utilization  of  more  sophis- 
ticated equipment,  an  emergency  crash  cart 
was  designed  (fig.  1 and  table  1).  Whenever 
a cardiac  arrest  was  announced  by  the 
switchboard,  the  head  nurse  in  the  intensive 
care  unit  was  responsible  to  move  this  cart 
to  the  area  of  arrest.  At  the  same  time  an 
inhalation  therapist  moved  toward  the  arrest 
area  with  a Bennett  respirator.  By  this  time, 
one  or  more  of  either  the  specified  attending 
or  house  staff  physicians  had  arrived,  and 
it  was  the  responsibility  of  this  physician 
to  take  command  of  the  situation  and  to 
insure  that  adequate  external  cardiac  mas- 
sage and  artificial  ventilation  were  perfoiTn- 
ed.  An  electrocardiogram  was  obtained  as 
soon  as  possible.  Asystole  was  treated  with 
intracardiac  epinephrine  and  continuation  of 
external  cardiac  massage.  Ventricular  fib- 
rillation was  treated  by  administration  of 
external  countershock  of  four  hundred  watt 
seconds  from  the  D.  C.  defibrillator  located 
on  the  cart. 

The  areas  included  in  this  study  were  as 
follows : intensive  care  unit,  general  medical- 
surgical  ward,  coronary  care  unit,  postopera- 
tive recovery  room,  and  emergency  room. 
The  intensive  care  unit  contained  six  beds 
which  were  designed  to  care  for  patients 
with  life-threatening  trauma,  patients  with 
serious  postoperative  complications,  and 
those  critical  with  noncardiac  medical  prob- 
lems. The  general  medical-surgical  wards 
consisted  of  one  to  four  bed  units,  and  most 
of  the  rooms  contained  wall  oxygen  and 
suction.  All  other  areas  in  the  study  had 
wall  oxygen  and  suction,  had  a high  nurse 
to  patient  ratio,  and  were  physically  designed 
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to  allow  attending  personnel  direct  view  of 
the  patient  at  all  times. 

In  September,  1965,  an  area  within  the 
hospital  was  set  aside  for  the  care  of  cardiac 
patients.  This  was  called  the  coronary  care 
unit  and  consisted  of  a six  bed  facility  with 
a centrally  located  nursing  station.  Four  of 
the  six  beds  had  Lifeguard  Pacemaker  Units* 
which  were  connected  directly  to  the  nurses 
station  by  electronic  wiring.  As  the  patient 
entered  the  unit,  electrocardiogram  and  pace- 
maker electrodes  were  placed  on  the  patient’s 
chest.  A pulse  detector  was  attached  to 
the  ear.  Either  the  electrocardiogram  pat- 
tern or  the  pulse  tracing  was  constantly 
monitored  on  an  oscilliscope  at  the  patient’s 
bedside  which  was  in  turn  relayed  to  a central 
receiver  console  at  the  nurse’s  station. 

Between  February  1,  1965  and  March  1, 
1966,  42  patients  developed  either  cardiac 
or  pulmonary  arrest  outside  the  operating 

*Corbin-Farn3  worth 


room.  These  charts  were  reviewed  and  con- 
stituted the  clinical  material  to  be  described. 
Within  the  year,  several  patients  who  were 
not  included  in  this  study  were  brought  to 
the  emergency  room  with  neither  a heart- 
beat nor  respirations.  Resuscitative  efforts 
were  immediately  carried  out;  however,  it 
was  later  determined  that  these  patients 
were  without  artificial  ventilation  and  exter- 
nal massage  for  more  than  four  minutes 
after  the  arrest  had  occurred.  They  were, 
therefore,  defined  as  dead  on  arrival. 

Results 

The  hospital  area  where  the  cardiac  arrest 
occurred,  and  the  temporary  and  long  tenn 
rates  of  successful  resuscitation  were  tabu- 
lated (table  2).  A temporary  success  was 
defined  as  one  in  which  the  patient  recov- 
ered, and  resuscitation  was  temporarily  dis- 
continued. A temporary  success  required 
another  resuscitative  effort  which  failed  to 
revive  the  patient.  A long  term  success  was 


Fig.  1 ; Emergency  crash  cart.  See  Table  1 for  the  list  of  supplies  on  this  cart. 
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defined  as  one  in  which  the  patient  developed 
a cardiac  arrest,  was  resuscitated,  and  left 
the  hospital  alive. 

During  the  13  months  of  this  study,  ten 
patients  developed  either  a cardiac  or  respira- 
tory arrest  within  the  intensive  care  unit. 
The  average  age  was  67  years.  No  successful 
resuscitations  occurred  in  this  area.  Seven 
of  these  ten  patients  had  some  form  of  heart 
disease  as  the  admission  diagnosis.  It  should 
be  recalled  that  for  six  months  of  this  study, 
the  intensive  care  unit  was  the  only  area  in 
the  hospital  where  acutely  ill  cardiac  patients 
could  have  intense  and  continuous  nursing 
care.  Three  of  these  seven  cardiac  patients 
had  evidence  of  other  complicating  illnesses 
which  included  congestive  heart  failure  and 
diabetes  mellitus.  The  remaining  four  pa- 
tients did  not  have  an  autopsy  examination. 
Three  of  the  ten  patients  had  an  admission 
diagnosis  of  a noncardiac  nature.  Autopsy 
examination  on  these  three  patients  demon- 
strated an  acute  myocardial  infarction  in 
addition  to  the  adenocarcinoma  of  the  sig- 
moid colon.  One  of  the  two  remaining  resus- 
citative  failures  was  a patient  with  a bron- 
chogenic carcinoma  who  was  found  to  have 


marked  passive  congestion  of  the  lungs,  liver, 
and  spleen  along  with  severe  pulmonary  em- 
physema. Autopsy  examination  of  the  third 
noncardiac  patient  revealed  a severe  degree 
of  generalized  infarction  of  the  brain  tissue. 

Eighteen  patients  were  found  to  have  an 
arrest  on  the  general  medical-surgical  ward 
during  the  study  period.  The  temporary 
success  rate  was  16.6  per  cent.  No  long  term 
successful  resuscitation  occurred.  The  aver- 
age age  for  these  18  patients  was  67.7  years. 
A detailed  analysis  of  one  of  these  three 
temporary  successes  is  included. 

Case  No.  I 

A 44  year  old  Caucasian  male  was  ad- 
mitted to  a general-medical  ward  with  a 
three  day  history  of  chest  pain  which 
radiated  into  his  neck  and  arms.  No  dia- 
phoresis was  associated  with  his  chest 
pain,  and  his  initial  electrocardiogram, 
serum  S.G.O.T.  and  L.D.H.  laboratory  de- 
terminations were  within  the  normal  range. 
On  the  second  hospital  day,  while  he  was 
sitting  on  the  edge  of  the  bed,  he  became 
flushed,  and  asked  for  a nurse  and  medi- 
cation for  his  chest  pain.  The  nurse’s  aid 


TABLE  I 

RESUSCITATION  CART  SUPPLIES— BRYAN  MEMORIAL  HOSPITAL 
Check  O2  tank  - Keep  full  tank  on  cart 


TOP  SHELF:  (Lt.  to  Rt.) 

Inhalation  therapy  equipment 
Defibrillator 


SECOND  SHELF  (Lt.  to  Rt.) 

Oral  suction  with  #1B  catheter  electrode 
ECO  machine 

Endotracheal  suction  catheters  #10.  12,  14,  16,  2 of  ea.  with  straight  and  plastic  connectors 


TOP  DRAWER:  (Lt.  to  Rt.) 

2-50  cc  syringes 

Syringes: 

2 

sterile  H2O  - 30  cc 

Needles  on  cardboard 

1 - 35  cc 

2 

Sod.  Chloride  - 30  cc 

2-18  gauge 
2-21 

1 1/2" 

4 - 12  cc 

2 

Files  on  ledge 

- ?2  - 3 1/2"  spinal  needles 

1 1/2" 

4 - 6 cc 

2 

1-22  " 

1 1/2" 

6-21/2  cc  with  21  - 1 1/2" 

1 

- hemostat  with  rubberboard 

1-25  " 

1 1/2" 

Medications: 

1 

- sterile  kelly 

1-25  " 

5/8" 

2 Neosynephrine  5 cc  vials 

Special  Solution:  30  cc  vials 

Plastic  container 

2 Pronestyl  10  cc  vials 

(2)  Calcium  Chloride 

Adhesive  - 1 

roll  each 

2 Quinidine  10  cc  vials 

010  cc  = 3.3  of  10%  Ca.  clj 

3".  2".  r. 

1/2" 

2 Levophed  0.2%  amps 

(2)  Epinephrine  Sol 

Tourniquets 

3 Adrenalin  1:1000  amps 

OlOcc  = .33  cc  of  1:1000  Epin. 

Alco  wipes  - 

several 

2 - Sod.  Bicarb.  50  ml.  amps 

(2)  Isuprel  Sol . 

Spare  needles 

- variety 

1 Ca  Chloride  1 amp 

?10  cc  = .3  mg . Isuprel 

Bandaides 

1 Ca  Gluconate  1 amp 

1 - Scissor 

2 SoluCortef  100  mgm  vials 

One  of  each  Sol.  kept  in  Reserve  Box 

THIRD  SHELF:  (Lt.  to  Rt.) 

500  cc  - Dextran  Padded  armboard  Sand  Bag 

2 - 500  5%  D/W  2 Venopak  Scopette 


LOHER  DRAIIER:  (Lt.  to  Rt.)  Unsterile  mosq.  & 5 cc  syringe  Plastic  needles: 

Airways  - Ig,  med,  sm  O2  tubing  J nasal  cannula  Veno-cath  (2)  #14,  16,  18G 

Endotracheal  tube  with  cuffs  Tongue  Blades  Jelco  (2)  #14,  16G 

?28,  30,  32,  36  Resuscitube  - Brooks  - 1 ea  Angio-Cath  (2)  #14,  16G 

Laryngoscope  Lg  i Short  Blade  - Safar  - 1 ea  Cardiac  needles  (3)  #20  in  glass  container 

Extra  bulbs  & batteries  K-Y  Jelly  4 Tourniquets  — Extra  Alco-wipes 

BOTTOM  SHELF:  TRAYS  (Lt,  to  Rt.)  ~~ 

Cut-down  S-needle  Tracheostomy  Chest  Bottle  1 Pack  Extrp  Chest  Tubing 
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in  attendance  left  the  room  to  find  a nurse. 
As  the  nurses  were  approaching  the  room, 
a loud  noise  was  heard  as  the  patient  be- 
came unconscious,  fell  forward,  and  hit 
the  floor.  He  was  found  in  a prone  po- 
sition, apneic  and  cyanotic,  and  was  placed 
in  the  supine  position  to  establish  an  aii’- 
way  and  to  administer  external  cardiac 
massage.  The  electrocardiogram  demon- 
strated ventricular  fibrillation,  and  exter- 
nal countershock  with  a D.  C.  defibrillator 
was  administered.  This  converted  ventric- 
ular fibrillation  to  a normal  sinus  mecha- 
nism. Unfortunately,  this  soon  gave  way 
to  cardiac  asystole  for  which  he  received 
10  ml  of  1:30,000  solution  of  epinephrine 
in  the  ventricle,  and  external  cardiac  mas- 
sage was  continued.  Once  again,  ventric- 
ular fibrillation  occurred,  which  necessi- 
tated external  countershock.  Sinus  tachy- 
cardia ensued,  and  the  patient  was  trans- 
ferred to  the  coronary  care  unit.  Al- 
though it  was  possible  to  remove  the 
endotracheal  tube,  the  patient  soon  devel- 
oped frequent,  violent,  generalized  seizures 
of  short  duration  without  evidence  of  ad- 
ditional cardiac  arrhythmia.  He  expired 


eight  hours  after  his  initial  bout  of  ven- 
tricular fibrillation.  No  autopsy  was  al- 
lowed. 

During  the  first  six  months  that  the 
coronary  care  unit  was  in  operation,  eight 
patients  developed  cardiac  arrest,  and  the 
average  age  was  70.1  years.  Three  of  these 
eight  people  who  were  resuscitated  left  the 
hospital  alive,  for  a long  term  success  rate 
of  37.5  per  cent.  Autopsy  examinations  were 
performed  on  three  of  the  five  failures. 
These  examinations  revealed  an  acute  myo- 
cardial infarction  with  myocardial  perfora- 
tion and  cardiac  tamponade  in  one  patient. 
A recent  thrombotic  occlusion  of  the  left 
coronary  artery  with  infarction  of  the  sep- 
tum and  anterior  portion  of  the  left  ventricle 
was  found  in  the  second  patient.  A massive 
infarction  of  the  interventricular  groove  was 
found  in  the  third  patient. 

The  recovery  room  was  another  area  that 
provided  an  opportunity  to  monitor  the  vital 
signs  of  patients  almost  continuously.  These 
two  patients  were  68  and  70  years  old.  One 
cardiac  arrest  occurred  while  the  nurse  was 
taking  the  patient’s  blood  pressure.  Follow- 


TABLE  2 

LOCATION  OF  CARDIAC  ARRESTS  WITHIN  BRYAN  MEMORIAL  HOSPITAL 
(February  1965--March  1966) 


Location 


No. 


Temp. 

Succ. 


Long  Term 
Succ. 


Intensive  Care  Unit  (ICU) 
General  Medical-Surgical  Wards 
Coronary  Care  Unit  (CCU) 
Recovery  Room  (RR) 

Emergency  Room  (ER) 

Total 


10 

18 

8 

2 

4 

42 


0 

3 

3 

2 

3 

11 


0 

16.6 

37.5 
100 

75 

26.5 


0 
0 

37.5 
50 
75 

16.7 
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ing  external  cardiac  massage,  the  patient 
recovered,  and  was  subsequently  discharged 
from  the  hospital.  The  other  patient  initially 
responded  to  external  cardiac  massage  and 
artificial  ventilation;  however,  he  never  re- 
gained consciousness,  and  died  on  the  fifth 
postoperative  day.  Postmortem  examination 
revealed  the  presence  of  both  recent  and  old 
myocardial  infarctions  and  chronic  obstruc- 
tive pulmonary  disease. 

Four  patients  developed  cardiac  arrest  in 
the  emergency  room  during  the  period  of 
this  study  and  the  average  age  was  50  years. 
Three  of  these  four  patients  were  considered 
long  term  successes,  since  they  responded  to 
resuscitation  and  left  the  hospital  alive.  Two 
illustrative  case  histories  are  presented. 

Case  No.  2 

A 60  year  old  Caucasian  male  came  to 

the  emergency  room  in  February,  1965, 


and  because  of  his  complaint  of  recent 
chest  pain  an  electrocardiogram  was  im- 
mediately taken.  Figure  2 demonstrates 
the  sequence  of  events  which  transpired. 
His  initial  sinus  rhythm  suddenly  gave 
way  to  ventricular  fibrillation  shortly  after 
placement  of  skin  electrodes.  An  airway 
was  established  and  external  cardiac  mas- 
sage was  immediately  instituted.  Five 
external  countershocks  of  200  watt  sec- 
onds were  given,  and  a sinus  tachycardia 
was  noted.  The  patient  responded,  his 
vital  signs  became  stable,  and  he  was 
transferred  to  the  intensive  care  unit, 
where  his  pulse  and  electrocardiogram 
were  continuously  monitored.  Two  hours 
later,  he  developed  a persistent  ventricu- 
lar tachycardia,  with  marked  disturbance 
of  his  vital  signs.  An  initial  trial  of  pro- 
cainamide hydrochloride  was  given  without 
effect.  Synchronized  external  counter- 


TREATMENT  OF  VENTRICULAR  FIBRILLATION 


Normot  Sinus  Rhythm 


Fiff.  2 : Representative  segments  of  the  electrocardiogram  of  the  60  year  old  male  described  in  case  report 

No.  2.  (a)  Initial  electrocardiogram  recorded  shortly  after  patient  was  admitted  to  the  emergency  room. 

As  the  patient  became  unconscious,  the  electrocardiogram  revealed  ventricular  fibrillation,  (b)  Illustrates 
the  initial  external  countershock  which  is  followed  by  tachycardia.  Patient  was  then  transferred  to  the 
intensive  care  unit,  where  his  electrocardiogram  was  monitored  but  not  recorded.  (c)  Strips  taken  two 
hours  later  which  show  normal  sinus  rhythm  that  resulted  following  synchronized  external  countershock  for 
ventricular  tachycardia. 
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shock  was  administered  at  once,  which 
converted  the  patient  to  a normal  sinus 
rhythm.  The  patient  was  alive  and  work- 
ing when  last  seen  (October  1966). 

Case  No.  3 

A 66  year  old  Caucasian  female  with  a 
known  history  of  previous  myocardial  in- 
farction was  awakened  at  4 a.m.  with 
moderately  severe  left  shoulder  and  arm 
pain.  Over  the  next  two  hours,  she  took 


six  nitroglycerin  tablets,  with  temporary 
relief.  About  8 a.m.,  the  left  arm  pain 
increased  in  severity,  the  patient  became 
diaphoretic,  and  arrangements  were  made 
to  transport  her  to  the  hospital.  The 
ambulance  was  one  block  from  the  hospital 
when  suddenly  she  ceased  oral  communi- 
cation with  the  attendant  and  became  un- 
conscious. The  intern  in  the  emergency 
room  found  her  pulseless  and  apneic. 
After  the  insertion  of  an  airway,  respira- 


EMERGENCY  RESUSCITATION,  MASSAGE, 
AND  DEFIBRILLATION  FOR 

ACUTE  MYOCARDIAL  INFARCTION  WITH  VENTRICULAR  FIBRILLATION 


ventricular  Fibrillation  (1st) 


Countershock  (1st) 


(b) 


Sinus  Rhythm 


Vent ricu I or  Fibrillation  (2ntJ) 


Ventricular 
FibriMotlonUOthl 

Countershock  (l  7 * 18th} 


Sinus  Rhythm  V/»th  Intorction 


Fig.  3 : Representative  segments  of  the  electrocardiogram  of  a 66  year  old 

female  described  in  case  no,  3.  (a)  Initial  electrocardiogram  taken  with  patient  in 

the  emergency  room  which  illustrates  ventricular  fibrillation  and  the  first  external 
countershock  of  400  watt  seconds.  (b)  Sinus  tachycardia  which  foKowed  initial 
external  countershock  and  the  subsequent  recurrence  of  ventricular  fibrillation,  (c)  The 
continuation  of  the  second  episode  of  ventricular  fibrillation  which  required  five 
external  countershocks  before  conversion  to  sinus  tachycardia.  Successive  episodes 
of  ventricular  fibrillation  occurred  and  required  countershocks  seven  through  six- 
teen. (d)  Electrocardiogram  one  hour  later  which  illustrates  the  tenth  episode  of 
ventricular  fibrillation  and  the  18th  countershock  before  conversion  to  a sinus  rhythm 
with  infarction  pattern.  Over  a one  hour  period,  the  patient  had  a total  of  ten 
episodes  of  ventricular  fibrillation,  which  required  18  external  countershocks  before 
development  of  a normal  sinus  rhythm.  Between  episodes  of  ventricular  fibrillation 
the  patient  was  coherent,  and  maintained  a good  blood  pressure.  She  was  given 
sodium  bicarbonate  and  procaine  amide  hydrochloride  to  attempt  to  correct  metabolic 
acidosis  and  provide  a less  irritable  myocardium  with  the  hope  of  maintaining  a 
sinus  rhythm. 
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tion  was  supported  by  the  use  of  an  Ambu 
bag,  and  external  cardiac  massage  was  im- 
mediately instituted.  The  initial  electro- 
cardiogram demonstrated  ventricular  fi- 
brillation (fig.  3).  Before  a sustained 
sinus  rhythm  could  be  established,  18  ex- 
ternal countershocks  of  400  watt  seconds 
were  required  over  the  next  hour  to  con- 
vert ten  episodes  of  ventricular  fibrillation. 
The  patient  was  then  transferred  to  the 
coronary  care  unit  without  further  prob- 
lems of  arrhythmia.  The  patient  was  dis- 
charged from  the  hospital  six  weeks 
following  admission,  and  returned  to  work 
one  month  later.  When  last  seen  (October, 
1966),  she  was  working  daily. 

Discussion 

The  firet  clear  description  of  closed  chest 
cardiac  massage  was  in  October,  1891,  by 
a German  surgeon,  Maass^.  A few  years 
later,  in  1904,  the  first  known  American  to 
utilize  this  method  of  cardiac  resuscitation 
successfully  was  the  Cleveland  surgeon, 
George  Crile.^  The  recent  renewed  interest 
in  this  method  of  cardiac  resuscitation  can 
be  attributed  to  the  work  of  Kouwenhoven, 
Jude,  and  Knickerbocker.®  A later  article 
by  the  same  authors  delineated  the  mechan- 
ics of  closed  chest  cardiac  massage,  and 
emphasized  the  need  to  apply  pressure  to  the 
xiphisternal  junction,  and  not  to  the  ribs  on 
either  side.®  Presently,  this  method  has  wide 
acceptance  and  was  the  only  method  of  car- 
diac massage  used  in  our  study.  In  the 
hands  of  trained  laymen,  the  safety  of  this 
method  has  been  demonstrated.'^  The  effi- 
ciency of  closed  chest  cardiac  massage  as 
measured  by  carotid  flow  rates  was  not  found 
to  be  statistically  different  from  open  chest 
cardiac  massage.®  The  complications  from 
external  cardiac  massage  range  from  the 
rare  perforated  viscus  to  the  more  common 
rib  fracture.  The  vast  majority  of  these 
complications  are  minor  when  one  considers 
the  fatal  outcome  should  no  resuscitation  be 
attempted. 

In  any  discussion  of  cardiac  massage,  the 
importance  of  establishment  of  an  adequate 
airway  must  be  emphasized.  An  arrested 
myocardium  will  not  respond  to  any  form 
of  cardiac  massage  unless  preliminary  steps 
to  carry  out  artificial  ventilation  have  been 


successfully  accomplished.  Unfortunately, 
the  urgency  of  an  arrest  sometimes  creates 
a situation  where  the  importance  of  ventila- 
tion is  momentarily  forgotten.  The  priority 
of  artificial  ventilation  must  be  acknow- 
ledged, and  the  myocardium  which  is  sup- 
plied with  adequately  oxygenated  blood  may 
then  respond  to  resuscitative  efforts. 

On  the  basis  of  animal  studies  the  com- 
bined use  of  vasopressors  and  defibrillation 
was  recommended  for  ventricular  fibrillation 
by  Redding  and  Pearson.®  This  approach 
was  utilized  with  success  in  our  study, 
but  the  study  itself  did  not  appraise  the 
effect  of  drug  administration  as  an  adjunc- 
tive measure  to  cardiac  resuscitation. 

In  our  study,  the  failure  to  resuscitate  any- 
one successfully  in  the  intensive  care  unit 
was  initially  disturbing.  However,  a closer 
examination  of  this  group  of  patient  failures 
revealed  a higher  incidence  of  patients  with 
other  complications,  which  made  successful 
resuscitation  unlikely.  Most  of  the  reported 
studies  led  us  to  believe  that  successful  re- 
suscitation in  this  type  of  patient  was  rare. 
Robinson  and  associates  reported  eight  long 
term  survivals  in  38  resuscitated  patients 
who  had  a recent  myocardial  infarction.^® 
Only  one  of  their  eight  patients  who  was 
successfully  resuscitated  had  an  element  of 
congestive  failure,  while  the  remaining  seven 
patients  who  were  successfully  resuscitated 
had  no  additional  complications. 

The  largest  number  of  resuscitations  un- 
dertaken in  our  study  occurred  on  the  general 
medical-surgical  wards.  The  short  term 
survival  rate  was  16.6  per  cent,  and  no  long 
term  survivals  occurred.  A detailed  review 
of  one  of  these  short  term  survivals  (Case 
No.  1)  revealed  the  presence  of  hospital 
personnel  when  the  patient  developed  chest 
pain.  While  this  patient  ultimately  expired, 
the  fact  that  he  survived  initially  is  prob- 
ably due  to  the  prompt  attention  which  he 
received  following  his  syncopal  episode.  This 
was  fortuitous,  and  one  can  appreciate  the 
impossibility  of  constant  surveillance  on  a 
general  hospital  ward  of  the  patient  who 
has  a presumptive  admission  diagnosis  of 
coronary  thrombosis.  All  persons,  especially 
those  persons  forty  to  fifty  years  old,  whose 
admission  differential  diagnosis  includes  cor- 
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onary  thrombosis,  should  be  placed  in  the 
coronary  unit  until  the  presence  of  an  acute 
myocardial  infarction  has  been  eliminated. 
Those  persons  who  have  a healthy  myocar- 
dium and  who  die  a mechanism  death  are  the 
ones  who  can  often  be  saved  by  constant 
monitoring  and  immediate  defibrillation, 
should  fibrillation  occur.  Monitoring  pro- 
vides immediate  recognition  of  other  serious 
cardiac  arrhythmias  which  can  develop. 
Instant  detection  of  ventricular  fibrillation 
followed  by  immediate  resuscitation  and  ex- 
ternal countershock  will  increase  the  survival 
rate  in  the  gi’oup  of  young  persons  with 
healthy  myocardial  muscle.  Many  of  these 
people  have  previously  died  a mechanism 
death. 

It  is  usually  impossible  for  nursing  person- 
nel on  general  medical-surgical  wards  to  es- 
tablish accurately  the  time  of  the  onset  of 
cardiac  arrest.  This  difficulty  is  reflected 
in  our  study,  where  no  long  term  survivals 
occurred  in  the  18  resuscitations  on  the 
general  hospital  wards.  In  contrast  to  these 
results  were  the  findings  that  three  out  of 
eight  resuscitated  patients  in  the  coronary 
care  unit  were  long  term  survivals.  We 
believe  that  constant  surveillance  by  a spe- 
cially trained  nurse,  frequent  routine  vital 
sign  monitoring,  presence  of  an  intravenous 
catheter,  continuous  electrocardiogram  mon- 
itoring, administration  of  polarizing  solution, 
and  the  presence  of  an  emergency  crash  cart 
with  equipment  for  artificial  ventilation  and 
defibrillation  explained  this  difference.  Per- 
haps the  most  important  of  all  is  the  presence 
of  a highly  trained  nurse,  who  is  skilled  in 
the  technique  of  resuscitation  and  defibril- 
lation. 

The  emergency  room  and  recovery  room 
also  provided  the  patient  with  many  of  the 
above  advantages;  the  most  important  was 
the  presence  of  constant  skilled  nursing 
personnel.  Resuscitation  in  the  emergency 


room  is  a unique  situation,  and  the  value  of 
cardiac  monitoring  in  a person  with  chest 
pain  was  clearly  demonstrated  in  Cases  No. 
2 and  3. 

Summary 

A planned  resuscitation  program  which 
included  the  necessary  equipment  and  the 
method  for  managing  cardiac  arrest  was 
presented  in  detail.  A comparison  of  resusci- 
tation survival  rates  within  different  hospital 
areas  supported  the  belief  that  it  is  impor- 
tant to  have  a resuscitation  program,  an 
emergency  crash  cart,  and  a coronary  care 
unit  within  a hospital.  Seven  of  the  42 
patients  who  developed  a cardiac  arrest  be- 
tween February  1,  1965  and  March  1,  1966, 
are  alive  and  well  today,  as  a result  of  the 
implementation  of  this  program. 
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Preview  of  Heart,  Cancer  and 
Cerebrovascular  Disease  Control  Planning 


The  medical  associations  of  the 
states  of  South  Dakota  and 
Nebraska  liave  taken  an  im- 
portant forward  step  in  jointly  taking  ad- 
vantage of  the  new  opportunities  for  im- 
proved medical  care  facilities  afforded  by 
the  passage  of  Public  Law  89-239  by  the 
89th  Congress  on  October  6,  1965.  On  be- 
half of  both  state  associations  and  the  medi- 
cal and  dental  schools  in  both  states,  the 
Nebraska  State  Medical  Association  sub- 
mitted on  October  1st  to  the  Division  of  Re- 
gional Medical  Programs  of  the  United 
States  Public  Health  Service  an  application 
for  a two  year  planning  grant,  hoping  that 
it  might  be  activated  by  January  of  1967. 
The  Policy  Committee  and  president  of  your 
state  mediqal  association  approved,  on 
September  27,  1966,  the  efforts  of  the  Writ- 
ing Committee  for  this  application,  which 
synthesized  the  suggestions  of  many  physi- 
cians in  practice,  and  also  those  of  members 
of  the  faculties  of  the  three  medical  and 
two  dental  schools.  As  far  as  we  know,  this 
is  the  first  such  planning  grant  to  be  sub- 
mitted by  a state  medical  association  on 
behalf  of  the  communities  and  institutions 
served  by  its  physician  members,  as  well  as 
an  early  example  of  inter-state  medical  as- 
sociation cooperative  effort,  to  aid  in  the 
solution  of  some  of  the  most  pressing  prob- 
lems that  beset  the  practitioner. 

Both  state  medical  associations  have  con- 
sulted their  present  and  past  leaders,  to  de- 
velop the  necessary  state  sections  of  the 
Regional  Advisory  Group  required  by  law. 
The  Regional  Advisory  Group  for  Nebraska- 
South  Dakota  has  a balanced  representation 
of  practicing  physicians,  medical  and  dental 
school  faculty  members,  state  health  depart- 
ment directors,  physician  members  of  state 
divisions  of  the  American  Cancer  Society 
and  the  American  Heart  Association,  hos- 
pital administrators,  representatives  of  the 
Academy  of  General  Practice,  various  med- 
ical specialty  groups,  and  nursing,  para- 
medical, and  lay  representatives.  Included 


DAN  A.  NYE,  M.D. 

Kearney,  Nebraska 

are  minority  group  leaders  to  speak  for  un- 
derprivileged areas  of  medical  care,  but 
three  fourths  of  the  entire  Regional  Advisory 
Group  are  past  and  present  officers  of  the 
state  medical  associations  and  officers  of 
the  leading  professional  medical  groups  in 
each  state.  The  two  state  medical  associa- 
tions in  partnership  will  have  the  opportun- 
ity to  develop  this  program  for  the  best  in- 
terests of  the  society  they  serve. 

The  presidents  of  the  state  medical  and 
dental  associations  and  deans  of  the  medical 
schools  constitute  a Joint  Steering  Com- 
mittee, under  the  Regional  Advisory  Group, 
whose  purpose  is  to  develop  the  planning  and 
subsequent  operational  programs  which  may 
be  authorized  by  the  Regional  Advisory 
Group.  The  programs  and  plans  in  each 
state  will  be  financed  by  an  earmarked 
budget  section  for  that  state,  including  sep- 
arate subsections  for  the  major  medical  and 
dental  educational  institutions.  The  approv- 
al of  the  corresponding  state  section  of  the 
Regional  Advisory  Group  will  be  necessary 
for  all  intrastate  commitments.  The  Joint 
Steering  Committee  will  be  seiwed  by  two 
working  committees  with  equal  responsi- 
bility but  dissimilar  membership.  A Joint 
Planning  Committee  is  proposed,  composed 
of  the  Director  of  the  Eppley  Cancer  Insti- 
tute, the  Associate  Deans  at  Creighton  Uni- 
versity School  of  Medicine  and  the  Univer- 
sity of  South  Dakota  School  of  Medicine, 
Deans  of  Nebraska  and  Creighton  Dental 
Schools,  the  directors  of  the  health  depart- 
ments of  the  two  states,  and  the  executive 
secretaries  of  the  Nebraska  and  South  Da- 
kota State  Medical  Associations.  The  func- 
tion of  this  planning  committee  is  to  en- 
courage and  assist  grass  roots  planning  by 
members  of  community  hospital  staffs  and 
county  medical  societies  to  the  fullest  ex- 
tent on  at  least  three  major  topics: 
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1.  Planning  for  improved  medical  and 
paramedical  manpower  resources  and 
training. 

2.  Planning  for  more  adequate  commun- 
ity medical  care  facilities  and  per- 
sonnel, especially  in  the  western  re- 
gions of  both  states,  and  in  the  rural 
and  small  town  areas. 

3.  Improved  preventive,  diagnostic,  con- 
sultative, therapeutic,  and  professional 
educational  activities  related  to  the  care 
of  patients  with  potential  or  actual 
heart  disease,  neoplastic  disease,  and 
cerebrovascular  disease  of  all  types. 
A separate  subcommittee  is  planned 
for  each  of  these  three  categories  of 
major  illness  which  will  be  subjected, 
it  is  hoped,  to  a comprehensive  ap- 
proach to  improved  medical  care. 

The  Joint  Review  Committee  will  assist 
the  Steering  Committee  by  providing  expert 
technical  and  professional  advisory  assist- 
ance, largely  from  the  resources  within  our 
two-state  area.  This  Committee  will  review 
plans  and  programs  developed  by  the  five 
or  more  planning  subcommittees  independ- 
ently of  the  Joint  Planning  Committee,  and 
may  coordinate  and  give  priorities  where 
necessary  to  the  implementation  of  plans  or 
programs,  which  may  then  serve  as  the 
basis  for  final  approval  by  the  Regional  Ad- 
visory Group. 

In  keeping  with  the  letter  of  the  law,  this 
planning  activity  has  been  designed  to  be 
administered  so  that  the  practicing  physi- 
cians throughout  this  immense  two-state 
area  will  have  an  opportunity  through  this 
planning  framework  within  their  state 
medical  associations  to  improve  the  services 
they  and  their  paramedical  assistants  render 
to  their  private  patients.  The  planning  ac- 
tivity, if  funded,  may  fail  to  be  productive 
of  soundly  conceived  programs  unless  coun- 
ty medical  societies  and  community  hospital 
staffs  begin  NOW  to  develop  an  organized  on- 
going committee  framework  to  transmit  their 
wishes  to  the  appropriate  subcommittees  to 
be  set  up  by  the  state  medical  associations. 


Improved  rapid  transportation  and  com- 
munication facilities,  improved  radiodiag- 
nostic or  radiotherapeutic,  cancer  chemo- 
therapeutic, cardiac  diagnostic,  coronary 
care  or  stroke  rehabilitation  programs,  con- 
tinuing in-service  special  fellowship  types 
of  postgraduate  training  programs,  and  new 
recruitment  programs  to  restore  adequate 
medical  service  to  communities  which  have 
lost  their  first  line  of  defense  against  ill 
health  and  disease  are  among  the  many  pos- 
sible types  of  plans  to  be  developed.  It  is 
expected  that  the  medical  and  dental  schools 
will  be  especially  active  in  planning  to  in- 
crease the  variety  and  capacity  of  many 
undergraduate  and  postgraduate  training 
programs,  as  soon  as  adequate  surveys  of 
needs  and  resources  can  be  completed  with 
the  aid  of  this  grant. 

This  new  nationwide  multimillion  dollar 
program  is  designed  to  enable  doctors  to 
bring  the  benefits  of  medical  research  and 
rapidly  developing  advances  in  preventive 
and  curative  medicine  to  a wider  volume  of 
patients.  It  offers  a valuable  opportunity 
to  all  practicing  professional  groups  in  the 
state  to  assume  leadership  in  improving 
their  own  resources  for  care  of  the  sick. 
The  medical,  dental,  nursing,  social  service, 
medical  technology,  and  other  training  in- 
stitutions in  these  two  states  and  the  state 
health  departments  can  act  as  catalytic 
agents  to  bring  people  and  ideas  together, 
can  assist  in  training,  and  can  lend  admin- 
istrative assistance;  but  they  cannot  plan 
wisely  unless  members  of  the  medical,  dental, 
and  nursing  associations  of  Nebraska  and 
South  Dakota  are  vocal  about  their  needs 
for  better  service  to  their  patients. 

The  Policy  Committee  takes  this  occasion 
to  thank  Doctors  Lemon  and  Holthaus  for 
their  work,  and  to  express  the  gratitude  of 
the  Nebraska  State  Medical  Association,  and 
its  indebtedness  to  them.  Doctors  Lemon 
and  Holthaus  and  the  Executive  Secretary 
will  be  happy  to  discuss  any  aspects  of  the 
tentative  program  with  community  hospital 
staffs  and  with  medical,  dental,  nursing,  or 
other  groups  in  Nebraska  during  the  next 
few  months. 
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! Doctor  Chaloupka  lives  in  Calloway,  which 

I has  650  people,  a 16  bed  hospital,  a 38  bed 

j rest  home,  and  one  doctor,  that’s  Doctor 

I Chaloupka.  Doctor  C came  to  medicine 

I naturally,  with  a dentist  father  and  three 

1 physician  uncles;  he  does  general  practice. 

I Nebraska  is  the  beef  state,  and  Doctor  Cha- 

I loupka’s  hobby  is  in  the  traditional  manner. 

When  his  son  was  in  4-H,  he  acquired  a 
calf ; they  thought  they  had  a champion, 
j but  they  didn’t.  About  ten  years  ago,  he 

; imported  a bull  from  Oklahoma,  and  then, 

biologj'  being  what  it  is,  some  cows,  and 
i that’s  all  you  need.  Now,  thanks  to  bi- 

' olog>',  he  has  about  two  hundred  head  of 

I cattle.  We  have  never  understood  why  you 

I say  head  of  cattle;  thej’  have  feet  and  tails 

and  other  things,  and  anyway,  two  hundred 
■ cattle  sounds  all  right  to  an  effete  easterner. 

IMaybe  you  go  out  every  day  and  count  their 
I faces.  Beefmaster  and  Angus  comprise  his 

herd,  and  we  can  only  hope  that  herd  is  the 
right  word  for  a collection  of  cattle,  and 
! they  live  and  graze,  or  whatever  cattle  do, 

on  an  840  acre  ranch  some  three  miles  from 
town. 


Doctor  Chaloupka  says  that  what  started 
as  a hobby  isn’t  a hobby  any  more.  It  is 
like  buying  a Saint  Bernard  puppy  or  a baby 
elephant;  after  a while  there  is  no  room 
for  you,  and  our  friend’s  hobby  is  threaten- 
ing to  engulf  every  minute  of  his  nonmedi- 
cal life.  That’s  not  bad  for  someone  who 
started  with  one  bull  (and  one  cow),  but 
that’s  the  multiplication  table  for  you.  After 
a while,  a chain  reaction  seems  to  take  over, 
and  Doctor  Chaloupka  has  now  found  him- 
self in  the  cattle  business.  Many  a hobby 
has  blossomed  into  an  industry.  This  one 
has,  and  it  just  shows  how  good  a hobby 
can  really  get,  if  you  let  it. 

What  with  this  being  the  beef  state,  and 
cattle  raising  taking  us  back  to  the  opening 
up  of  the  west,  there  is  surely  no  hobby 
more  American  than  this,  and,  we  are  very 
sure,  none  that  has  grown  as  fast  as  Doctor 
Chaloupka’s. 

— F.C. 


Our  Medical  Schools 

Dr.  Danneel  Joins  Creighton  Staff — 

A Council  Bluffs,  Iowa,  native.  Dr.  Clif- 
ford 1\I.  Danneel,  has  joined  the  Creighton 
University  medical  faculty  as  assistant  pro- 
fessor of  psychiatry  and  neurologj’. 

Dr.  Danneel  holds  a Bachelor  of  Science 
Degree  in  chemistry  from  Iowa  State  Uni- 
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versity.  He  is  a graduate  of  the  University 
of  Iowa  College  of  Medicine.  The  new 
Creighton  faculty  member  took  a psychi- 
atry residency  at  the  University  of  Nebraska 
and  a neurology  residency  at  the  University 
of  Iowa.  He  seiwed  with  the  Navy  for  three 
years  during  the  Korean  conflict. 

Dr.  Danneel  is  a member  of  Alpha  Omega 
Alpha,  honorary  medical  society,  and  of  the 
American  Academy  of  Neurologj’  and  the 
American  Psychiatric  Association. 


New  Book  by  Dr.  Elliott — 

A University  of  Nebraska  College  of  Medi- 
cine faculty  member  drew  on  his  25  years 
of  experience  as  an  educator  and  counselor 
for  his  book,  “The  Effective  Student,”  which 
has  just  been  published.  The  book  by  Dr. 
H.  Chandler  Elliott,  professor  of  anatomy, 
neurologj"  and  psychiatry  offers  a complete 
system  of  study  ranging  from  advice  on 
choice  of  books  and  efficient  work  facilities 
to  a method  of  increasing  the  amount  of  ma- 
terial permanently  learned. 

Dr.  Elliott  has  been  on  the  staff  of  the 
College  of  Medicine  for  15  years.  He  has 
his  Ph.D.  and  M.A.  from  the  University  of 
Toronto  in  Canada.  Dr.  Elliott’s  “Textbook 
of  Neuroanatomy”  is  now  in  its  third  edi- 
tion. 


Professor  of  Child  Health  at  U.  of  N. — 

The  Meyer-Ceco  Foundation  of  Illinois 
has  endowed  a Professor  of  Child  Health 
at  the  University  of  Nebraska  College  of 
Medicine  in  Omaha.  The  endowment  was 
accepted  by  the  University  of  Nebraska 
Foundation  in  Lincoln  to  support  the  Meyer 
Professor  of  Child  Health  at  the  Medical 
College.  The  gift  is  another  in  the  major 
contributions  to  child  health  and  other  civic 
endeavors  by  the  family  of  the  late  C.  Louis 
Meyer,  once  president  of  the  Ceco  Steel 
Company. 

The  Meyer-Ceco  Foundation  said  the  do- 
nation was  made  to  “contribute  to  the  main- 
tenance of  an  outstanding  faculty  at  the 
College  of  Medicine  of  the  University  of 
Nebraska  by  establishing  a fund,  supple- 


menting therefrom  the  salary  of  a deserv- 
ing member  of  the  faculty  who  is  entitled  to 
receive  additional  compensation  by  reason 
of  his  or  her  distinguished  service,  or  to  aid 
the  administration  in  the  recruitment  of  a 
distinguished  professor  as  a new  and  highly 
desirable  addition  to  the  instruction  staff.” 

This  will  be  the  sixteenth  endowed  pro- 
fessorship administered  by  the  University  of 
Nebraska  Foundation.  Six  endowed  profes- 
sorships are  now  in  the  College  of  Medicine. 

The  Medical  College  several  months  ago 
established  the  Shackleford  Professor  of 
Neurosurgery  and  Neuroanatomy  and  the 
Foundation  Professor  of  Pediatrics.  Three 
additional  endowed  professorships  were  re- 
cently established  by  a gi’ant  from  the  Eu- 
gene C.  Eppley  Foundation. 

A seventh  professorship  is  now  available 
to  the  Medical  College  in  an  area  still  to 
be  determined. 

As  to  the  newly  established  Meyer  Profes- 
sor of  Child  Health,  Dr.  Cecil  L.  Wittson, 
dean  of  the  college,  said: 

“We  are  presently  seeking  a physician 
with  special  training,  unusual  experience  and 
outstanding  ability  in  treating  the  variety 
of  handicaps  that  afflict  children.” 

Dr.  Booth  To  Be  Visiting  Professor — 

Dr.  Richard  W.  Booth,  professor  of  medi- 
cine at  Creighton  University  and  director 
of  the  Cardiac  Center  at  Creighton  Memorial 
St.  Joseph’s  Hospital,  was  a visiting  profes- 
sor at  St.  Francis  Hospital  in  Peoria,  Illinois, 
during  the  week  of  October  9.  His  prin- 
cipal topic  was  coronary  care  units.  Dr. 
Booth  also  attended  the  national  meeting  of 
the  American  Heart  Association  in  New 
York  October  21-25.  He  reviewed  the  work 
of  the  regional  research  committee  at  the 
national  meeting. 

Creighton  Medical  Center — 

The  first  portion  of  the  Creighton  Uni- 
versity School  of  Medicine  has  moved  to  the 
main  campus  for  the  first  time  in  its  near- 
ly 75  year  history. 

Completion  of  the  Dr.  C.  C.  and  Mabel 
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L.  Criss  Medical  Center  Basic  Science 
Building  has  enabled  the  first  two  years  of 
medicine  to  shift  from  the  old  downtown 
medical  campus  to  the  hilltop  campus.  The 
$31/2  million  facility  was  completed  in  Sep- 
tember and  the  first  freshman  class  is  start- 
ing through  the  rapidly  growing  Creighton 
Medical  Center.  In  addition  to  the  basic 
science  building,  there  is  also  a medical  re- 
search building  in  the  medical  complex. 
Unit  III  of  the  medical  center  is  in  the  pre- 
liminary planning  stages.  It  will  house  the 
remainder  of  the  School  of  Medicine,  the 
School  of  Medicine,  and  the  Medical-Phar- 
macy Library. 

Dr.  Richard  L.  Egan,  dean  of  the  Creigh- 
ton School  of  Medicine,  called  the  new 
building  a tremendous  boost  for  medical 
education  at  Creighton.  He  expressed  grati- 
tude to  the  late  Dr.  C.  C.  Criss  and  his  widow. 


for  their  generosity  in  helping  establish  the 
Criss  Medical  Center. 


Leukemia  Fund  to  Eppley — 

A memorial  fund  has  been  established  at 
the  Eppley  Cancer  Institute  in  honor  of  the 
late  Isidor  Sherman.  More  than  $1,100  has 
been  donated  to  the  fund  started  by  Mr. 
Sherman’s  daughter,  Mrs.  B.  A.  Plotkin, 
of  Omaha.  The  fund  is  earmarked  for  leu- 
kemia research. 


Large  Bowel  Cancer — 

Cancer  of  the  colon  and  rectum  will  be 
subject  of  a course  presented  twice  in  De- 
cember by  the  department  of  continuing 
education  of  the  University  of  Nebraska 
College  of  Medicine.  The  same  program 


Students  in  one  of  the  multi-discipline  laboratories  featured  in  the  recently  completed  basic  science 
building  in  the  Criss  Medical  Center  at  Creighton  University. 
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will  be  presented  Thursday,  December  15 
at  the  Holiday  Inn  in  Kearney  and  again  on 
Friday,  December  16,  at  the  Eppley  Re- 
search Institute  in  Omaha. 

Guest  faculty  members  will  be  Dr.  William 
H.  Wolberg,  Associate  Professor  of  Surgery 
and  Clinical  Oncology  and  the  University  of 
Wisconsin  Medical  Center,  and  Dr.  Michael 
R.  Reddish  of  New  York  City.  Dr.  Reddish 
is  surgeon  and  Chief  of  the  Rectal  and  Colon 
Service  at  Memorial  Hospital,  Director  of 
the  Colon  and  Rectal  Services  at  James  Ew- 
ing Hospital,  and  Clinician  at  the  Sloan- 
Kettering  Institute,  all  in  New  York  City. 

University  of  Nebraska  College  of  Medi- 
cine faculty  members  participating  are: 
Drs.  John  F.  Foley,  Assistant  Professor  and 
Chief  Coordinator  of  the  medical  cancer 
therapy  program  at  Eppley  Cancer  Research 
institute;  Dr.  Howard  B.  Hunt,  Professor 
and  Chairman  of  the  Department  of  Radi- 
ology; Dr.  C.  A.  McWhorter,  Professor  and 
Chairman  of  the  Department  of  Pathology; 
Dr.  Daniel  M.  Miller,  Assistant  Professor  of 
Surgery;  Dr.  Frederick  F.  Paustian,  Asso- 
ciate Professor  in  Internal  Medicine;  and 
Dr.  Fay  Smith,  Coordinator  of  the  Depart- 
ment of  Continuing  Education. 

The  course  is  supported  in  part  from  a 
clinical  cancer  training  grant  from  the  Unit- 
ed States  Public  Health  Service.  Cost  of 
the  course  is  twenty  dollars.  Six  hours  of 
AAGP  credit  in  category  I may  be  earned. 

Dr.  Levin  to  Give  Paper — 

Dr.  Hugh  Levin,  assistant  professor  of 
medicine  and  staff  member  of  the  Creigh- 
ton Cardiac  Center,  will  present  a paper 
at  the  national  meeting  of  the  Laennec  Sound 
Group.  His  topic  will  be:  “A  System  for 
Coding  and  Retrieval  of  Phono  - Cardio- 
grams.” 


Dr.  Wittson  on  National  Committee — 

Dr.  Cecil  L.  Wittson,  dean  of  the  Univer- 
sity of  Nebraska  College  of  Medicine,  has 
been  named  to  an  18-member  National  Ad- 
visory Committee  on  Alcoholism  by  the  Sec- 
retary of  Health,  Education  and  Welfare. 
The  committee  is  charged  with  advising  the 


Secretary  on  the  development  of  programs 
of  research,  training,  service,  and  education 
related  to  alcoholism.  The  committee  is  part 
of  a major  federally  supported  program  to 
prevent  and  control  alcoholism.  Included  in 
the  program  is  the  establishment  of  a Na- 
tional Center  for  the  Prevention  and  Control 
of  Alcoholism. 


U.  of  N.  Freshman  Class — 


Students  - 87 

Sons  of  physicians  6 

Women  2 


Rank  in  medical  college  admission  test — 

Verbal  ability:  above  north-central  re- 
gion 

Mathematics:  above  north-central  and 
northeast  regions 

General  Information:  above  north-cen- 
tral region 

Science : above  north-central  and  north- 
east regions 

As  we  see  it : the  number  of  women  is  un- 
changed, the  doctors  for  fathers  group  is 
getting  smaller,  it  looks  like  a very  smart 
class. 


Dr.  Heaney  in  Symposium — 

A Creighton  University  faculty  member 
was  one  of  a dozen  medical  experts  who 
convened  recently  in  San  Francisco,  Cali- 
fornia, for  a two  day  symposium  on  calcium 
and  bone.  Dr.  Robert  P.  Heaney,  Chairman 
of  the  Department  of  Medicine  at  the  Creigh- 
ton University  School  of  Medicine,  partici- 
pated in  the  symposium,  which  was  spon- 
sored by  the  University  of  California  School 
of  Medicine.  Dr.  Heaney’s  topic  was:  “Cal- 
cium Kinetics.” 


Viruses  and  Chromosomes — 

Viruses  and  chromosomes,  two  related  fac- 
tors becoming  increasingly  important  in  the 
understanding  of  disease  and  disability,  will 
be  studied  by  a University  of  Nebraska  Col- 
lege of  Medicine  geneticist.  Dr.  James  D. 
Eisen,  Associate  Professor  of  Human  Gen- 
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etics  and  Director  of  the  Genetics  Labora- 
tory at  the  Nebraska  Psychiatric  Institute, 
will  make  the  study  under  a 100  thousand 
dollar  grant  from  the  National  Institutes  of 
Health. 

Dr.  Eisen  and  Mrs.  Helen  Reihart,  Re- 
search Associate  in  Human  Genetics,  will 
examine  the  effects  of  viruses  on  human 
chromosomes.  It  is  believed  that  certain 
diseases,  perhaps  cancer,  are  triggered  by 
viruses  that  produce  changes  in  the  chromo- 
somes of  human  cells.  Dr.  Eisen  said  there 
are  about  600  disorders  in  man  that  are 
believed  due  to  such  genetic  causes. 


Criss  Medical  Center  Dedicated — 

C h u r c h dignitaries  and  internationally 
known  medical  scientists  took  part  in  the 
dedication  of  the  first  two  buildings  of  the 
Dr.  C.  C.  and  Mabel  L.  Criss  Medical  Cen- 
ter at  Creighton  University  October  29, 
1966.  The  dedication  was  a highlight  of  a 
two  day  salute  to  the  most  dramatic  step  in 
the  75  year  history  of  medical  education  at 
Creighton. 

The  university  has  completed  a IV^  million 
dollar  research  facility  and  a 3 million  dollar 
basic  science  building,  two  of  the  three  medi- 
cal structures  programmed  in  the  current  ex- 
pansion plan. 

Unit  I,  containing  five  floors  of  research 
laboratories  and  equipment,  was  completed 
in  1963.  Unit  II,  which  opened  this  fall,  is 
also  a five  story  building  housing  admini- 
strative offices  for  the  Medical  School  and 
class  rooms  and  laboratories  for  the  basic 
medical  courses. 

Both  buildings  are  already  playing  impor- 
tant roles  in  Creighton’s  medical  progress. 
Since  Unit  I opened,  the  university  has 
tripled  research  activities  and  increased  the 
annual  research  appropriation  from  8300,000 
to  81,070,000.  Unit  II  is  the  first  of  two 
buildings  Mhich  will  replace  the  old  Medical 
School  at  14th  and  Davenport  and  is  the 
next-to-last  step  in  a plan  to  bring  all  uni- 
versity divisions  onto  one  campus. 

Over  150  first  and  second  year  medical 
students  are  now  attending  classes  on  the 
Hilltop  campus.  Juniors  and  seniors  will 


move  from  the  Davenport  complex  when  Unit 
III  is  completed.  Creighton  has  not  an- 
nounced a gi-oundbreaking  date  for  the  third 
unit,  which  also  will  house  the  medical 
clinic  and  the  School  of  Pharmacy. 

The  two  completed  buildings  set  the  tone 
for  a complex  that  ultimately  will  double 
the  space  available  for  teaching  and  re- 
search in  the  old  medical  school.  Construct- 
ed of  reinforced  concrete  with  buff  brick 
facing.  Units  I and  II  are  linked  by  enclosed 
bridges  at  three  floors.  Their  combined 
floor  space  exceeds  100,000  square  feet. 
IMultidiscipline  laboratories,  a new  concept 
in  medical  education,  is  a feature  of  Unit 
II.  Five  such  areas,  each  large  enough  for 
16  students,  occupy  one  floor  of  the  build- 
ing. 


Recruitment  of  High  School  Students — 

Medical  students  at  the  University  of  Ne- 
braska College  of  IMedicine  have  developed 
a program  of  recruiting  high  school  stu- 
dents into  health  careers. 

The  program  has  been  so  successful  that 
it  is  about  to  be  copied  by  students  from 
other  medical  schools  in  the  country. 

Recruitment  of  high  school  students  has 
been  the  major  effort  of  the  Student  Amer- 
ican IMedical  Association  chapter  on  the  Ne- 
braska campus  in  Omaha.  A team  of  two 
S.A.M.A.  members  will  visit  a high  school 
and  show  the  film,  “The  IMaking  of  a Doc- 
tor.’’ They  also  discuss  opportunities  in 
medicine  and  answer  questions  from  the  stu- 
dents. 

When  possible,  the  team  also  includes  oth- 
ers training  for  a health  career,  such  as  a 
nurse  or  a medical  technologist. 

Transportation  to  and  from  some  96 
schools  in  the  state  is  paid  by  local  medical 
societies. 


Say  That  Again 

Thou  hast  seen  nothing  yet. 

Cervantes 

The  people’s  government,  made  for  the 
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people,  made  by  the  people,  and  answerable 
to  the  people. 

D.  Webster  (1782-1852) 

A government  of  all  the  people,  by  all  the 
people,  for  all  the  people. 

Parker  (1810-1860) 

This  Bible  is  for  the  Government  of  the 
People,  by  the  People,  and  for  the  People. 

Wycliffe  Translation, 
General  Prologue,  1384 


Synopsis  of  Dermatology  by  W.  D.  Stewart,  M.D., 
J.  L.  Danto,  M.D.,  and  Stuart  Maddin,  M.D. 
Published  in  September,  1966  by  the  C.  V.  Mosby 
Company  of  St.  Louis,  Missouri.  664  pages  (5" 
by  8")  with  155  illustrations  and  32  color  plates. 
Price  $10.85. 

Written  by  three  pi-ominent  dermatologists  in 
Vancouver,  British  Columbia,  Canada,  this  synopsis 
is  not  just  another  textbook.  It  is  an  exceptionally 
complete,  accurate,  and  highly  up-to-the-minute  pre- 
sentation of  the  essentials  required  for  both  the 
recognition  and  the  management  of  most  skin  dis- 
eases. It  includes  short  but  clear  summaries  on 
the  embryology,  anatomy,  and  physiology  of  the 
human  skin;  an  especially  concise  and  eminently 
practical  presentation  of  diagnosis  by  means  of 
regional  localizations;  and  an  accurate,  up-to-date 
compilation  of  the  mechanisms  and  manifestations 
of  cutaneous  drug  reactions. 

These  are  but  a few  among  the  many  special 
features  that  should  make  this  book  a front  runner 
for  medical  students,  interns,  and  residents,  as  well 
as  for  nondermatologists  in  private  practice,  who 
must  daily  meet  and  treat  dermatological  problems. 
The  illustrations  in  black  and  white  are  excellent. 
The  color  plates  are  superb. 


Medical  Care  — Social  and  Organizational  Aspects, 
compiled  and  edited  by  L.  J.  DeGroot,  M.D.  Pub- 
lished .June  20,  1966  by  Charles  C.  Thomas  of 
Springfield,  Illinois.  538  pages  (6"  by  9").  Price 
$16.50. 

Doctor  DeGroot,  an  associate  Editor  of  the  New 
England  Journal  of  Medicine,  aided  by  39  other 
eminent  contributors,  has  prepared  a timely  review 
and  analysis  directed  to  physicians,  medical  educa- 
tors, medical  administi-ators,  and  laymen  who  are 
involved  in  the  conduct  of  medical  care  programs. 
The  text  is  organized  as  a sort  of  Pilgrim’s  Progress 
through  medical  practice  . . . beginning  with  the 
selection  of  medical  students  . . . progressing  through 
a consideration  of  undergraduate  and  postgraduate 
medical  education  . . . continuing  with  sections  on 
the  structure  and  function  of  university  and  com- 


munity hospitals  . . . and  concluding  with  an  analysis 
of  the  agencies,  both  public  and  private,  that  now 
so  importantly  influence  medical  practice. 

Current  problems  in  each  area  are  thoroughly 
examined. 


Surgical  Diseases  of  the  Chest,  2nd  edition,  edited 
by  Brian  Blades,  M.D.  Published  in  September, 
1966  by  The  C.  V.  Mosby  Company  of  St.  Louis, 
Missouri.  687  pages  (7"  by  10")  with  295  illus- 
trations. Price  $25.00. 

The  editor  of  this  book  is  Chairman  of  the  De- 
partment of  Surgery  at  The  George  Washington 
University  School  of  Medicine  in  Washington, 
D.C.  Aided  by  19  other  physicians  he  has  prepared 
a book  designed  to  be  useful  not  only  to  surgeons 
but  also  to  the  general  practitioner  and  to  medical 
students.  Emphasis  has  been  given  to  the  selection 
of  patients  for  surgical  intervention  and  to  the 
differential  prognosis  in  which  the  selection  and 
timing  of  surgical  treatment  may  be  controversial 
and  of  great  importance.  Only  the  essential  tech- 
nical principles  are  included  for  standard  and  ac- 
cepted operations.  However,  for  newer  operations 
not  included  in  older  textbooks,  more  detailed  de- 
scriptions are  given. 

The  prediction  in  the  first  edition  that  develop- 
ments in  cardiovascular  surgery  would  require  re- 
vision of  the  book  in  a very  short  time  has  proved 
valid.  The  justifiable  aggression  in  the  develop- 
ment of  artificial  heart  valves  has  developed  into 
an  exciting  race  of  firsts,  although  many  of  these 
admirable  contributions  require  the  test  of  time 
for  final  evaluation.  Cineangiography  and  modern 
techniques  making  the  visualization  of  the  coronai'y 
arteries  possible  have  completely  altered  earlier 
concepts  concerning  the  surgical  treatment  of  coro- 
nary heart  disease.  A complete  and  new  chapter 
describes  these  developments. 

Some  old  surgical  procedures  and  a new  one  sug- 
gested for  the  treatment  of  emphysema  and  bron- 
chial asthma  are  included  to  point  out  the  optimism 
and  the  pessimism  which  are  inevitable  among  au- 
thors when  dealing  with  diseases  of  unknown  eti- 
ology. 

Recent  accounts  of  the  results  in  the  surgical 
treatment  of  metastatic  tumors  of  the  lung  are 
amazingly  good  and  should  be  of  interest  to  sur- 
geons and  their  medical  colleagues. 


Antibiotics  and  Chemotherapeutic  Agents  in  Clinical 
and  Laboratory  Practice  by  Victor  Lorian,  M.D. 
Published  July  5,  1966  by  Charles  C.  Thomas  of 
Springfield,  Illinois.  337  pages  (6"  by  9").  Price 
$1.5.50. 

The  author  of  this  book  is  Director  of  Clinical 
and  Research  Laboratories  in  the  Sanatorium  Di- 
vision of  the  Boston  City  Hospital  and  an  Assistant 
Clinical  Professor  of  Medicine  in  the  Infectious  Dis- 
eases Section  of  the  Boston  University  School  of 
Medicine.  He  has  prepared  this  book  as  a prac- 
tical guide  for  those  who  work  with  antibiotics: 
physicians,  clinical  laboratory  personnel,  and  stu- 
dents of  these  professions.  He  has  brought  to- 
gether, in  comprehensive  and  usable  form,  the  pres- 
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ent  fund  of  international  knowledge  in  this  highly 
complex  field. 

There  are  chapters  on  the  individual  antibiotics 
and  chemotherapeutic  agents,  brief  compendia  of 
the  essential  information  on  each,  plus  special 
sections  on  the  choice  of  an  antibiotic,  bacterial 
resistance,  and  the  standard  applications  of  anti- 
biotics in  particular  diseases  and  areas  of  medicine. 
These  sections  are  interspersed  with  infoiTnation 
for  the  laboratory  worker,  and  there  is  a very  full 
separate  discussion  of  laboratory  methods  giving 
detailed  procedures  for  sensitivity  tests,  assay  and 
identification. 


Primer  on  Prematurity  and  High-risk  Pregnancy  by 
S.  G.  Babson,  M.D.  and  R.  C.  Benson,  M.D.  Pub- 
lished in  September,  1966  by  The  C.  V.  Mosby 
Company  of  St.  Louis,  Missouri.  194  pages  i&Vz" 
by  95/2”)  with  19  illustrations.  Price  $10..50. 

Doctor  Babson  is  Director  of  the  Premature 
Nursery  of  the  Doernbecher  Memorial  Hospital  for 
Children  at  the  Univei'sity  of  Oregon  Medical 
School  in  Portland,  Oregon.  Doctor  Benson  is  Chair- 
man of  the  Department  of  Obstetrics  and  Gyne- 
cology at  this  same  school. 

Their  book  considers  the  important  complications 
of  pregnancy  which  lead  to  premature  deliveiy, 
current  methods  of  diagnosis  and  treatment,  and  the 
care  of  the  newborn  when  preventive  measures  fail 
to  delay  untimely  birth.  The  likely  prognosis  and 
accepted  means  of  prevention  of  complications  of 
the  neonate  have  been  included  also. 

The  subject  matter  has  been  presented  with  di- 
rectness and  brevity,  often  in  outline  fonn  to  aid 
the  reader.  Special  consideration  for  the  physician 
whose  responsibility  extends  from  early  pregnancy 
through  the  puerperium  and  includes  the  neonate 
has  been  a major  objective  of  the  authors. 


Cellular  Concepts  in  Rheumatoid  Arthritis  — a sym- 
posium compiled  and  edited  by  C.  A.  L.  Stephens, 
Jr.,  M.D.,  and  A.  B.  Stanfield,  M.S.  Published 
in  1966  by  Charles  C.  Thomas  of  Springfield, 
Illinois.  212  pages  (7"  by  10"),  illustrated. 
Price  $14..50. 

This  book  is  a compilation  of  papers  read  and 
discussed  at  the  Holbrook  Memorial  Symposium 
which  was  held  February  18-19,  1964  on  the  campus 
of  the  University  of  Arizona  at  Tucson,  Arizona. 
Panelists  included  Drs.  William  Dameshek,  E.  V. 
Barnett,  M.  H.  Kaplan  E.  E.  Osgood,  C.  M.  Pomerat, 
K.  R.  Porter,  and  Morris  Ziff. 


Rehabilitation  Services  in  Hospitals  and  Related 
Facilities.  Published  in  October,  1966  by  The 
.Vmerican  Hospital  Association,  840  North  Lake 
Shore  Drive,  Chicago,  Illinois. 

This  small,  66-page  pamphlet,  is  a guide  to  the 
planning,  organization,  and  management  of  re- 
habilitation services  in  hospitals  and  related  fa- 
cilities. 
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ARNOLD  — Charles  H.  Arnold,  M.D.,  re- 
tired physician  and  surgeon  of  Lincoln,  Ne- 
braska, died  October  31,  1966,  at  the  age 
of  78.  As  a medical  officer,  he  served  in 
both  World  War  1 and  World  War  2.  He 
was  wounded  in  action  in  1918. 

Doctor  Arnold  was  founder,  first  execu- 
tive secretary.  Fellow,  and  Regent  of  the 
International  College  of  Surgeons.  He  did 
special  graduate  work  in  surgery  at  the 
University  of  Vienna  in  1933,  and  he  served 
as  medical  missionary  and  Professor  of  Sur- 
gery at  West  China  Union  University  at 
Chengtu,  China  from  1946  to  1948.  He 
maintained  an  active  interest  in  foreign 
students  until  his  death.  Many  students  at 
Nebraska  Wesleyan  University  and  the  Uni- 
versity of  Nebraska  received  scholarships 
provided  by  Doctor  Arnold. 

All  through  his  life,  he  took  an  active  part 
in  community  affairs.  He  was  a Past  Com- 
mander of  the  Knights  Templar,  Past  High 
Priest  of  the  Royal  Arch  Masons,  a member 
of  the  Board  of  Trustees  of  Nebraska  Wes- 
leyan University,  a member  of  the  commit- 
tee which  raised  the  funds  to  build  the  Lin- 
coln City  Auditorium,  and  a member  of  the 
Interprofessional  Institute. 

A native  of  Dorchester,  Doctor  Arnold 
was  well-known  throughout  Nebraska.  He 
is  survived  by  his  wife,  Winifred;  his  son, 
Hubert  A.;  his  daughter,  Mrs.  Thomas  M. 
Davies,  and  three  grandchildren. 

DE  BACKER  — L.  J.  DeBacker,  I\I.D., 
of  Hastings,  died  October  22,  1966,  at  the 
age  of  72.  Doctor  DeBacker  graduated 
from  Creighton  in  1918,  served  his  country 
in  World  War  I,  then  practiced  in  Spalding. 
Following  this,  he  taught  at  Creighton ; then 
he  began  his  40  years  of  practice  at  Hast- 
ings, in  1926.  Survivors  include  four  sons: 
Dr.  L.  J.  DeBacker,  Jr.,  of  Iowa  City,  Iowa; 
Richard  L.  DeBacker  of  Grand  Island ; David 
DeBacker  of  Houston,  Texas ; and  Robert  De- 
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Backer  of  Shreveport,  La. ; three  daughters : 
Mrs.  Robert  Kelleher  of  Billings,  Mont. ; Mrs. 
Jack  Taylor  of  North  Wales,  Pa. ; and  Miss 
Judith  DeBacker  of  Hastings;  three  broth- 
ers, one  sister,  and  33  grandchildren. 

HAMILTON  — Frank  T.  Hamilton,  M.D., 
retired  physician  and  surgeon  of  Friend,  Ne- 
braska, died  November  5,  1966,  at  the  age 
of  90. 

Doctor  Hamilton  was  a 50-year  member  of 
the  American  Medical  Association,  a life- 
time member  of  the  Nebraska  State  Medical 
Association,  and  a member  of  the  Saline 
County  Medical  Society. 

He  is  survived  by  his  wife,  Minola;  a son, 
Robert,  of  Kansas  City,  Kansas;  daughters, 
Mrs.  Dale  (Dorothy)  Mosbarger  of  St.  Paul, 
Nebraska,  Mrs.  Ivar  (Harriet)  Hendricks  of 
Central  City,  Nebraska,  Mrs.  Eric  (Erma) 
Tougher  of  Whitinsville,  Massachusetts;  a 
sister,  Mrs.  Carrie  B.  Eakin  of  Hyland  Park, 
New  Jersey;  11  grandchildren;  and  one  great 
grandchild. 


Down  Memory  Lane 

The  season  of  the  legislature  will  soon 
open  with  every  indication  favorable  for 
progressive  health  legislation.  The  most 
important  measure  proposed  for  years  will 
be  introduced  as  a bill  embodying  the  Fox 
recommendations  for  the  organization  of  a 
State  Health  Department. 

One  hundred  physicians  attended  the  an- 
nual alumni  week  of  the  University  of  Ne- 
braska College  of  Medicine  which  was  held 
in  Omaha  the  week  of  October  30th  to  No- 
vember 3d.  The  week  was  devoted  to  hos- 
pital clinics  in  the  forenoons,  demonstrations 
of  cases  and  conferences  in  the  afternoons. 

The  Surgeon  General  of  the  Army  an- 
nounced that  a preliminary  examination  for 
appointment  of  fii’st  lieutenants  in  the  Army 
Medical  Corps  will  be  held  early  in  January, 
1917,  at  points  to  be  hereafter  designated. 

In  all  medical  literature  it  is  found  that 
the  young  diabetics  respond  to  treatment  as 
well  as  the  old  diabetics. 


We  close  the  calendar  and  fiscal  year  of 
our  State  Medical  Association  with  more 
than  a thousand  members. 

The  time  is  not  far  distant  when  special 
qualifications  will  be  exacted  of  all  who  do 
any  kind  of  surgery. 

Let  us  hope  that  after  the  pendulum  has 
ceased  to  oscillate  between  cholecystectomy 
and  cholecystotomy,  it  will  come  to  I’est  up- 
on a safe  and  sane  middle  ground  and  give 
us  data  upon  which  to  more  rationally  base 
our  choice,  and  to  select  whichever  opera- 
tion seems  to  be  indicated  under  the  circum- 
stances. Ten  years  ago  Richardson  said  “the 
one  established  fact  in  biliary  surgery  is 
that  cholecystostomy  should  always  be  done.” 
Today  I need  hardly  cite  authority  for  the 
almost  diametrically  opposed  view. 

The  X ray  is  beginning  to  render  cautious 
all  who  presume  to  handle  fractures. 

— Nebraska  State  Medical  Journal 
December,  1916 


Postural  Arm  Drift  Associated  With  Brain 
Lesions  in  Man  — M.  Wyke  (National 
Hosp,  Maida  Vale,  London).  Arch  Neurol 
15:329-334  (Sept)  1966. 

A comparative  study  of  postural  arm  drift 
in  the  left  and  right  arms  of  30  patients 
with  verified  lesions  in  various  sectors  of  the 
cerebral  cortex  and  20  normal  control  sub- 
jects was  undertaken.  All  patients  with 
lesions  involving  the  parietal  sector  of  the 
cerebral  cortex  had  significant  degrees  of 
arm  drift,  whereas  only  two  thirds  of  pa- 
tients with  frontal  lobe  lesions  and  less  than 
half  of  those  with  temporal  lobe  lesions 
showed  significant  degrees  of  arm  drift.  A 
leftsided  cerebral  cortical  lesion  produced 
significant  impairment  of  limb  posture  in  the 
ipsilateral  arm  in  association  with  a more 
severe  postural  defect  in  the  contralateral 
arm.  Right-sided  cortical  lesions  produced 
postural  impairment  on  the  contralateral 
side  only. 
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All  About  Us 

The  Nebraska  Chapter  of  the  American 
Academy  of  General  Practice,  at  its  annual 
meeting,  named  Doctor  George  Lewis  presi- 
dent and  Doctor  C.  L.  Rettlesdorf  president- 
elect. 

Doctor  Clinton  Heine,  Columbus,  recently 
discussed,  “The  Case  of  Medical  Curiosity  — 
Medical  Munchausen,”  before  the  Platte 
County  Nurses  Club. 

Doctor  Harold  Dahlheim,  Norfolk,  was 
recently  initiated  into  membership  of  the 
American  College  of  Surgeons. 

Doctor  Robert  R.  Geer  discussed  the  medi- 
cal uses  of  hypnotism  at  a meeting  of  the 
Grand  Island  Tri-F  Club. 

Doctor  Kenneth  D.  Rose,  Lincoln,  pre- 
sented a paper  and  participated  in  a panel 
at  the  International  Telemetering  Confer- 
ence held  in  Los  Angeles. 

Doctor  Russell  C.  Braiier,  Lincoln,  recent- 
ly received  the  Pfizer  Merit  Award  for  con- 
tributions to  the  civil  defense  disaster  pre- 
paredness program. 

Doctor  Claude  H.  Organ,  Omaha,  was  re- 
cently named  vice  chairman  of  the  Council 
on  Medical  Education  and  Hospitals  of  the 
National  Medical  Association. 

Doctor  Daniel  M.  Miller,  Omaha,  has  been 
elected  president  of  the  Nebraska  Division 
of  the  American  Cancer  Society. 

Doctor  Lewis  McConnick  has  moved  his 
practice  to  Chappell. 

Doctor  Theodore  A.  Peterson  was  recently 
honored  by  the  city  of  Holdrege  for  his  serv- 
ice to  the  community  since  1928. 

Doctor  Cecil  Wittson,  Omaha,  has  been 
awarded  a citation  and  certificate  of  merit 
for  distinguished  service  to  naval  medicine. 

Doctor  Horace  V.  Munger,  Lincoln,  was 
named  President  of  the  South  Central  Sec- 
tion of  the  American  Urological  Association 
at  a meeting  held  at  Mexico  City  in  October. 

Anniversary  Time 

December,  1895 

Roentgen  submits  his  manuscript  “on  a 

new  kind  of  rays.” 


December  4,  1665 

An  account  of  the  rise  and  attempts,  of 
a way  to  conveigh  liquors  immediately  into 
the  mass  of  blood.  (Christopher  Wren) 

December,  probably  1708 

The  month  is  almost  certainly,  but  the 
year  only  probably,  correct. 

Hales  measures  the  arterial  blood  pressure 
in  a horse. 

While  Making  Rounds 

How  much  do  you  weigh?  A hundred 
sixteen  and  three  eighths. 

Is  he  awake?  He  was  yesterday. 

The  needle  count  is  correct  except  for  one 
needle. 


Medicinews 

New  Hospital  in  Genoa — 

Five  years  of  hard  work  has  paid  off  for 
the  Nebraska  town  of  Genoa.  On  November 
6,  1966  the  doctors  and  citizens  of  this  pro- 
gressive Nebraska  community  opened  their 
new  23-bed  single-story  modern  hospital 
which  was  built  at  a cost  of  $250,000.  Over 
$90,000  of  the  total  was  raised  by  the  com- 
munity. 

Nebraska  Medical  College  Expansion  Program — 

Bids  on  one  of  the  major  construction  con- 
tracts in  the  University  of  Nebraska  Col- 
lege of  Medicine  expansion  program  were 
opened  November  30,  1966.  The  low  bid- 
ders will  be  announced  soon,  and  construc- 
tion should  be  started  within  a few  months. 
This  contract  called  for  a 189-bed  addition 
to  the  University  Hospital  and  a two-floor 
addition  to  the  University  Clinics  Building. 

Another  major  project,  the  new  basic 
sciences  building,  has  been  advertised,  and 
bids  on  this  building  will  be  opened  Decem- 
ber 15,  1966.  About  $8  million  of  the  $15 
million  in  state  appropriations  and  federal 
funds  available  is  expected  to  be  spent  on 
the  above  projects.  MTien  these  buildings 
are  completed,  the  medical  college  will  in- 
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crease  the  freshman  enrollment  from  the 
current  88  students  to  110. 

Doctor  Cecil  Wittson,  medical  college  dean, 
has  reported  that  the  remodeling  of  two 
wards  in  the  present  hospital  to  house  a new 
39-bed  pediatric  area  will  be  finished  by  late 
February,  1967.  A library  atop  the  basic 
sciences  building  is  planned  for  later  con- 
struction. 


CPuo+e  Unquote 

I firmly  believe  that  if  the  whole  materia 
medica  as  now  used  could  be  sunk  to  the 
bottom  of  the  sea,  it  would  be  all  the  better 
for  mankind  and  all  the  worse  for  the  fishes. 

Oliver  Wendell  Holmes 

Stir  the  mixture  well 
Lest  it  prove  inferior. 

Then  put  half  a drop 
Into  Lake  Superior. 

Every  other  day 

Take  a drop  in  water. 

You’ll  be  better  soon 
Or  at  least  you  oughter. 

Bishop  William  Croswell  Doane 
Lines  on  Homeopathy 


Renal  Scarring  Secondary  to  Percutaneous 
Needle  Biopsy  — Y.  Kikkawa  et  al  (Albert 
Einstein  College  of  Medicine,  Bronx,  NY). 
Pediatrics  38:444-447  (Sept)  1966. 

Focal  scarring  was  observed  in  two  pa- 
tients in  a second  biopsy  of  the  same  kid- 
ney. The  lesion  at  first  was  not  well  demar- 
cated and  showed  interstitial  atrophy  and 
glomerular  obsolescence.  Further  sections 
revealed  sharply  demarcated  zone  of  both 
glomerular  and  tubular  atrophy.  The  third 
biopsy  from  the  opposite  kidney  did  not 
show  the  above  changes.  The  lesion  was  at- 
tributed to  the  trauma  of  initial  biopsy, 
especially  to  the  late  effects  of  vascular 
spasm  and  disruption  as  shown  in  postmor- 
tem study  of  needle  track  and  radiographic 
study  of  dogs.  To  prevent  confusion  in  his- 
tological interpretation,  the  contralateral 


kidney  should  be  used  for  a second  biopsy 
and  findings  should  be  compared. 


Results  of  Bacteriological  Surveys  of  Food 
Service  Areas  — B.  Y.  Litsky  (940  W 
Brevard  St,  Tallahassee,  Fla) . Hosp  Man- 
age 102:77-87  (July)  1966. 

In  bacteriological  surveys  of  food  service 
areas  in  hospitals,  finger-tip  cultures  of  the 
employees’  hands  (before  and  after  wash- 
ing) indicated  that  only  20%  washed  their 
hands  clean.  The  employees  were  found  to 
harbor  Pseudomonas  aeruginosa  and 
a-Streptococcus  on  their  hands  before  and 
after  washing.  In  one  instance,  90%  of  the 
organisms  on  the  left  hand  and  80%  of  the 
organisms  on  the  right  hand  were  Strepto- 
coccus. In  another  case,  a sample  from  the 
outside  of  a clean  pot  was  obtained  for  cul- 
ture, and  80  colonies  of  bacteria  per  Ptodac 
plate  were  grown.  The  cleaning  cloth  at  the 
pot  sink  had  colony  counts  of  425  to  438 
colonies  per  Rodac  plate.  Staphylococcus 
aureus  was  isolated  from  the  counter  on 
which  sandwiches  were  being  prepared,  al- 
though it  was  wiped  with  a cloth  that  had 
been  dampened  only  with  clean  tap  water; 
the  same  rag  was  used  for  several  days  how- 
ever. Disorganized  refrigerators,  uncovered 
foods,  and  unrefrigerated  cooked  rich  foods 
should  not  be  tolerated.  Personnel  should 
be  trained  in  the  use  of  the  most  effective 
disinfection  and  protective  procedures. 


Sedation  With  Intramuscular  Methohexital 
Sodium  — J.  R.  Miller  (1100  W Michigan 
St,  Indianapolis),  M.  Grayson,  and  V.  K. 
Stoelting.  Amer  J Ophthal  62:38-43 
(July)  1966. 

Methohexital  sodium  was  administered  to 
142  children  subjected  to  ophthalmic  exam- 
inations and  procedures  as  outpatients  and 
sent  home  afterward.  Maximal  sedation 
usually  occurred  between  five  and  ten  min- 
utes after  the  onset  of  sleep,  and  the  exam- 
ination could  be  commenced  within  five  min- 
utes thereafter.  The  drug  was  found  to  be 
a satisfactory,  safe,  and  easily  administered 
hypnotic  for  office  ophthalmic  diagnostic 
procedures. 
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Announcements 

Pharmacy  on  Television — 

These  seminar  programs  in  the  continuing 
education  for  pharmacists  series  seem  quite 
interesting;  they  were  prepared  under  a 
grant  from  E.  R.  Squibb  & Sons;  they  are 
presented  by  the  University  of  Nebraska 
College  of  Pharmacy  and  the  Nebraska 
Pharmaceutical  Association,  and  may  be  seen 
at  10:30  P.M.  on  National  Educational  Tele- 
vision Channels. 

December  5,  1966  — New  Developments  In 
Vaccines. 

December  12,  1966  — Factors  Influencing 
Drug  Absorption  And  Excretion. 

December  19,  1966  — The  Importance  Of 
Dosage  Form  In  Drug  Activity. 

Eight  Nebraska  Doctors  Become  Fellows — 

At  the  October  13,  1966  meeting  in  San 
Francisco,  the  following  physicians  became 
Fellows  of  the  American  College  of  Surgeons : 


Dale  E.  Brett,  M.D Omaha 

Stephen  W.  Carveth,  M.D.  Lincoln 

Harold  D.  Dahlheim,  M.D.  Norfolk 

Robert  E.  Hawkins,  M.D. Omaha 

Waldean  C.  Mclntire,  M.D.  Omaha 

Hans  Rath,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

William  R.  Weyhrauch,  M.D Lincoln 


Words  We  Can  Do  Without 

1.  Clinic  (as  baseball  clinic). 

2.  Definitive. 

3.  Ad  hoc. 

4.  Apropos. 

5.  Parameter. 

Respiratory  Diseases 

Emphysema  Mortality  in  Relation  to 
Respiratory  Function — 

-Attilio  D.  Renzetti.  Jr..  M.D.,  John  H.  McClement,  M.D., 
and  Bertram  D.  Litt.  The  American  Journal  of  Medicine. 
July.  1966. 

This  investigation  was  undertaken  primarily  to 
relate  the  life  expectancy  of  patients  with  chronic 
obstructive  pulmonary  disease  (COPD)  to  the  pul- 


monary function  of  the  patient  at  the  beginning  of 
the  observation  period. 

With  the  cooperation  of  15  Veterans  Administra- 
tion hospitals,  a prospective  study  was  designed 
which  would  insure  almost  complete  followup  data. 
The  inter-hospital  cooperative  study  permitted  the 
inclusion  of  a large  number  of  patients  in  a relatively 
short  period  of  time.  The  patients  were  from  widely 
separated  areas  in  the  United  States,  and  thus  the 
group  was  representative  of  the  nationwide  problem. 

Patients  with  other  diseases  from  which  an  early 
death  might  be  anticipated  and  those  with  significant 
cardiac  disease  (except  cor  pulmonale)  were  excluded 
from  the  initial  selection.  Furthermore,  patients 
were  admitted  to  the  study  only  if  the  ratio  of  their 
residual  volume  (RV)  to  total  lung  capacity  (TLC) 
was  35  per  cent  or  greater,  and  their  TLC  was 
greater  than  80  per  cent  of  predicted  normal  value. 
These  requirements  were  met  by  487  patients  be- 
tween October  1957  and  July  1960. 

The  group  was  ai'bitrarily  divided  into  three  cat- 
egories of  ventilatory  abnormality  on  the  basis  of 
the  absolute  value  of  the  forced  expiratory  volume 
in  1 second  (FEVi):  an  FEVi  of  >1.49;  0.5  to  1.49; 
and  <0.5  L.  This  pulmonary  function  test  was 
chosen  as  the  principal  method  for  describing  the 
degree  of  ventilatory  insufficiency  because  it  has 
been  shown  to  correlate  well  with  other  measure- 
ments of  ventilatory  disturbance  and  because  it  is 
now  widely  used  in  evaluating  patients  in  hospitals, 
doctors’  offices,  disability  examinations,  and  screen- 
ing programs  for  respiratory  disease. 

The  mean  age  of  the  patients  was  57.8  years.  The 
relation  of  FEVi  to  age  was  not  significant,  but  a 
significant  decrease  in  mean  weight  occurred  with 
decreasing  FEVn  More  than  half  of  the  patients 
had  a history  of  pneumonia,  some  also  had  other 
serious  pulmonary  disease.  Only  12.5  per  cent 
denied  all  previous  major  pulmonary  diseases. 

SMOKING  A FACTOR 

As  for  smoking,  96.4  per  cent  of  the  patients  were 
or  had  been  cigarette  smokers  — 71.1  per  cent  were 
still  smoking.  Medium  and  heavy  smokers  were 
distributed  similarly  among  the  three  FEVi  cate- 
gories. When  the  distribution  of  patients  with 
different  smoking  habits  within  each  of  the  FEVi 
categories  was  calculated,  it  was  found  that  patients 
with  a severe  ventilatory  defect  usually  had  smoked 
for  more  than  35  years. 

In  the  number  per  year  and  total  weeks  of  involve- 
ment, the  incidence  of  prolonged  respiratory  tract 
infections  was  high.  Five  or  more  infections  per 
year  were  reported  by  33.3  per  cent  and  ten  or  more 
weeks  of  infection  per  year  were  reported  by  20.3 
per  cent.  There  was  little  if  any  correlation  between 
FEVi  category  and  number  or  duration  of  these  in- 
fections. 

The  group  with  an  FEVi  >1.49  included  a signifi- 
cantly higher  proportion  of  patients  who  did  not 
wheeze  than  did  the  other  two  groups. 

MORTALITY  RATES 

At  four  years  of  follow  up,  the  culmulative  mortal- 
ity rate,  computed  by  the  life-table  method,  for  the 
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487  patients  was  53  per  cent.  This  is  in  contrast  to 
the  four-year  cumulative  mortality  rate  for  58-year 
old  white  men  in  the  United  States  which  in  1961 
was  8.3  per  cent. 

The  mortality  rate  for  98  patients  with  FEVi 
>1.49  L was  26  per  cent  at  four  years.  For  320 
patients  with  FEVi  of  0.5  to  1.49  L it  was  44  per 
cent  at  four  years;  and  for  64  patients  with  FEVi 
<0.5  L it  was  89  per  cent  at  four  years.  FEVi 
was  not  measured  in  five  patients. 

Mortality  rates  in  the  group  with  cor  pulmonale 
were  much  higher  than  those  of  the  other  groups 
in  the  first  two  and  a half  years.  However,  by 
four  years  the  patients  with  carbon  dioxide  retention 
but  not  cor  pulmonale  had  a death  rate  almost  iden- 
tical with  that  of  the  cor  pulmonale  group. 

Of  the  487  patients,  83  had  an  additional  major 
disease.  The  diseases  included  tuberculosis,  silicosis, 
bronchiectasis,  bullae,  and  pulmonary  surgery.  There 
were  no  significant  differences  in  mortality  between 
these  patients  and  the  others  in  the  group. 

When  patients  from  two  hospitals  between  4,000 
and  9,000  feet  above  sea  level  were  compared  with 
the  others,  it  was  found  that  those  at  the  higher 
altitudes  had  significantly  lower  arterial  and  oxygen 
saturations  and  higher  hematocrit  values,  and  that 
their  mortality  rates  were  considerably  higher  than 
the  others.  The  incidence  of  cor  pulmonale  in  these 
patients  was  43  per  cent  in  contrast  to  17  per  cent 
in  the  others. 

This  study  has  shown  that  the  prognosis  of  pa- 
tients with  COPD  is  significantly  affected  by  the 
degree  of  disturbance  in  gas  exchange  as  estimated 
from  the  level  of  oxygen  saturation  and  pCO*  in 
the  arterial  blood  after  exercise.  When  the  arterial 
oxygen  satui’ation  was  greater  than  92  per  cent  and 
the  pCOa  lower  than  48  mm.  Hg,  the  four-mortality 
was  33  per  cent;  when  the  arterial  saturation  was 
lower  than  92  per  cent,  the  death  rate  was  44  per 
cent;  when  both  oxygen  and  carbon  dioxide  deviated 
abnormally  from  these  quantities,  the  mortality  rate 
was  72  per  cent. 

Long  survival  after  an  episode  of  congestive  fail- 
ure from  cor  pulmonale  in  patients  whose  hypoxemia 
could  be  decreased  suggests  that  the  high  mortality 
is  not  due  to  the  heart  disease  itself.  Rather  this 
event  may  identify  patients  with  advanced  pulmonary 
disease  that  is  to  some  extent  irreversible  or  is 
characterized  by  episodes  of  severe  hypoxemia. 

Polycythemia  did  not  affect  prognosis,  a surprising 
finding  in  view  of  the  association  of  polycythemia, 
hypoxemia,  and  cor  pulmonale.  Since  it  is  known 
that  the  volume  of  packed  red  cells  does  not  accurate- 
ly reflect  the  red  cell  mass  in  patients  with  COPD, 
this  phenomenon  may  have  operated  often  enough 
in  this  group  of  patients  for  the  presence  or  absence 
of  an  elevated  hematocrit  value  not  to  be  a reliable 
indicator  of  those  with  more  severe  hypoxia. 

In  general,  the  clinical  data  show  that  patients 
with  COPD  are  predominantely  white  men  over  55 
years  of  age  with  a high  frequency  of  previous 
pulmonary  disease,  respiratory  tract  infection,  chron- 
ic cough,  wheezing,  and  dyspnea.  A history  of  cigar- 
ette smoking  in  more  than  96  per  cent  of  these 
patients  is  most  impressive  and  exceeds  that  which 
has  been  recorded  for  any  other  condition  in  which 
cigarette  smoking  has  been  implicated. 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
December  3 — North  Platte,  Elks  Club 
December  17  — Falls  City,  Elks  Club 
January  7 — Lexington  High  School 
Building 

January  21  — Wayne  State  Teachers 
College 

AMBULANCE  AND  RESCUE  SQUAD  SER- 
VICES: — Second  annual  conference, 

Kearney  State  College,  Kearney,  Nebras- 
ka ; December  9 & 10,  1966 ; registration 
at  Field  House,  10  to  11  A.M.,  December 
9.  Write  to:  Thomas  L,  Carroll,  Execu- 
tive Director,  Nebraska  Safety  Council, 
224  Sharp  Building,  Lincoln,  Nebraska 

THE  HAHNEMAN  MEDICAL  COLLEGE 
AND  HOSPITAL  of  Philadelphia  offers 
the  following  Postgraduate  Education 
Courses  during  1965  and  1966: 

— December,  1966 : 17th  Hahneman  Sym- 
posium, Nutritional  Dysfunction;  Dr. 
Donald  Berkowitz ; S h e ra  ton  Hotel, 
Philadelphia. 

SOCIETY  FOR  CRYO-OPHTHALMOLOGY 
— First  annual  clinical  meeting.  Dunes 
Hotel,  Las  Vegas,  January  8 to  10,  1967. 
Write  to:  John  G.  Bellows,  M.D.,  30  N. 
Michigan  Avenue,  Chicago,  Illinois  60602. 

FIRST  NATIONAL  CONGRESS  ON  SOCIO- 
ECONOMICS OF  HEALTH  CARE  — 
sponsored  by  the  Council  on  Medical  Ser- 
vice and  the  Division  of  Socio-Economic 
Activities  of  the  AMA,  will  be  held  at 
the  Palmer  House  in  Chicago  on  January 
22-23,  1967.  H.  W.  Doan,  M.D.  is  Secre- 
tary of  the  Council  on  Medical  Service  of 
the  AMA,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

CHILDREN’S  HOSPITAL,  DENVER  — will 
sponsor  a series  of  in-depth  seminars  on 
the  newborn  at  the  Aspen  Institute  for 
Humanistic  Studies  on  February  5,  6,  and 
7,  1967.  Participants  will  include  Heinz 
Eichenwald,  M.D.,  University  of  Texas; 
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George  Kerr,  M.D.,  University  of  Wiscon- 
sin; Lula  Lubchenco,  M.D.,  University  of 
Colorado;  Jerold  Lucey,  M.D.,  University 
of  Vermont,  and  Robert  Usher,  M.D.,  Royal 
Victoria  Hospital,  Montreal.  Registration 
limited.  Fee  $40.00.  Write:  Joseph 

Butterfield,  M.D.,  Children’s  Hospital,  19th 
Avenue  at  Downing,  Denver,  Colorado 
80218. 

AMERICAN  CANCER  SOCIETY  — Colo- 
rado Division’s  First  Annual  Midwinter 
Cancer  Seminar;  Lodge  At  Vail,  Vail,  Colo- 
rado; February  10-12,  1967  (American 
Cancer  Society,  Colorado  Division,  1764 
Gilpin  Street,  Denver,  Colorado). 

AMERICAN  COLLEGE  OF  CARDIOLOGY 
— 16th  annual  session,  February  15-19, 
1967,  Washington  Hilton  Hotel,  Washing- 
ton, D.  C.  Write  to:  William  D.  Nelligan, 
Executive  Director,  American  College  of 
Cardiology,  9650  Rockville  Pike,  Washing- 
ton, D.  C.  20014. 

EMANUEL  FRIEDMAN  LECTURE  — Ed- 
ward A.  Mortimer,  M.D.,  Professor  of  Pedi- 
atrics at  the  University  of  New  Mexico, 
will  give  the  Emanuel  Friedman  Lecture 
at  Children’s  Hospital,  Denver  on  February 
16,  1967.  The  lecture  memorializes  a pio- 
neer pediatrician  in  Colorado  and  is  part 
of  a two-day  program  which  will  be  focused 
on  “Infection,  1967.”  For  further  infor- 
mation write:  Joseph  Butterfield,  M.D., 

Children’s  Hospital,  19th  Avenue  at  Down- 
ing, Denver,  Colorado  80218. 

MIDWINTER  MEETING  BOARD  OF 
COUNCILORS  — February  17,  1967,  Holi- 
day Inn,  Kearney,  Nebraska 

MIDWINTER  MEETING  HOUSE  OF 
DELEGATES  — February  18,  19,  1967, 
Holiday  Inn,  Kearney,  Nebraska 

THE  REGIONAL  MEETING  OF  THE 
AMERICAN  COLLEGE  OF  PHYSICIANS 
— Will  be  held  at  the  Blackstone  Hotel  on 
Saturday  afternoon,  February  25,  1967. 

COLORADO  WINTER  CLINICS:  — Brown 
Palace  Hotel,  Denver,  Colorado,  February 


28-March  3,  1967 ; ski,  too.  Write  to:  Colo- 
rado Medical  Society,  1809  East  18th  Ave- 
nue, Denver,  Colorado  80218. 

RURAL  HEALTH  — 20th  National  Confer- 
ence; March  10-11,  1967;  Charlotte,  North 
Carolina.  Write  to  AMA  Council  on  Rural 
Health,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

NINETEENTH  ANNUAL  MIDWEST  CAN- 
CER CONFERENCE  — March  31  and 
April  1,  1967,  at  the  Lassen  Hotel  in  Wich- 
ita, Kansas.  The  conference  theme  is 
“Cancer  in  children”;  no  registration  fee, 
no  advance  registration  necessary,  AAGP 
credit  allowed.  Write  to : American  Cancer 
Society,  Kansas  Division,  Inc.,  824  Tyler 
Street,  Topeka,  Kansas  66612. 

NATIONAL  METHODIST  CONVOCATION 
ON  MEDICINE  AND  THEOLOGY— April 
5,  6,  and  7,  1967;  Rochester,  Minnesota. 
Write  to:  National  Methodist  Convoca- 

tion, P.  0.  Box  102;  Rochester,  Minnesota 
55901. 


Scene 


1.  Medicare  and  Medicaid — 

High  on  the  list  of  health  legislation  to 
be  considered  by  the  new  Congress  conven- 
ing January  10  are  proposals  to  amend 
both  the  medicare  and  medicaid  programs. 

Proposed  medicare  amendments  would 
extend  the  program  to  the  disabled,  include 
podiatrists’  services,  add  out-patient  drugs 
to  Plan  B,  and  authorize  that  billing  for 
services  of  hospital-based  physician  special- 
ists be  put  back  under  hospitals. 

Sen.  Russell  B.  Long  (D.,  La.),  chairman 
of  the  Senate  Finance  Committee  which 
handles  medicare  and  medicaid  legislation, 
is  pushing  a proposal  designed  to  get  physi- 
cians to  prescribe  drugs  by  generic  terms 
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for  patients  under  federally-aided  medical 
programs.  Such  an  amendment  died  in  a 
conference  committee  in  the  final  days  of 
the  last  Congress. 

Amendments  to  limit  federal  expenditures 
under  medicaid  (Title  XIX)  are  expected  to 
get  early  consideration  by  the  House  Ways 
and  Means  Committee.  The  committee 
reached  agreement  on  such  legislation  short- 
ly before  adjournment  last  year,  but  it  was 
too  late  to  get  it  through  Congress. 

2.  Tax  Break  for  Physicians — 

One  of  the  final  pieces  of  legislation  passed 
by  Congress  in  1966  authorizes  liberaliza- 
tion of  the  Keogh  law  under  which  physi- 
cians get  a tax  break  for  savings  put  in 
qualified  pension  plans.  The  full  amount 
of  the  $2,500  annual  maximum  was  made  tax 
deductible.  Only  half  of  the  amount  was 
tax  deductible  under  the  original  law. 

3.  Health  Legislation — 

Other  health  legislation  approved  by  Con- 
gress in  1966  includes: 

Group  practice  — authorizes  federal  mort- 
gage guarantees  for  construction  of  non- 
profit group  practice  facilities. 

Health  services  — authorizes  the  Office  of 
Economic  Opportunity  (antipoverty)  to 
make  grants  for  comprehensive  health  serv- 
ices programs,  including  birth  control. 

Public  health  — authorizes  (1)  $145  mil- 
lion, one-year  extension  of  PHS  programs,  in- 
cluding $125  million  for  project  grants  for 
categorical  programs.  States  and  the  PHS 
are  given  greater  flexibility  in  spending  the 
money  among  the  various  categories  and  in- 
cluding other  “public  health”  projects;  (2) 
extends  the  federal-aid  vaccination  program 
for  three  years;  (3)  provides  for  family 
health  services  for  migratory  workers. 

Air  pollution  — authorizes  a three-year, 
$186  million  extension  of  the  federal  anti- 
air pollution  program  and  provides  broader 
authority  for  air  pollution  control  activities 
by  localities. 

Water  pollution  — authorizes  a $3.7  bil- 
lion, four-year  program  for  cleaning  the  na- 


tion’s waterways.  It  includes  initiation  of  a 
massive  program  for  combatting  pollution 
in  major  water  basins. 

Child  care  — prohibits  sale  of  toys  con- 
taining hazardous  substances  and  strength- 
ens existing  law  covering  household  haz- 
ardous substances ; does  not  contain  a dis- 
puted provision  covering  children’s  aspirin 
and  other  drug  controls  in  the  original  legis- 
lation. 

Narcotics  — permits  addicts  charged  with 
non-violent  crimes  to  choose  hospital  com- 
mitment instead  of  trial,  if  the  authorities 
agree,  or  could  be  sentenced  after  trial  to 
hospitals  for  rehabilitation. 

Packaging  — requires  that  over-the- 
counter  drugs  and  grocery  products  bear 
labels  clearly  showing  the  contents,  quantity, 
and  manufacturer. 

Mental  health  — amends  original  law  to 
provide  grants  to  assist  in  the  establishment 
and  initial  operation  of  community  mental 
health  centers. 

Research  laboratory  animals  — provides 
for  federal  regulations  covering  transporta- 
tion, purchase,  sale,  housing,  care,  handling 
and  treatment  of  such  animals. 

Military  medicare  — amends  existing  law 
to  provide  for  out-patient  care  in  a physi- 
cian’s office  and  to  include  retired  reservists 
and  their  dependents. 

Allied  health  professions  — authorizes 
$105  million  for  a three-year  program  to 
train  more  medical  technicians,  therapists 
and  other  allied  health  workers. 


4.  Alcoholism — 

The  federal  government  has  launched  an 
extensive  program  to  control  and  prevent  al- 
coholism. 

As  initial  steps.  Health,  Education  and 
Welfare  Director  John  W.  Gardner  estab- 
lished a National  Center  for  the  Prevention 
and  Control  of  Alcoholism  and  appointed  an 
18-member  National  Advisory  Committee  on 
Alcoholism. 

In  announcing  the  program,  Gardner  stat- 
ed its  two  major  aims: 
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1.  The  immediate  goal  of  making  the  best 
treatment  and  rehabilitation  services  avail- 
able to  those  who  need  them  now  — through 
both  the  stimulation  of  existing  resources 
and  the  development  of  new  manpower  and 
facilities. 

2.  The  long-range  goal  of  developing  ef- 
fective, practical,  and  acceptable  methods 
of  preventing  alcoholism  and  excessive 
drinking  in  all  their  destructive  forms  and 
developing  improved  therapeutic  techniques. 

Milton  Silverman,  special  assistant  to  the 
HEW  assistant  secretary  for  Health  and  Sci- 
entific Affairs,  was  named  coordinator  of  the 
program  and  executive  secretary  of  the  ad- 
visory committee. 

The  National  Center,  will  be  active  in  a 
number  of  major  areas  including:  basic  re- 
search, clinical  research,  education  and  pre- 
vention, consultation  and  training,  and  sup- 
port of  local  programs. 

“It  will  encourage  and  support  alcohol  re- 
search in  universities  and  research  centers 
and  it  will  also  conduct  studies  in  its  own 
laboratories,”  Gardner  said.  “It  will  not 
provide  treatment  for  alcoholics,  but  will 
concentrate  on  the  support  of  research, 
training,  and  control  programs. 

“We  realize  that  a program  of  this  kind 
cannot  stand  alone.  It  needs  widespread 
public  understanding  and  support.  We  will 
work  with  organizations  and  institutions  al- 
ready making  great  contributions  to  the 
prevention  and  control  of  alcoholism.  Our 
objective,  in  brief,  is  to  mobilize  public  and 
professional  efforts  on  the  scale  necessary 
to  overcome  the  blight  of  alcoholism.” 


Medicare 

Participation  of  Hospitals — 

The  conditions  for  participation  of  hos- 
pitals in  the  medicare  program  do  not  differ 
substantially  from  the  hospital  conditions 
published  last  February  15  in  the  form  of 
proposed  regulations,  Robert  M.  Ball,  Com- 
missioner of  Social  Security,  said  recently. 
One  significant  change  extends  recognition  to 
American  Osteopathic  Association’s  hospital 
accreditation  program.  Under  this  change. 


hospitals  accredited  by  the  American  Osteo- 
pathic Association  on  the  basis  of  a survey 
conducted  after  March  1966,  will  be  deemed 
to  meet  all  the  conditions  of  participation  ex- 
cept the  requirement  for  utilization  review. 

Other  changes  include  a more  precise  defi- 
nition of  the  role  of  the  consulting  pharma- 
cist and  the  functions  of  the  pharmacy  and 
therapeutics  committee ; also  a clearer  indica- 
tion that  a hospital  may  dispense  combina- 
tion drugs.  Ball  said  that  other  revisions  had 
to  do  with  the  clarification  of  the  staffing 
requirements  of  physical  and  occupational 
therapy  departments  of  hospitals,  medical 
libraries,  and  the  special  requirements  for 
psychiatric  hospitals. 

The  conditions  for  participation  are  model- 
ed after  the  long-established  standards  of  the 
Joint  Commission  on  the  Accreditation  of 
Hospitals,  a private  organization  which  has 
been  surveying  hospitals  since  1952. 


Military  Dependents 

Effective  October  1,  1966,  a new  program 
for  civilian  outpatient  benefits  is  established 
for  the  spouses  and  children  of  active  duty 
members  of  the  uniform  services.  Under  the 
expanded  program,  dependents  will  not  be 
required  to  obtain  a uniform  service  authori- 
zation for  outpatient  care  from  civilian 
sources.  Pending  revision  of  existing  claim 
forms,  all  sources  of  outpatient  care  by  phy- 
sicians will  be  submitted  on  the  current  DA 
1863-2  form.  The  services  of  professional 
personnel  are  authorized  in  a home,  office,  or 
outpatient  facility  of  a hospital. 

All  types  of  outpatient  care  are  covered 
except: 

1.  Dental  care  (if  not  required  as  a neces- 
sary adjunct  to  medical  or  surgical  treat- 
ment). 

2.  Routine  physical  examinations  and  im- 
munization (except  in  the  cases  of  spouses 
and  children  on  orders  to  travel  outside  the 
United  States). 

3.  Routine  care  of  the  newborn  well  baby. 

4.  Eyeglasses  or  eye  examinations. 

5.  Purchase  of  durable  equipment. 
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6.  Prosthetic  devices,  hearing  aids,  and 
orthopedic  shoes. 

Drugs  are  also  covered  under  the  new 
benefits.  These  are  limited  to: 

1.  Drugs  and  medicaments  obtainable  only 
by  written  prescription. 

2.  Insulin. 

Under  the  provisions  of  the  new  expanded 
program,  certain  deductibles  must  be  met  be- 
fore the  individual  dependent  is  eligible  for 
payment  of  a portion  of  the  outpatient 
charges  by  the  government.  Dependents  of 
active  duty  personnel  are  required  to  pay 
the  first  $50  per  person  or  collectively  $100 
per  family  of  outpatient  charges  during  a 
single  fiscal  year.  The  government  will  then 
pay  80%  of  the  charges  and  the  dependent 
the  remaining  20%. 


Know  Your 
Blue  Shield  Plan 


Is  Medicare-Extended  “Worth  the  Chips?” — 

We  have  had  many  people  ask  us  this,  in- 
cluding many  Nebraska  physicians.  Perhaps 
we  are  the  wrong  ones  to  ask,  since  we  ob- 
viously think  it  is  “Worth  the  Chips.”  In 
designing  the  Medicare  Extended  Program, 
we  had  the  same  two  choices  we  have  in 
designing  any  prepayment  program. 

1.  Develop  a program  that  seems  simple, 
that  everyone  will  think  they  understand 
and  that  from  a price  standpoint  looks  attrac- 
tive to  the  market,  or 

2.  Come  up  with  a program  that  will  do 
the  best  job  of  protecting  the  member  for 
the  least  possible  cost,  and  if  it’s  a little  com- 
plicated, try  and  explain  it  to  the  people. 

As  usual,  we  chose  the  latter  and  here  we 
are  trying  to  explain  our  point.  We  felt  the 
simplest  explanation  might  be  to  show  some 
samples  of  Medicare-Extended  benefits. 

On  a simple  seven  day  stay  the  patient 
must  pay  the  first  $40.00  of  the  hospital  bill 
and  if  their  deductible  has  not  been  met,  the 


first  $50.00  of  the  Physician  Charges  or 
$90.00.  Medicare-Extended  pays  this  plus 
20%  of  the  professional  charge  for  X rays 
and  lab  work,  depending  on  how  this  is  billed. 
The  important  thing  is  that  the  patient’s 
in-hospital  expenses  are  all  covered. 

Lets  take  a complicated  case  and  total  the 
possible  benefits: 


Part  “A”  Deductible  $ 40.00 

Part  “B”  Deductible 50.00 

Co-Insurance  from  60th  to  90th  day 

($10.00  per  day)  300.00 

90  In-Hospital  Visits  at  $5.00  per 

day  = $450.00  

20%  of  $450.00  after  $50.00  deductible 80.00 

Extended  Care  Facility  Co-Insurance 

20th  to  100th  day  ($5.00  daily) 400.00 

Physician  Visits  to  E.C.F.,  1 per  week 
at  $5.00  = $75.00 

20%  of  $75.00  15.00 

Co-Insurance  on  Professional  Fee  for 

Lab  and  X ray ? ? 


Total  Medicare-Extended  Benefits $885. 00± 


In  addition,  the  agreement  will  pay  the 
$20.00  deductible  and  20%  co-insurance  for 
outpatient  diagnostic  service  as  well  as  the 
charges  for  physicians  services  for: 

1.  Surgery 

2.  Accidental  injuries 

3.  X rays  - diagnostic  accidental  injuries 

4.  Radiation  therapy 

5.  Anesthesia  related  to  any  of  the 
foregoing. 

These  services  are  paid  in  full  (as  defined 
in  the  agreement)  or  at  20%  of  the  charge 
to  the  extent  the  $50.00  deductible  is  or  is 
not  satisfied. 

We  think  these  combined  benefits  afford 
a lot  of  protection  for  $5.50  per  month. 
There  are  policies  available  for  the  “gam- 
blers” where  they  might  make  a little  money 
under  the  right  circumstances,  but  they 
might  also  come  up  pretty  short  under  other 
circumstances. 

Basically,  we  simply  try  to  cover  the  need 
instead  of  just  “swap  dollars.”  We  realize 
Medicare-Extended  is  more  complicated  and 
needs  more  explaining,  but  we  think  it’s 
“Worth  the  Chips.” 
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ORGANIZATIONS.  STATE 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 

Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 

Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  MD,  President 
5 West  31st  Street,  Kearney,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 

Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “0”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
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The  Type  of  Practice  in  a given  field  is  indicated  for  physicians  on 
this  roster.  These  have  been  obtained  from  the  latest  edition  of 
the  Directory  of  the  American  Medical  Association. 

CODES  USED  FOR  TYPE  OF  PRACTICE 
ADM  Administrative  Medicine 

A Allergy  (sub-specialty  of  Internal  Medicine) 

ANES  Anesthesiology 

CD  Cardiovascular  Disease  (sub-specialty  of  Internal  Medicine) 

CHP  Child  Psychiatry  (sub-specialty  of  Psychiatry) 

CRS  Colon  and  Rectal  Surgery 

D Dermatology 

GE  Gastroenterology  (sub-specialty  of  Internal  Medicine) 

GP  General  Practice 

GPM  General  Preventive  Medicine  (special  field  of  Preventive  Medicine) 

GS  General  Surgery 

IM  Internal  Medicine 

NS  Neurological  Surgery 

N Neurology 

OBG  Obstetrics  and  Gynecology 

OM  Occupational  Medicine  (special  field  of  Preventive  Medicine) 

OPH  Ophthalmology 

ORS  Orthopedic  Surgery 

OTO  Otolaryngology 

PATH  Pathology 

PD  Pediatrics 

PDA  Pediatric  Allergy  (sub-specialty  of  Pediatrics) 

PDC  Pediatric  Cardiology  (sub-specialty  of  Pediatrics) 

PM  Physical  Medicine  and  Rehabilitation 

PS  Plastic  Surgery 

P Psychiatry 

PH  Public  Health  (special  field  of  Preventive  Medicine) 

PUD  Pulmonary  Diseases  (sub-specialty  of  Internal  Medicine) 

R Radiology 

TS  Thoracic  Surgery 

U Urology 
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FIRST  DISTRICT 

LEROY  \V.  LEE,  Councilor 


DOUGLAS 

OMAHA  — 681  -I-  two  digits  following 
address  — Zip  Code  for  Omaha 


T.O.P. 

Abts.  A.  W.  GP 

7906  Dodge  St.  (14) 

Adkins.  Nathan  R 

622  Doctors  Bldg.  (31) 

Aftonomos.  Lefkos  T GP 

5404  Ames  Ave.  (04) 

Aita,  .John  A.  N 

2302  No.  55th  St.  (04) 

Albertson.  L.  C. PUD 

4118  No.  78th  St.  (34) 

Allely.  John  R.  GP 

2533  So.  90th  St.  (24) 

Allen.  John  F.  (Life) 

La  Jolla.  Calif. 

Alliband.  George  T. OPH 

234  Doctors  Bldg.  (31) 

Allison.  George  J.  GP 

Ralston.  Nebr.  (68051) 

Andersen.  Alfred  C.  GP 

4826%  So.  24th  St.  (07) 

Anderson.  Harley  E.  OBG 

5002  Davenport  (32) 

Anderson.  Lawrence  L.  PS 

1336  Med.  Arts  Bldg.  (02) 

Angle.  Carol  R. PD 

418  So.  82nd  St.  (14) 

Angle.  Wm.  D.  CD 

418  So.  82nd  St.  (14) 

Antony.  Arthur  C.  GP 

5715  Military  Ave.  (04) 

Armbrust.  Walter GP 

5401  Leavenworth  (06) 

Arrasmith.  K.  Don  GP 

3610  Dodge  St.  (31) 

Austria.  G.  O.  GS 

2321  M St.  (07) 

Baca.  D.  E. GP 

2580  So.  90th  St.  (24) 

Bach.  Stanley  M.  ORS 

€25  Doctors  Bldg.  (31) 

Bantin.  C.  F.  (Life) 

6858  Minne  Lusa  Blvd.  (12) 

Bare.  James  E.  GP 

120  W.  2nd.  Papillion  (68046) 

Barmore.  John  L.  ANES 

8601  W.  Dodge  Rd.  (14) 

Barr>-.  M.  W.  IM 

1416  Med.  Arts  Bldg.  (02) 

Barry.  Richard  V.  IM 

1519  So.  55th  St.  (06) 

Barta.  Frank  R.  P 

303  So.  56th  St.  (32) 

Baum.  Cletus  J. OBG 

403  Center  Bldg.  (05) 

Baumgartner.  J.  C. 

Salt  Lake  City,  Utah 

Beber.  Meyer  IM 

4102  Woolworth  (05) 

Beitenman.  Edward  F 

Nebr.  Psychiatric  Inst.  (05) 

Bendorf,  D.  H.  GP 

5434  No.  42nd  St.  (11) 

Beran,  Russell  E. GP 

3610  Dodge  St.  (31) 

Best.  R.  Russell  GS 

609  Doctors  Bldg.  (31) 

Bevilacqua,  Lee  C.  GP 

4105  Harrison  (47) 

Bisgard,  J.  Dewey  GS 

542  Doctors  Bldg.  (31) 

Black.  Albert  S..  Jr.  PS 

216  Doctors  Bldg.  (31) 

Bleicher,  Jerome  E.  GS 

2602  J St.  (07) 

Blodig.  John  L.  P 

913  Med.  Arts  Bldg.  (02) 

Boelter.  Wm.  C. OBG 

534  Doctors  Bldg.  (31) 

Bohi,  Daniel  G. 

(In  Ser\’ice) 

Boler.  Thomas  D.  (Life)  U 

420  So.  38th  St.  (31) 

Bonniwell.  Chas.  M.  GP 

8613  No.  30th  St.  (12) 

Booth.  Richard  CD 

St.  Joseph’s  Hosp.  (08) 

Borghoff.  Joseph  J.  GS 

7906  Dodge  St.  (14) 


T.O.P 

Brannen.  Chas.  F.  GP 

1901  Missouri  Ave.  (07) 

Brazer.  J.  G.  IM 

5114  Lafayette  (32) 

Bressman,  (ihas.  M.  GP 

8613  No.  30th  St.  (12) 

Brett.  Dale  Edward  GS 

609  Doctors  Bldg.  (31) 

Brinkman,  H.  H.  GP 

5519  Military  Ave.  (04) 

Brodkey.  M.  H.  IM 

320  Med.  Arts  Bldg.  (02) 

Brody,  Alfred  W.  IM 

Creighton  Univ.  (02) 

Brown,  Arthur  C.  GP 

St.  Catherine’s  Hosp.  (08) 

Browne.  Kenneth  M.  NS 

924  Med.  Arts  Bldg.  (02) 

Brush.  John  H.  CRS 

1329  Med.  Arts  Bldg.  (02) 

Bucholz.  Donald  J.  IM 

3610  Dodge  St.  (31) 

Bunting,  Richard  R 

Clarkson  Hosp.  (05) 

Burney.  Dwight  W.,  Jr. ORS 

609  Doctors  Bldg.  (31) 

Bums.  B.  C.,  Sr. GP 

421  Farm  Credit  Bldg.  (02) 

Bums,  B.  C.,  Jr.  GP 

407  So.  86th  St.  (14) 

Cameron.  O.  J.  D 

1420  Med.  Arts  Bldg.  (02) 

Camazzo,  Anthony  J.  GS 

St.  Joseph’s  Hosp.  (08) 

Carnazzo,  S.  J.  GS 

723  Barker  Bldg.  (02) 

Carp,  Oscar  OTO 

515  Med.  Arts  Bldg.  (02) 

Carter,  James  G.  ANES 

8601  W.  Dodge  Rd.  (14) 

Carter,  William  S.  OTO 

234  Doctors  Bldg.  (31) 

Cassidy.  W.  A.  (Life)  OTO 

200  No.  55th  St.  (32) 

Catania,  Nancy  GP 

820  Med.  Arts  Bldg.  (02) 

Cegielski,  M.  GS 

2602  J.  St.  (07) 

Christensen,  J.  B.  CRS 

1329  Med.  Arts  Bldg.  (02) 

Christlieb,  J.  M.  GP 

1701  Bellevue  Blvd.  (47) 

Clark,  W.  M.  GP 

1113  Redick  Tower  (02) 

Cleaver,  Edgar  P 

6104%  Military  (04) 

Clemens.  Richard  P.  GP 

7324  Maple  (34) 

Cochran,  Robert  M.  GS 

452  Aquila  Ct.  (02) 

Coe,  John  D.  GS 

409  Doctors  Bldg.  (31) 

Comine,  J.  J.  GP 

412  Med.  Arts  Bldg.  (02) 

Connolly,  E.  A.  GS 

502  Med.  Arts  Bldg.  (02) 

Connor,  P.  James  IM 

628  Med.  Arts  Bldg.  (02) 

Connors.  E.  K.  GS 

317  Doctors  Bldg.  (31) 

Cook,  Lyman  J.  ( Life)  GP 

1612  Med.  Arts  Bldg.  (02) 

Cotton.  Walter  T.  OBG 

834  Doctors  Bldg.  (31) 

Courtney.  J.  E.  GS 

730  City  Natl.  Bank  Bldg.  (02) 

Crofoot,  Michael  PD 

542  Doctors  Bldg.  (31) 

Crotty,  Richard  Q.  D 

634  Doctors  Bldg.  C31) 

Cuka,  Denis  ANES 

2105  So.  122nd  St.  (44) 

(Lancaster  Co.) 

Davis.  Allan  OTO 

422  Doctors  Bldg.  (31) 

Davis,  Herbert  H.  (Life) 


P.  O.  Box  1411,  Peony  Park 


Sta.  (14) 

Davis  J.  Calvin  (Life)  OTO 

425  Aquila  Ct.  (02) 

Davis,  J.  Calvin,  III  IM 

325  Doctors  Bldg.  (31) 

Davis.  John  B.  GS 

734  Doctors  Bldg.  (31) 

Davis,  Neal  U 

416  So.  93rd  St.  (14) 


T.O.P. 

DeLanney,  L.  A.  (Life) 

Walnut  Creek.  Calif. 

Dendinger,  W.  M.  GP 

402  Aquila  Ct.  (02) 

Denker.  John  C.  GP 

Valley,  Nebr.  (68064) 

Dewey,  John  L.  A 

104  So.  39th  St.  (31) 

Dickerson,  Wm.  J IM 

3610  Dodge  St.  (31) 

Dinsmore,  James  ORS 

209  So.  42nd  St.  (31) 

Donahue,  Francis  D.  GS 

1204  Med.  Arts  Bldg.  (02) 

Donelan,  James  P.  ADM 

Guarantee  Mutual  Life  Ins. 

Co.  (14) 

Donelan,  James  S.  ANES 

8601  W.  Dodge  Rd.  (14) 

Donovan.  James  M.  PD 

1325  So.  72nd  St.  (24) 

Doolittle,  H.  H.  OBG 

2580  So.  90th  St.  (24) 

Dowell.  D.  A.  R 

816  Med.  Arts  Bldg.  (02) 

Drdla,  ’Theodore  GP 

460  Aquila  Ct.  (02) 

Drozda,  Joseph  P.  GP 

1315  Deer  Park  Rd.  (08) 

Dunlap.  James  P 

711  Med.  Arts  Bldg.  (02) 

Dunn,  D.  E.  GP 

8053  Blondo  Plaza  (34) 

Dunn,  F.  Lowell  IM 

847  Fairacres  Rd.  (32) 

Dutch,  Stephen  J.  N 

301  Doctors  Bldg.  (31) 

Dworak,  Henry  L.  GP 

503  Center  Bldg.  (051 

Eagle.  Frank  L.  OPH 

1620  Med.  Arts  Bldg.  (02) 

Eaton,  Louise  CHP 

Nebr.  Psychiatric  Inst.  (05) 

Eaton,  Merrill  T.  P 

Nebr.  Psychiatric  Inst.  (05) 

Egan,  Richard  L.  IM 

Creighton  Univ.  (02) 

Egan.  Wm.  J.  GP 

7815  Harney,  No.  8 (14) 

Egan.  Wm.  P.  P 

St.  Joseph  Hosp.  (08) 

Elston,  Harry  R.  GS 

4930  So.  24th  St.  (07) 

Elston,  James  H.  OBG 

1107  Med.  Arts  Bldg.  (02) 

Endres,  G.  L.  D 

5815  Ohio  (04) 

Engdahl.  Wallace  E.  GP 

8613  No.  30th  St.  (12) 

Ewing.  John  D.  GS 

1622  Med.  Arts  Bldg.  (02) 

Faier,  Robert  G.  OPH 

1528  Med.  Arts  Bldg.  (02) 

Fangman,  Richard  J.  IM 

5002  Dodge  St.  (32) 

Farrell,  Chester  H.  P 

721  Med.  Arts  Bldg.  (02) 

Farrell,  Robert  F.  (Life) 

San  Francisco,  Calif. 

Feldhaus,  Richard  GS 

4002  So.  42nd  St.  (07) 

Fellman,  A.  C.  GP 

309  Doctors  Bldg.  (31) 

Fellows,  Chas.  E.  GP 

10806  Prairie  Hills  Dr.  (44) 

Fieber,  Warren  W.  ANES 

Univ.  of  Nebr.  (05) 

Filkins,  John  C.  OPH 

521  Doctors  Bldg.  (31) 

Finlayson.  Alister  I.  NS 

924  Med.  Arts  Bldg.  (02) 

Fisher,  Eugene  GP 

9006  Ohio  (34) 

Fitch,  Donald  Max  PATH 

Univ.  of  Nebr.  Hosp.  (05) 

Fitzgibbons,  Robert  J.  GS 

1412  Med.  Arts  Bldg.  (02) 

Fitzmaurice,  Francis  PD 

2820  So.  32nd  Ave.  (05) 

Fleishman.  Ma.x  PUD 

260  Aquila  Ct.  (02) 

Fleming.  E.  F.  ANES 

3650  Burt  St.  (31) 
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T.O.P. 

Foley.  John  F.  IM 

Univ.  Hosp.  (05) 

Ford.  Edward  PD 

2602  J St.  (07) 

Foster.  Miles  E..  Jr.  PATH 

Sycamore  Farm,  Waterloo, 

Nebr.  (68069) 

Francis.  Marvin  G.  GP 

201  E.  20th  Ave.,  Bellevue 
(68005) 

Frank,  Muriel  N.  ANES 

Methodist  Hosp.  (31) 

Freed.  Albert  E.  IM 

8019  W.  DodRe  Rd.  (14) 

Frost,  Dwight  M.  PM 

3240  Maplewood  Blvd.  (34) 

Gardiner,  J.  F.  IM 

628  Med.  Arts  Bldg.  (02) 

Gatewood.  John  W.  GS 

8601  W.  Dodge  Rd.  (14) 

Gedgoud,  John  L.  PD 

3925  Dewey  (05) 

George,  John  H.  OBG 

410  S.  Saddle  Cr.  Rd.  (96) 

Gibbs,  Gordon  E PD 

Univ.  of  Nebr.  (05) 

Giegerich,  W.  F.  GE 

Bergan  Mercy  Hosp.  (06) 

Giffen.  Horace  K.  PATH 

432  So.  39th  St.  (31) 

Gifford.  Harold  OPH 

1620  Med.  Arts  Bldg.  (02) 

Giles.  Wm.  F.  P 

915  Med.  Arts  Bldg.  (02) 

Gillies.  Ray  O..  Jr.  OTO 

631  Med.  Arts  Bldg.  (02) 

Gleeson,  John  J.  (Life) 

Dec.  3-2-66 

Glow,  Donald  Thomas  PD 

3925  Dewey  Ave.  (05) 

Goodrich,  Guy  W.  GP 

1107  So.  79th  St.  (24) 

Graham.  William  E.  IM 

8721  Shamrock  Rd.  (14) 

Graves.  Harris  B.  GP 

434  Doctors  Bldg.  (31) 

Greenberg,  A.  (Life)  GP 

320  Med.  Arts  Bldg.  (02) 

Greenberg.  M.  M.  OPH 

1421  Dodge  St.  (02) 

Greenberg,  Richard  S. OPH 

1421  Dodge  St.  (02) 

Greene.  Arthur  M.  IM 

501  Doctors  Bldg.  (31) 

Greene,  Earl  G.,  Jr.  PATH 

3703  Mormon  (12) 

Grier,  John  J.  OBG 

1107  Med.  Arts  Bldg.  (02) 

Grier,  M.  E.  (Life)  OBG 

828  Med.  Arts  Bldg.  (02) 

Grier.  Thomas 
Caresbad,  Calif. 

Grissom,  Robert  L.  IM 

Univ.  of  Nebr.  (05) 

Gross,  Joseph  F.  ORS 

1307  Med.  Arts  Bldg.  (02) 

Gurnett.  Thos.  J.  IM 

527  Med.  Arts  Bldg.  (02) 

Hadley,  Richard  A.  PDA 

Univ.  of  Nebr.  (05) 

Hahn.  Robeil  E.  OPH 

8601  W.  Dodge  Rd.  (14) 

Haller.  Michael  GP 

4105  Harrison  (47) 

Hamilton,  Clif  S.  TS 

535  Doctors  Bldg.  (31) 

Hamme'.  Donald  L.  IM 

4815  Dodge  St.  (32) 

Hamsa,  W.  R.,  Jr.  ORS 

609  Doctors  Bldg.  (31) 

Hamsa.  W.  R.,  Sr.  ORS 

609  Doctors  Bldg.  (31) 

Hanisch,  Louis  E.  TS 

320  Doctors  Bldg.  (31) 

Hankins,  Chas.  R.  IM 

823  Doctors  Bldg.  (31) 

Hansen,  Clifford  H.  IM 

8601  W.  Dodge  Rd.  (14) 

Hardy,  C.  C.  (Life) 

Willoughby,  Ohio 

Harman.  Denham  IM 

Univ.  of  Nebr.  (05) 

Hartigan,  John  IM 

527  Med.  Arts  Bldg.  (02) 

Hartmann.  Clarence  GP 

6025  Ogden  (04) 

Harvey.  Donald  = GP 

412  S.  Saddle  Cr.  Rd.  (06) 

Hasl.  Robert  F.  IM 

1016  Med.  Arts  Bldg.  (02) 

Hawkins,  Robert  E.  OTO 

8601  W.  Dodge  Rd,  (14) 

Heaney,  Robert  IM 

Creighton  Univ.  (31) 


T.O.P. 

Heffron,  John  F.  OBG 

2580  So.  90th  St.  (24) 

Henderson,  Harry  C.  P 

105  So.  49th  St.  (32) 

Henn,  Mary  J.  IM 

Univ.  of  Nebr.  (05) 

Hession,  John  F.  IM 

7326  Maple  St.  (34) 

Heumann,  J.  M.  F.  (Life)  GP 

6110  Military  Ave.  (04) 

Heywood,  Leo  T.  OBG 

828  Med.  Arts  Bldg.  (02) 

Hickey.  Charles  (Life)  GP 

Bennington,  Nebr.  (68007) 

Hill.  F.  C.  GS 

636  Med.  Arts  Bldg.  (02) 

Hodgson,  Paul  E.  GS 

Univ.  Hosp.  (05) 

Hoffman,  Kenneth  C.  PATH 

Immanuel  Hosp.  (11) 

Holcombe,  Robt.  C.  IM 

3610  Dodge  St.  (31) 

Holden.  W.  J.  OBG 

1325  So.  72nd  St.  (24) 

Holthaus.  Joseph  M.  IM 

Creighton  Univ.  (02) 

Hood,  L.  Thomas  ORS 

209  So.  42nd  St.  (31) 

Hoody,  Steve  GP 

4951  Center  St.  (06) 

Hornsby,  L.  G.  CHP 

Nebr.  Psychiatric  Inst.  (05) 

Horwich,  Joseph  M.  GP 

717  Kilpatrick  Bldg.  (31) 

Hotz,  Harley  GP 

1013  Redick  Tower  (02) 

Howard,  M.  C.  IM 

1776  No.  52nd  St.  (04) 

Hruby,  Allan  J.  GP 

3169  Leavenworth  (05) 

Hubbard,  Theodore  F. IM 

639  Doctors  Bldg.  (31) 

Hughes,  Leo  V.  GP 

3610  Dodge  St.  (31) 

Hughes.  W.  T.  (Life)  GP 

Gretna.  Nebr.  (68028) 

Hull,  Wayne  M.  (Life) 

St.  Petersburg,  Fla. 

Hungerford,  Wm.  E.  GP 

1904  Spencer  St.  (10) 

Hunt.  H.  B.  R 

Univ.  of  Nebr.  (05) 

Hyde.  John  R.  ANES 

1325  So.  72nd  St.  (24) 

Iwersen,  Frank  J.  ORS 

1307  Med.  Arts  Bldg.  (02) 

Jackson.  Donald  R.  IM 

8601  W.  Dodge  Rd.  (14) 

James,  Lawrence  R.  R 

728  Doctors  Bldg.  (31) 

Jaros,  S.  H.  A 

104  So.  39th  St,  (31) 

Jenkins,  Harry  IM 

1113  Redick  Tower  (02) 

Jensen,  Werner  P.  ORS 

3568  Dodge  St.  (31) 

Jensen,  William  C.  GP 

9006  Ohio  (34) 

Jemstrom,  Roger  OBG 

410  S.  Saddle  Cr.  Rd.  (06) 

Johnson,  George  N.  GS 

3569  Leavenworth  (05) 

Johnson.  Gordon  F.  R 

728  Doctors  Bldg.  (31) 

Johnson,  Herman  F.  (Life)  ORS 

209  So.  42nd  St.  (31) 

Johnson,  J.  A.  (Life)  IM 

602  Omaha  L.  & B.  Assn.  (02) 

Johnson,  Richard  N.  GP 

3932  So.  24th  St.  (07) 

Johnson.  Wm.  H.  GS 

2912  Manderson  (11) 

Jones,  John  ANES 

Univ.  of  Nebr.  Hosp.  (05) 

Jones.  Robert  Dale  P 

105  So.  49th  St.  (32) 

Judd.  J.  H.  OPH 

234  Doctors  Bldg.  (31) 

Jurgensen,  Wm.  W.  R 

911  So.  113th  St.  (54) 

Kadavy,  G.  J.  (Life)  GP 

2703  So.  16th  St.  (08) 

Kalin,  John  A.  GP 

1909  No.  81st  St.  (14) 

Kammandel,  Heniy U 

416  Doctors  Bldg.  (31) 

Karrer,  F.  William  GS 

8601  W.  Dodge  Rd.  (14) 

Keegan,  J.  Jay  (Life)  NS 

669  No.  57th  St.  (32) 

Kelley,  J.  Whitney  P 

1513  Med,  Arts  Bldg.  (02) 

Kelley,  Wm.  E.  D 

8601  W.  Dodge  Rd.  (14) 


T.O.P. 

Kelley,  Gerard  R 

816  Med.  Arts  Bldg.  (02) 

Kelly,  James  F.,  Jr.  R 

816  Med.  Arts  Bldg.  (02) 

Kelly,  James  F.,  Sr.  R 

816  Med.  Arts  Bldg.  (02) 

Kemp.  Daniel  GP 

2218  L St.  (07) 

Kemp,  Wm.  T.  GP 

3001  No.  16th  St.  (10) 

Kennedy.  John  C.  GS 

Methodist  Hosp.  (31) 

Kenney,  Emmet  M.  P 

Nebr.  Psychiatric  Inst.  (05) 

Kenney.  Neil  P.  R 

816  Med.  Arts  Bldg.  (02) 

Kershaw,  Vincent  E.  GP 

10914  Prairie  Hills  Dr.  (44) 

Kirchner.  John  R.  GP 

677  No.  59th  St.  (32) 

Kirk.  E.  J.  IM 

434  Aquila  Ct.  (02) 

Klabenes,  Frank  J.  OTO 

234  Doctors  Bldg.  (02) 

Klein.  Robert  J.  ORS 

1307  Med.  Arts  Bldg.  (02) 

Koszewski.  Bohdan  J.  IM 

4002  So.  42nd  St.  (07) 

Kovar,  W.  R.  OBG 

3610  Dodge  St.  (31) 

Kovarik,  James  R.  OBG 

8601  W.  Dodge  Rd.  (14) 

Kratochvil,  Bernard  ORS 

1307  Med.  Arts  Bldg.  (02) 

Kroupa,  W.  E.  ^ OBG 

8601  W.  Dodge  Rd.  (14) 

Kulesh,  Morton  H.  PATH 

530  Loveland  Dr.  (14) 

Ladwig.  Harold  A.  N 

302  City  Natl.  Bank  Bldg.  (02) 

Langdon,  Edward  IM 

823  Doctors  Bldg.  (31) 

Langdon.  Frederick.  J.  OBG 

3610  Dodge  St.  (31) 

Langdon.  Robert  M,  OBG 

6025  Ogden  (04) 

Langsam,  Victoria  H.  D 

3610  Dodge  St.  (31) 

Lanspa,  Eugene  F.  GP 

4951  Center  St.  (06) 

Larsen,  Arthur  L.  PATH 

701  Doctors  Bldg.  (31) 

Latenser,  John  GS 

809  Doctors  Bldg.  (31) 

Latta.  C.  Rex  OPH 

710  Doctors  Bldg.  (31) 

Leahy.  James  J.  PD 

1325  N.  Saddle  Cr.  Rd.  (32) 

Lee.  Leroy  W.  U 

800  Doctors  Bldg.  (31) 

Lehnhoff,  Henry  J.  IM 

720  Doctors  Bldg.  (31) 

Lemon,  Henry  M.  IM 

Univ.  of  Nebr.  Hosp.  (05) 

Lempka,  Arnold  W.  GS 

502  Med.  Arts  Bldg.  (02) 

Lennox,  G.  B.  (Life)  GP 

2527  Patrick  St.  (11) 

Levin.  Hugh  S.  : CD 

2305  So.  10th  St.  (08) 

Lewis.  Jack  K.  IM 

5015  Dodge  St.  (32) 

Lewis.  Kirk  C.  OBG 

8613  No.  30th  St.  (52) 

Lewis.  Raymond  G.  IM 

5015  Dodge  St.  (32) 

Lipp.  Frank  E.  (Life) 

406  No.  49th  St.  (32) 

Lombardo.  Anthony  J.  PD 

3929  Harney  (31) 

Long.  Robert  S.  IM 

8721  Shamrock  Rd.  (14) 

Longo,  Charles  A.  GP 

2227  Jefferson,  Bellevue, 

Nebr.  (68805) 

Longo.  Joseph  A.  GP 

302  No.  22nd  St.  (02) 

Look.  Charles  E.  PD 

3610  Dodge  St.  (31) 

Loomis.  George  W.  IM 

720  Doctors  Bldg.  (31) 

Lorincz,  Albert  B. 

Chicago,  111. 

Lovgren,  Robert  E.  OTO 

719  Doctors  Bldg.  (31) 

Luby,  Robert  J.  OBG 

828  Med.  Arts  Bldg.  (02) 

Lucas,  J.  F.  GP 

815  W.O.W.  Bldg.  (02) 

Luikart,  Ralph  (Life)  OBG 

5406  Izard  St.  (32) 


December,  1966 
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T.O.P. 


Lyman,  E.  D.  PH 

1201  So.  42nd  St.  (05) 

Ma^id.  Bernard  OBG 

201  Doctors  Bldg.  (31) 

Magiera.  Stephen  L.  IM 

8601  W.  Dodge  Rd.  (14) 

Magruder.  Thomas  G. GP 

2804  So.  84th  St.  (24) 

Mailliard.  James  A.  IM 

527  Med.  Arts  Bldg.  (02) 

Malashock,  EMward  M.  U 

800  Doctors  Bldg.  (31) 

Mangimelli.  Samuel  T.  GP 

723  Barker  Bldg.  (02) 

Mardis.  Hal  U 

416  Doctors  Bldg.  (31) 

Margolin.  J.  Milton  GP 

902  Med.  Arts  Bldg.  (02) 

Margolin.  Morris  (Life)  IM 

902  Med.  Arts  Bldg.  (02) 

Marsh,  P.  Wayne  PD 

Creighton  Univ.  (31) 

Martin.  Paul  J.  GP 

1319  Med.  Arts  Bldg.  (02) 

Mauer,  R.  T.  GP 

1'*90  Med.  Arts  Bldg.  (02) 

Maynard.  James  H.  GP 

2505  No.  50th  St.  (04) 

McArdle,  G.  Prentiss  R 

1215  Med.  Arts  Bldg.  (02) 

McAvin,  J.  S.  (Life)  R 

Lutheran  Hosp.  (31) 

McCarthy,  Harry  H.  TS 

326  Med.  Arts  Bldg.  (02) 

McCarthy,  J.  D.  (Life) 

Ft.  Lauderdale.  Fla. 

McCarthy.  John  O.  OBG 

401  Center  Bldg.  (05) 

McCasIin.  Joseph  GP 

6016  Ames  Ave.  (04) 

McCleneghan.  Sam  (Life) 

Rt.  1.  Valley.  Nebr.  (68065) 

McCormick,  Keith  M.  GS 

3610  Dodge  St.  (31) 

McDermott,  Arnold  GP 

712  Med.  Arts  Bldg.  (02) 

McDonald,  Raymond  R 

617  Med.  Arts  Bldg.  (02) 

McFadden.  Harrv  W.,  Jr. PATH 

701  Doctor^  (31) 

McGoogan.  Leon  S.  OBG 

8601  W.  D'd<re  Rd.  (14) 

Mclntire.  Matilda  S.  PD 

602  So.  44th  St.  (05) 

Mclntire.  W.  C.  OPH 

3610  Dodge  St.  (31) 

McKinney,  Daniel  L.  NS 

227  Med.  Arts  Bldg.  (02) 

McLaughlin,  C.  W.,  Jr.  GS 

409  Doctors  Bldg.  (31) 

McLeay,  John  F.  GS 

1118  Med.  Arts  Bldg.  (02) 
McMartin,  W.  J.  U 

603  City  Natl.  Bank  Bldg.  (02) 

McMillan.  Aaron  M.  GP 

2854  Wirt  St.  (11) 

McMurtrey,  George  B.  GS 

110  Doctors  Bldg.  (31) 

McNamara.  Lee  T.  GP 

334  Doctors  Bldg.  (31) 

McWhorter.  Clarence  PATH 

701  Doctors  Bldg.  (31) 

Mead.  Beverley  P 

St.  Joseph’s  Hosp.  (08) 

Meissner.  Richard  OPH 

521  Doctors  Bldg.  (31) 

Melcher.  Wm.  C.  ANES 

10060  Miami  (34) 

Melcher.  Wm.  H.  (Life) 

9232  Dorcas  (24) 

Menolascino,  Frank  J.  P 

2318  So.  102nd  (34) 

Mergens.  D.  N.  GP 

6220  Maple  (04) 

Messer.  Robert  H.  OBG 

Univ.  Hosp.  (05) 

Meyers,  V.  Wm.  GS 

7330  Maple  (34) 

Miller,  Daniel  M.  GS 

326  Doctors  Bldg.  (31) 

Miller,  Fletcher  A.  GS 

St.  Joseph’s  Hosp.  (08) 

Minard,  David  W. ORS 

3610  Dodge  St.  (31) 

Minthorn.  Murray  F.  GP 

5620  Ames  (04) 

Mitchell.  John  R.  PD 

1325  So.  72nd  (24) 

Mnuk,  Frank  J.  GP 

3374  So.  1.3th  (08) 

Moody,  W.  B.  (Life) 

1017  No,  63rd  St.  (.32) 

Moon.  C.  F.  (Life)  OBG 


410  S.  Saddle  Cr.  Rd.  (06) 


T.O.P. 


Moore,  Ralph  C.  R 

2017  So.  107th  St.  (07) 

Mooring,  Paul  K.  PD 

301  Doctors  Bldg.  (31) 

Moragues,  Vincent  PATH 

Creighton  Univ.  (31) 

Moran,  C.  S.  PATH 

Archbishop  Bergan  Mercy 
Hosp.  (06) 

Morris.  Haskell  IM 

530  Med.  Arts  Bldg.  (02) 

Morrison.  Wm.  Howard  OPH 

710  Doctors  Bldg.  (31) 

Morrow,  Paul  N.  PD 

3610  Dodge  St.  (31) 

Mountford,  Stanley  GP 

Millard,  Nebr.  (68043) 

Muehlig.  G.  Kenneth  P 

636  Med.  Arts  Bldg.  (02) 

Muehlig,  W.  A.  NS 

636  Med.  Arts  Bldg.  (02) 

Muffly,  Robert  Benton  P 

Nebr.  Psychiatric  Inst.  (05) 

Mulcahy,  Gabriel  PATH 

2206  So.  84th  St.  (24) 

Mundt,  Willis  R 

622  Doctors  Bldg.  (31) 

Murphy,  Albert  V.  IM 

1319  Med.  Arts  Bldg.  (02) 

Murphy.  Charles  M.  GP 

5901  Military  Ave.  (04) 

Murphy.  J.  Harry  (Life)  PD 

8601  W.  Dodge  Rd,  (14) 

Murphy.  Jerome  P.  GS 

7701  Pacific.  No.  207  (14) 

Murphy,  Robert  E.  PD 

204  So.  42nd  St.  (31) 

Murray,  Robert  G.  GP 

Benson  Medical  Center  (04) 

Muskin,  Nathan  IM 

2602  J St.  (07) 

Musselman,  Merle  M.  GS 

Univ.  of  Nebr.  (05) 

Neis,  Delbert  D.  TS 

525  Doctors  Bldg.  (31) 

Neligh,  Rosalie  B, 

Council  Bluffs,  Iowa 

Nelson,  Floyd  C.  GP 

2734  No.  61st  St.  (04) 

Nemec,  C.  J.  (Life)  GP 

1908  So.  15th  St.  (08) 

Neu,  Harold  N.  IM 

207  So.  42nd  St.  (31) 

Niehaus,  Fredrich  W.  (Life)  IM 

824  Doctoi's  Bldg.  (31) 

Niehaus,  Karl  IM 

824  Doctors  Bldg.  (31) 

Nilsson,  Donald  C.  A 

4209  Douglas  (31) 

Nolan,  James  R.  OBG 

9015  Arbor  (24) 

Novak.  W.  F.  U 

307  Med.  Arts  Bldg.  (02) 

Oberst.  Byron  B.  PD 

3925  Dewey  (05) 

Offerman,  A.  J.  GP 

4805V2  So.  24th  St.  (07) 

O’Heam,  J.  J.  (Life)  GP 

4811  So.  24th  St.  (07) 

Olnhausen,  Ronald  W.  IM 

3610  Dodge  St.  (31) 

Olson,  Leland  J.  OBG 

201  Doctors  Bldg.  (31) 

O’Neil,  Gerald  C.  PD 

3610  Dodge  St.  (31) 

O’Neil,  James  J.  OTO 

612  Med.  Arts  Bldg.  (02) 

Organ.  Claude  H.  GS 


914  Med.  Arts  Bldg.  (02) 
Osborn,  Leslie  A. 

Rockford,  Illinois 
Owens,  C.  A.  (Life) 
Tucson.  Arizona 


Pantano,  Anthony  R.  GP 

1325  So.  72nd  St.  (24) 

Parkison.  Donald  GP 

Millard  Shopping  Center 
Millard.  Nebr.  (68043) 

Parks,  Dean  L. 

(In  Service) 

Paustian,  Frederick  F.  IM 

301  Doctors  Bldg.  (31) 

Pavelka.  Donald  IM 

8601  W.  Dodge  Rd.  (14) 

Pearse.  Warren  H.  OBG 

Univ.  Hosp.  (05) 

Peartree,  Sherwood  P.  OPH 

227  Med.  Arts  Bldg.  (02) 

Pederson,  E.  Stanley R 

622  Doctors  Bldg.  (31) 

Pemberton,  John  W.  OPH 

8601  W.  Dodge  Rd.  (14) 


T.O.P. 


Pepper,  M.  L.  IM 

8601  W.  Dodge  Rd.  (14) 

Perrin,  Theodore  PATH 

St.  Joseph’s  Hosp.  (08) 

Perry.  S.  H.  GP 

1505  No.  48th  St.,  No.  15  (04) 
(Dawson  Co.) 

Peters.  Richard  GS 

9015  Arbor  (24) 

Peterson.  Margaret  H.  P 

Nebr.  Psychiatric  Inst.  (05) 

Peterson,  Ronald  I.  GP 

6025  Ogden  (04) 

Pinne,  George  F.  D 

421  Doctors  Bldg  (31) 

Pirotte,  Richard  A.  GP 

9015  Arbor  (24) 

Placek,  Louis  T.  OTO 

211  Med.  Arts  Bldg.  (02) 

Pleiss,  Joseph  A.  IM 

662  No.  55th  St.  (34) 

Poepsel.  Howard  F.  U 

1012  Med.  Arts  Bldg.  (02) 

Potter.  Stanley  E.  GS 

609  Doctors  Bldg.  (31) 

Potthoff,  Carl  J.  PH 

Univ.  of  Nebr.  (05) 

Pratt.  Peyton  T.  IM 

600  Doctors  Bldg.  (31) 

Prescher.  Donald  A.  GP 

5404  Ames  (04) 

Pruner.  A.  C.  (Life)  GP 

717  Med.  Arts  Bldg.  (02) 

Pullman,  George  R.  R 

Lutheran  Hosp.  (31) 

Quinlan.  Maurice  F.  GP 

6016  Ames  (04) 

Quiring.  Henry  J.  GP 

2734  No.  61st  St.  (04) 

Ranee,  W.  T.  GP 

730  City  Natl.  Bank  Bldg.  (02) 

Rasgorshek.  R.  H.  OPH 

425  Aquila  Ct.  (02) 

Rasmussen,  John  A.  GS 

609  Doctors  Bldg.  (31) 

Rath,  Hans  GS 

320  Doctors  Bldg.  (31) 

Rath,  Otto  G.  - PD 

3929  Harney  (31) 

Read,  Paul  S.  GP 

6025  Ogden  (04) 

Redgwick,  J.  P.  OBG 

410  S.  Saddle  Cr.  Rd.  (06) 

Reedy,  Wm.  J.  — IM 

207  So.  42nd  St.  (31) 

Rees,  Barney  B.  GS 

419  Doctors  Bldg.  (31) 

Reichstadt,  Paul  F.  GP 

3001  No.  16th  St.  (10) 

Reighter,  Kenneth  M.  GP 

3665  Q St.  (07) 

Retelsdorf,  C.  Lee  GP 

3610  Dodge  St.  (31) 

Ries,  Gerald  ORS 

3568  Dodge  St.  (31) 

Rigby,  Perry  G.  IM 

Univ.  of  Nebr.  (05) 

Ring,  Floyd  O.  P 

Union.  Nebr.  (68455) 

Robertson,  G.  E.  PD 

308  So.  39th  St.  (31) 

Roffman,  Larry OBG 

834  Doctors  Bldg.  (31) 

Root,  Charles  M.  IM 

3610  Dodge  St.  (31) 

Roth.  Wm.  F.  P 

Nebr.  Psychiatric  Inst.  (05) 

Rouse.  James  W.  U 

1012  Med.  Ai-ts  Bldg.  (02) 

Rubnitz.  A.  S.  (Life)  PATH 

732  Med.  Arts  Bldg.  (02) 

Rumbolz,  Wm.  L.  OBG 

410  S.  Saddle  Cr.  Rd.  (06) 

Runco,  Vincent  CD 

St.  Joseph’s  Hosp.  (08) 

Ryder,  James  E.  GP 

1901  Missouri  Ave.  (07) 

Sage,  John  C.  IM 

8721  Shamrock  Rd.  (14) 

Sasse,  Carl  W.,  Jr.  GS 

8601  W.  Dodge  Rd.  (14) 

Schack,  Colin  B.  OBG 

410  S.  Saddle  Cr.  Rd.  (06) 

Schenken.  Jerold  R.  PATH 

Methodist  Hosp.  (31) 

Schenken.  John  R.  PATH 

Methodist  Hosp.  (31) 

Schlichtemier,  J.  P.  R 

216  So.  85th  St.  (14) 

Schmitz,  W.  H..  Sr.  U 


611  City  Natl.  Bank  Bldg.  (02) 
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Nebraska  S.  M.  J. 


T.O.P. 

Schmitz.  Wm.  Jr.  U 

611  City  Natl.  Bank  Bld^.  (02) 

Scholz,  Jack  V.  GP 

8019  Ontario  (24) 

(Dawson  Co.) 

Schreiner.  Gilbert  C.  PD 

3929  Harney  (31) 

Schultz.  Lloyd  GS 

325  Doctors  B\dg.  (31) 

Schwertley.  F.  J.  (Life)  GP 

614  Parker  Bldg.  (02) 

Scott.  John  W.  PATH 

701  Doctors  Bldg.  (31) 

Scott.  Joseph  C.  OBG 

Univ.  of  Nebr.  (05) 

Scott.  Nathaniel  C.  R 

5914  No.  52nd  St.  (04) 

Scott-Miller,  James  R.  ORS 

3929  Harney  (31) 

Shapiro,  Irving  GP 

2010  No.  66th  St.  (04) 

Shearer.  W.  L.  (Life) 

St.  Paul,  Minn. 

Shramek.  C.  J.  GP 

511  Redick  Tower  (02) 


Simanek.  George  F.  (Life) 
Colorado  Springs.  Colo. 
Simmons.  E.  E.  (Life) 

8322  No.  37th  St.  (12) 
Simonds,  Francis  L.  (Life) 


615  So.  38th  St.  (05) 

Simons,  Milton  PATH 

701  Doctors  Bldg.  (31) 

Sinnott.  John  J.  OBG 

4001  So.  50th  St.  (17) 

Sjogren.  Merle P 

105  So.  49th  St.  (32) 

Skoog.  Donald  P.  PATH 

618  Doctors  Bldg.  (31) 

Skoog-Smith.  Anton  R 

839  So.  93rd  St.  (14) 

Slabaugh,  Robert  A.  IM 

8601  W.  Dodge  Rd.  (14) 

Slavik.  Edward  R.  GP 

8422  W.  Center  Rd.  (24) 

Slunicko.  Jules  A.  GP 

5607  So.  77th  St. 

Ralston,  Nebr.  (68051) 

Slutzky,  Ben  IM 

5009  Nicholas  St.  (32) 

Smith,  Clifford  L.  GP 

506  Center  Bldg.  (05) 

Smith.  Dorothy  I.  PD 

Univ.  of  Nebr.  Hosp.  (05) 

Smith,  Edgar  H.  P 

Immanuel  Hosp.  (11) 

Smith  Edward  J.  GP 

403  Center  Bldg.  (05) 

Smith,  Fay  GP 

801  So.  52nd  St.  No.  2013  (06) 

Smith.  Francis  D.  PATH 

Univ.  of  Nebr.  (05) 

Smith.  John  W.  GS 

3610  Dodge  St.  (31) 

Smith,  Richard  Dale ORS 

111  Doctors  Bldg.  (31) 

Smith,  Thomas  T.  OTO 

8601  W.  Dodge  Rd.  (14) 

Sobota,  Jos.  E.  GP 

3019  Ames  Ave.  (11) 


LANCASTER 

LINCOLN  — (685  -|-  two  digits  follow- 
ing address  = Zip  Code  for  Lincoln) 


Ahrens,  H.  G.  IM 

339  No.  Cotner  (05) 

Alcorn,  F.  A. 

Sioux  Falls.  S.  D. 

Allen.  Dale  R.  (In  Service) 

Grand  Prairie,  Texas 

Angle.  E.  E. U 

3705  South  St.  (06) 

Arnholt,  M.  F.  (Life)  ADM 

3421  Q St.  (10) 

Arnold.  Charles  H.  (Life) 

Dec.  10-31-66 

Baldwin,  John  D.  P 

930  Stuart  Bldg.  (08) 

Ballew,  J.  W.  OBG 

1701  K St.  (08) 

Bancroft,  Paul  M.  PD 

1010  So.  34th  St.  (10) 

Barkey,  V.  S.  GP 

6330  Platte  Ave.  (07) 

Barthell,  John  H.  D 

1012  Sharp  Bldg.  (08) 


T.O.P. 

Solomon.  W.  W.  GP 

3024  No.  24th  St.  (10) 

Soule.  Mary  A.  OBG 

442  Doctors  Bldg.  (31) 

Srb,  Adolph  F.  GP 

1719  So.  16th  St.  (08) 

Starr.  Philip  H.  P 

509  Doctors  Bldg.  (31) 

Steaims.  R.  J.  (Life)  GP 

2301  Ellison  (10) 

Steinberg,  M.  M.  U 

307  Med.  Arts  Bldg.  (02) 

Stoner,  Maurice  E.  PUD 

628  Med.  Arts  Bldg.  (02) 

Storter,  Barry  OM 

Western  Electric  Co.  (17) 

Strough,  L.  C.  p 

Nebr.  Psychiatric  Inst.  (05) 

Stryker,  Robert  M.  GP 

8258  Hascall  St.  (24) 

Sucha,  W.  L.  (Life) 

4017  Page  St.  (31) 

Sullivan.  James  F.  IM 

5212  Webster  St.  (32) 

Sundell,  Ray  OBG 

60th  and  Ogden  (04) 

Svehla,  Richard  B.  GS 

1418  Med.  Arts  Bldg.  (02) 

Swab.  C.  M.  (Life)  OPH 

1316  Med.  Arts  Bldg.  (02) 

Swab,  Elizabeth  M.  (Life)  OPH 

1316  Med.  Arts  Bldg.  (02) 

Swenson,  Samuel  A.,  Jr.  GS 

110  Doctors  Bldg.  (31) 

Tamisiea,  Jeri*y  X.  PATH 

Methodist  Hosp.  (31) 

Tanner,  John  W.  GP 

8712  Pacific  (14) 

Taylor,  R.  J.  OBG 

4601  So.  50th  St.  (17) 

Taylor.  Willis  H..  Jr.  OBG 

3610  Dodge  St.  (31) 

Therien.  R.  C.  ANES 

834  Doctors  Bldg.  (31) 

Thomas.  John  Martin  PD 

3929  Harney  (31) 

Thompson.  Dorothy  H.  ANES 

Methodist  Hosp.  (31) 

Thompson,  Lynn  W.  GP 

526  Doctors  Bldg.  (31) 

Tollman,  J.  P.  ADM 

Univ.  of  Nebr.  (05) 

Tranisi,  Carl  P.  GS 

9015  Arbor  (24) 

Troia,  Carl  OPH 

1227  Med.  Arts  Bldg.  (02) 

Truhlsen,  Stanley  M.  OPH 

710  Doctors  Bldg.  (31) 

Tunaken,  Bulent  P 

Nebr.  Psychiatric  Inst.  (05) 

Turner,  Robert  PD 

8420  W.  Center  Rd.  (24) 

Underriner,  Robert  E.  GP 

5827  No.  60th  St.  (04) 

Va  Verka,  James  W.  GP 

219  Med.  Arts  Bldg.  (02) 

Vetter.  J.  G.  (Life)  GP 

721  W.O.W.  Bldg.  (02) 

Vickery,  Robert  D.  OPH 

818  Doctors  Bldg.  (31) 


SECOND  DISTRICT 

JOHN  T.  McGREER,  JR.,  Councilor 


Becker,  W.  C.  (Life) 

1501  So.  52nd  St.  (06) 

Bell.  C.  D.  D 

413  Sharp  Bldg.  (08) 

Bengston,  John  W.  IM 

3145  O St.,  Box  873  (01) 

Bitner.  Mary  S.  PH 

State  Capitol  (09) 

(Platte  Co.) 

Blum,  Henry  IM 

No.  2 Nebr.  Theatre  Bldg.  (08) 

Boykin.  J.  Melvin  ADM 

Veterans  Hosp.  (01) 

Bradley,  Warren  Q.  R 

924  Sharp  Bldg.  (08) 

Brauer,  Russell  C.  ANES 

4150  South  St.  (05) 

Brill,  I.  William  P 

Univ.  Health  Center, 

U of  N (08) 

Brolsma,  M.  P.  IM 

435  So.  16th  St.  (08) 

Brooks,  E.  B.  (Life)  OTO 

2323  So.  22nd  St.  (02) 

Brooks.  Robert  A.  PATH 

1403  Sharp  Bldg.  (08) 


T.O.P. 

Waggener,  Ronald  E.  R 

Methodist  Hosp.  (31) 

Wagner.  Daniel  ANES 

1325  So.  72nd  St.  (14) 

Waldbaum,  Milton  G.  GP 

2804  So.  84th  St.  (24) 

Walling,  Gail  E.  ANES 

834  Doctors  Bldg.  (31) 

Walsh,  E.  M.  IM 

5002  Dodge  St.  (32) 

Walvoord.  Carl  A.  GP 

4052  Grand  Ave.  (11) 

Ware.  Frederick  IM 

720  Doctors  Bldg.  (31) 

Waters,  C.  H.  (Life)  GS 

843  Fairacres  Rd.  (32) 

Waters,  Chester  H.,  Jr.  ORS 

209  So.  42nd  St.  (31) 

Waters,  Henry  G.  p 

105  So.  49th  St.  (32) 

Watke.  F.  M.  (Life)  OTO 

4624  Davenport  (32) 

Watland,  Dean  C.  ANES 

8601  W.  Dodge  Rd.  (14) 

Wax.  James  I . pj) 

118  So.  88th  St.  (14) 

Weeks,  David  S.  GP 

8258  Hascall  St.  (24) 

Weingarten,  Wm.  H.  ORS 

111  Doctors  Bldg.  (31) 

Westmore,  John  IM 

301  Doctors  Bldg.  (31) 

Wigton,  Robert  S.  N 

105  So.  49th  St.  (32) 

Wilhelmj.  C.  M.,  Jr.  D 

634  Doctors  Bldg.  (31) 

Wilkie.  Louis  J.  R 

816  Med.  Arts  Bldg.  (02) 

Williams.  A.  Ruth  GP 

8424  W.  Center  Rd.  (24) 

Williams,  Perry  T.  GP 

9015  Arbor  St.  (24) 

Williams,  Russell  R.,  Jr.  GS 

1412  Med.  Arts  Bldg.  (02) 

Wilson,  Carlyle  E..  Jr.  GS 

3610  Dodge  St.  (31) 

Wilson.  Donald  J.  D 

1113  Med.  Arts  Bldg.  (02) 

Wilson,  Richard  B.  PATH 

Univ.  Hosp.  (05) 

Wittson,  Cecil  L.  P 

Univ.  of  Nebr.  (05) 

Wright,  W.  D.  IM 

302  Doctors  Bldg.  (31) 

Wurl,  Otto  A.  CD 

3610  Dodge  St.  (31) 

Wyrens,  Ravmond  J.  IM 

8601  W.  Dodge  Rd.  (14) 

Young.  George  A.,  Jr.  P 

1317  Ridgewood  Ave.  (24) 

Zahller,  F.  Marshall.  Jr.  PD 

60th  and  Ogden  (04) 

Zarbano,  Sebastian  GP 

512  Center  Bldg.  (05) 

Zastera,  Jack  R.  R 

816  Med.  Arts  Bldg.  (02) 

Zoucha,  Adam  E.  GP 

4320  So.  24th  St.  (07) 

Zukaitis,  R.  R.  GP 

7631  Main  St. 

Ralston,  Nebr.  (68051) 


Brown,  John  A.  Ill  GP 

1620  M St.  (08) 

Cain,  Jerome  A.  GP 

5440  South  St.,  No.  100  (06) 

Calvert,  Thomas  D.  PD 

800  So.  13th  St.  (08) 

Campbell,  W.  A.  IM 

1321  Sharp  Bldg.  (08) 

Carveth.  Stephen  W.  TS 

5440  South  St..  No.  500  (02) 

Carveth.  W.  W.  GS 

626  Sharp  Bldg.  (08) 

Cherry,  L.  D.  GS 

921  Stuart  Bldg.  (08) 

Clothier.  John  G.  ADM 

Veterans  Hosp.  (01) 

Clyne,  John  C.  OBG 

339  No.  Cotner  (05) 

Cole.  Frank  ANES 

2430  Lake  St.  (02) 

Coleman,  F.  D.  (Life)  GP 

3050  Stratford  St.  (02) 

Covey,  George  W.  (Life) 

Dec.  9-12-66 


December,  1966 
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T.O.P. 


Crawford.  Mark  E.  OPH 

939  Stuart  Bldg.  (08) 

Currj’.  John  R.  GP 

1033  Stuart  Bldg.  (08) 

Davies.  L.  T GS 

816  Sharp  Bldg.  (08) 

Dean.  G.  W.  GP 

817  So.  27th  St.  (10) 

Deppen.  E.  N.  GP 

924  Anderson  Bldg.  (08) 

Deubler,  Keith  (Service) 

Ft.  Riley.  Kansas 

Ebers.  Dale  W.  PD 

800  So.  13th  St.  (08) 

Ehrlich.  Robert  W.  GS 

816  Sharp  Bldg.  (08) 

Emerson.  Clarence  (Life)  GS 

1909  So.  33rd  St.  (06) 

Epp.  M.  J.  OBG 

6211  O St.  (10) 

Fenton.  Bryan  C.  T. 

San  Antonio.  Texas 

Ferciot.  C.  F.  ORS 

1000  So.  13th  St.  (08) 

Fijan.  Kenneth  J.  PD 

3145  O St.  (10) 

Finney.  L.  E.  GP 

323  So.  14th  St.  (08) 

Flansburg.  H.  E.  (Life)  IM 

1103  Sharp  Bldg.  (08) 

Frazer.  M.  D.  R 

5145  O St.  (10) 

Fritsch.  John  H.  OTO 

3145  O St.  (10) 

Fuenning.  S.  I.  ADM 

Univ.  Health  Center, 

U of  N (08) 

Garlinghouse.  R.  E.  OBG 

140  So.  27th  St.  (10) 

Garlinghouse,  R.  O.  GS 

921  Stuart  Bldg.  (08) 

Gartner,  Lee  D.  U 

903  Sharp  Bldg.  (08) 

Getscher.  Phillip  E.  ORS 

306  Sharp  Bldg.  (08) 

Gibson.  L.  V.  GS 

1923  Pawnee  (02) 

Gilbert,  Louis  W.  U 

903  Sharp  Bldg.  (08) 

Gillespie.  Robert  W.  GS 

900  Anderson  Bldg.  (08) 

Goetowski.  Paul  ORS 

1000  So.  13th  St.  (08) 

Gogela.  Louis  J.  NS 

1417  Sharp  Bldg.  (08) 

Gorthey.  Russell  L.  OBG 

3440  O St.  (10) 

Graham.  Hamlin  ORS 

1000  So.  13th  St.  (08) 

Grant.  Robert  S.  PD 

48th  and  A Sts.  (10) 

Grav.  Richard  W.  ADM 

2501  Rathbone  Rd.  (02) 

Griffin.  Logan  ANES 

4501  Lewis  St.  (21) 

Griffin.  Wm.  T.  GS 

4740  A St.  (10) 

Gutch.  Charles  F.  IM 

Veterans  Hosp.  (01) 

(Gage  Co.) 

Haag.  Robert  L.  IM 

339  No.  Cotner  (05) 

Hachiya.  Keay  ANES 

3910  Stockwell  (06) 

Halvorsen.  H.  C.  OBG 

1701  K St.  (08) 

Hanigan,  J.  J.  GP 

1700  So.  24th  St.  (02) 

Hansen.  Hodson  A.  , OBG 

140  So.  27th  St.  (10) 

Harvey.  Harold  E.  OBG 

140  So.  27th  St.  (10) 

Harvey.  Harry  E.  (Life)  OBG 

1130  H St.  (08) 

Hasty,  Robert  C.  IM 

Veterans  Hosp.  (01) 

Hathaway.  F.  H.  IM 

1001  O St.  (08) 

Heidrick.  Paul  J.  GP 

739  Stuart  Bldg.  (08) 

Heidrick.  Wm.  P.  OBG 

643  Stuart  Bldg.  (08) 

Hervert.  J.  Wm.  IM 

3145  O St..  Box  873  (01) 

Hillyer.  R.  A.  GS 

1701  So.  17th  St.  (02) 

Hilton.  Hiram  D.  GS 

4740  A St.  (10) 

Hobbs.  E.  T.  GP 

6500  Holdrege  St.  (05) 

Hohlen.  K.  S.  J.  (Life)  GS 


2961  Sheridan  Blvd.  (02) 
Hohn.  W.  F. 

South  Gate,  Calif. 


T.O.P. 

Horn.  Harold  R.  ORS 

3145  O St.  (10) 

Hubble.  Kenneth  O.  P 

3053  Stratford  (02) 

Hummel,  R.  O.  (Life) 

2435  Bradfield  Dr.  (02) 

Jarvis,  W.  J.  U 

3145  O St.  (10) 

Johnson.  L.  Palmer  OBG 

3440  O St.  (10) 

Jones.  Robert  K.  P 

4740  A St.  (10) 

Keilly,  John  E.  GP 

135  So.  14th  (08) 

Larson.  George  E.  CRS 

1301  Sharp  Bldg.  (08) 

Lau.  Glen  F.  GP 

735  So.  56th  St.  (10) 

Lee.  Leonard  R.  IM 

307  So.  16th  St.  (08) 

Lewis.  George  E.,  Jr.  GP 

723  Sharp  Bldg.  (08) 

Lewis.  L.  G.  H.  GS 

2990  So.  46th  St.  (06) 

LeWoi-thy,  G.  Wm.  PS 

3145  O St.  (10) 

Lodge.  James  L.  PD 

3145  O St.  (10) 

Loveland.  Grace  GP 

909  Sharp  Bldg.  (08) 

Maness,  E.  Stewart OTO 

5440  South  St.  (06) 

Marx.  L.  E.  GS 

901  Fed.  Sec.  Bldg.  (08) 

Marx.  Paul  D.  GP 

901  Fed.  Sec.  Bldg.  (08) 

Mathews.  M.  Jack  IM 

307  So.  16th  St.  (08) 

Matson,  Guv  M.  GP 

2737  No.  49th  St.  (04) 

Matthews,  Donald  E.  GP 

140  So.  27th  St.  (10) 

Maxwell.  Paul  J.  IM 

1701  So.  17th  St.  (02) 

McCarthy.  T.  F.  (Life)  GP 

No.  5 Nebr.  Theatre  Bldg.  (08) 

McGinnis,  Kenneth  T.  OBG 

3145  O St.  (10) 

McGreer.  John  T.,  Jr. R 

924  Sharp  Bldg.  (08) 

McGreer.  John  T.,  Ill  R 

924  Sharp  Bldg.  (08) 

Miller.  Harold  B.  PATH 

1403  Sharp  Bldg.  (08) 

Miller.  N.  R.  GP 

1500  ‘'P”  St.  (08) 

Miller.  S.  D.  GP 

5.532  South  St.  (06) 

Misko.  G.  H.  (Life)  IM 

706-lst  Natl.  Bank  Bldg.  (08) 

Mitchell.  Howard  E. ORS 

2300  So.  13th  St.  (02) 

Moessner.  S.  F.  TS 

1025  Sharp  Bldg.  (08) 

Moore.  Robert  GS 

1010  Sharp  Bldg.  (08) 

Moore.  Y.  Scott  GP 

135  So.  14th  St.  (08) 

Morgan.  Harold  S.  OBG 

3440  O St.  (10) 

Morton,  H.  B.  GS 

4401  Sumner  (06) 

Moss,  R.  A.  PATH 

1403  Sharp  Bldg.  (08) 

Mueller.  R.  F.  GS 

1325  Sharp  Bldg.  (08) 

Munger.  A.  D.  (Life) 

Bullhead  City,  Arizona 

Munger,  Horace  V.  U 

3705  South  St.  (06) 

Nebe.  F.  M.  IM 

943  Stuart  Bldg.  (08) 

Neely.  J.  Marshall  R 

5145  O St.  (10) 

Neely.  Orvis  A.  R 

924  Sharp  Bldg.  (08) 

Neumayer,  Francis  GS 

48th  and  A Sts.  (10) 

Newell.  Charles  H.  R 

4848  Sumner  St.  (06) 

Norman.  Chester  L.  GP 

3560  So.  48th  St.  (10) 

Nye.  William  F.  OPH 

950  Stuart  Bldg.  (08) 

Olney.  Richard  C.  GS 

4740  F St.  (10) 

Olney.  Robert  C.  GS 

4600  Valley  Rd.  (10) 

Palmer,  Janet  Forbes  P 

343  Stuart  Bldg.  (08) 

Papenfuss,  Harlan  L.  PATH 

1403  Sharp  Bldg.  (08) 


T.O.P. 

Paul.  Ralph  E.  ANES 

3910  Stockwell  (10) 

Paulson,  H.  O.  OPH 

508  Sharp  Bldg  (08) 

Peterson.  Paul  L.  OTO 

707  Sharp  Bldg.  (08) 

Place.  George  E.  GP 

4825  St.  Paul  Ave.  (04) 

Podlesak,  J.  I.  GP 

612-614  Terminal  Bldg.  (08) 

Pogge,  Raymond  C. GPM 

Dorsey  Labs  (01) 

Porterfield.  John  F.  PATH 

1145  South  St.  (02) 

Purvis,  Donald  F.  IM 

1701  So.  17th  St.  (02) 

Reed,  E.  B.  IM 

3145  O St.  (10) 

Reese,  S.  O.  (Life)  GS 

816  Sharp  Bldg.  (08) 

Reeve.  Charles  L.  GP 

6330  Platte  Ave.  (07) 

Reisner.  James  G.  OBG 

339  No.  Cotner  (05) 

Rickman.  James  H.  GS 

626  Sharp  Bldg.  (08) 

Rider.  Larry  (Life) 

835  Eldon  Dr.  (10) 

Rogers,  E.  A.  ADM 

State  Department  of  Health 
State  Capitol  (09) 

Rose.  Forrest  I.  GP 

916  Sharp  Bldg.  (08) 

Rose,  Kenneth  D.  GP 

Univ.  Health  Center, 

U of  N (08) 

Rustad,  Elliott  L.  D 

810  Sharp  Bldg.  (08) 

Sanderson,  D.  D.  (Life)  OTO 

914  Stuart  Bldg.  (08) 

Sehnert,  Keith  W.  ADM 

Dorsey  Labs  (01) 

Shaffer,  Harrv  D.  PD 

724  Sharp  Bldg.  (08) 

Sharrar,  Lynn  E.  GP 

719  Sharp  Bldg.  (08) 

Simon,  Nathan  OBG 

1701  K St.  (08) 

Skworcow,  George  PATH 

Veterans  Hosp.  (01) 

Smith,  A.  L.,  Jr.  IM 

510  Anderson  Bldg.  (08) 

Stafford,  G.  E.  PD 

1701  So.  17th  St.  (02) 

Statton.  Roy  F.  OPH 

702  Sharp  Bldg.  (08) 

Stein.  Robert  J.  P 

930  Stuart  Bldg.  (08) 

Stemper,  Jack  M.  IM 

4740  A St.  (10) 

Stewart.  Frank  A.  PD 

2133  Winthrop  Rd.  (02) 

Stivrins.  Kazimirs  OPH 

3145  O St..  Box  873  (01) 

Stivrins,  Patricia  Cole  PD 

3145  O St.,  Box  873  (01) 

Stone.  Frank  P.  ORS 

2300  So.  13th  St.  (02) 

Stover,  Lee  IM 

1701  So.  17th  St.  (02) 

Synhorst,  Robert  B.  U 

903  Sharp  Bldg.  (08) 

Taborsky,  A.  F.  GP 

629  Stuart  Bldg.  (08) 

Tanner,  Frank  H.  PATH 

1835  So.  Pershing  Rd.  (02) 

Taylor,  Bowen  E.  IM 

3145  O St.,  Box  873  (01) 

Taylor,  H.  A.  (Life)  GP 

4728  St.  Paul  Ave.  (04) 

Teal.  F.  F.  (Life) 

2815  So.  37th  St.  (06) 

Teal.  Fritz  ORS 

2300  So.  13th  St.  (02) 

Tenney,  Lloyd  E.  GS 

1025  Sharp  Bldg.  (08) 

Thierstein.  Samuel  T.  OBG 

6211  O St.  (10) 

Thomas,  R.  L.  OPH 

48th  and  A Sts.  (10) 

Thompson,  J.  C.  IM 

307  So.  16th  St.  (08) 

Thomp.son,  John  R.  IM 

140  So.  27th  St.  (10) 

Thorough,  Paul  H.  GS 

950  So.  Cotner  (10) 

Tomhave,  Wesley  G.  IM 

307  So.  16th  St.  (08) 

Toren,  Richard  C.  GS 

1025  Sharp  Bldg.  (08) 

Troester,  Otto  S.  R 

924  Sharp  Bldg.  (08) 

Underwood,  G.  R.  PH 

5826  J St.  (10) 
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Nebraska  S.  M.  J 


T.O.P. 


T.O.P. 


VanVoorhis,  Lee  W. 

Iowa  City.  Iowa 

Wallace,  Hobart  E.  PD 

5145  O St.  (10) 

Warner,  Ruth  A.  GP 

909  Stuart  Bldg.  (08) 

Weaver.  Walt  IM 

512-lst  Natl.  Bank  Bldg.  (08) 

Webb,  A.  H.  GP 

1130  H St.  (08) 

Webman.  A.  I.  PATH 

3210  So.  28th  St.  (02) 

Webster,  F.  S.  ORS 

1000  So.  13th  St.  (08) 

Wegner,  E.  S.  PD 

724  Shai-p  Bldg.  (08) 

Wendt.  Bernard  F.  GP 

735  So.  56th  St.  (10) 

Weston,  Irving  E.  GP 

735  So.  56th  St.  (10) 

Weyhrauch,  Wm.  R.  GS 

3145  O St.  (10) 

Whitlock,  H.  H.  IM 

805  Sharp  Bldg.  (08) 

Wiedman.  J.  G.  GS 

339  No.  Cotner  (05) 


GAGE 

ADAMS  (68301) 

Waggener,  J.  T.  (Life)  GP 

BEATRICE  (68310) 

Brott,  Clarence  R.  GP 

109  So.  6th 

Brown,  R.  GP 

109  So.  6th 

Chapp,  John  GS 

821  No.  13th 

Elias.  H.  F.  GS 

1200  So.  9th 

Frerichs,  C.  T.  IM 

114  So.  6th 

Gillespie,  Patrick  C.  R 

1110  No.  10th 

Hepperlen.  H.  M.,  Jr. ADM 

206  Steinmeyer  Bldg. 

McCleery,  D.  P.  OBG 

108  So.  6th 

Moell.  L.  Dwight  GP 

109  So.  6th 

Penner,  Donald  H.  GP 

205  No.  19th 

Penner,  Elmer  L.  GP 

205  No.  19th 


MADISON 

MADISON  (68748) 

Berrick.  Wm.  H.  GP 

Ewing,  Eugene  G.  GP 

NEWMAN  GROVE  (68758) 

Carlson.  Emery  W.  GP 

NORFOLK  (68701) 

Adams.  Gordon  D.  GS 

900  Norfolk  Ave. 

Brauer,  S.  H.  GP 

Rt.  2 

Burleigh.  John  S.  ORS 

1105  So.  13th,  Box  249 

Conwell,  G.  D.  OPH 

509  Norfolk  Ave. 

Dahlheim,  Harold  GS 

100  No.  13th 

David.  Joseph  P 

1109  Norfolk  Ave. 

Dunlap,  James  GP 

1112  Verges 

Farner.  B.  R.  GS 

900  Norfolk  Ave. 

Hansen,  Warren 

Norfolk  State  Hosp. 

Ingham.  Chas.  G.  ADM 

Box  902,  Norfolk  St.  Ho.sp. 

Klaas,  R.  E.  GP 

13th  and  Nebraska 
Landers.  Roderick 
1300  Norfolk  Ave. 

Lear,  W.  J.  IM 

900  Norfolk  Ave. 

Martin,  Francis  R 

1103  Madison 

Osborne,  Robert  G. P 

Box  902 

Pollack,  John  D.  GP 


Rt.  3,  312  Valley  View  Dr. 


T.O.P. 

Wiedman,  Wilbur  G.  GP 

135  So.  14th  St.  (08) 

Williams,  Jon  T.  IM 

435  So.  16th  St.  (08) 

Wilson,  Nat  J.  P 

Veterans  Hosp.  (01) 

Wood,  Maynard  A.  OPH 

3145  O St.  (10) 

Woodward,  J.  M.  (Life) OPH 

910  Sharp  Bldg.  (08) 

Woytassek,  Leonard  E.  P 

State  Hosp.  (22) 

Yost,  John  F.  (In  Service) 

Lawton,  Okla. 

Zeman,  E.  D.  PATH 

1145  South  St.  (02) 


CASS 


ELMWOOD  (68349) 

Knosp,  Glen  GP 

LOUISVILLE  (68037) 

Woi*thman,  H.  W.  GP 


THIRD  DISTRICT 

WM.  GLENN,  Councilor 


Porter,  John  W.  GS 

1200  So.  9th 

Rathbun,  Sanford  M.  IM 

114  So.  6th 

Taylor,  R.  W.  OPH 

108  So.  6th 

Waddell,  J.  C.  (Life)  IM 

114  So.  6th 

Waddell,  W.  W.  IM 

114  So.  6th 

Wildhaber,  Wm.  T.  GP 

710  E.  Court  St. 

WYMORE  (68466) 

Nelson.  J.  C.  GP 

Samuelson,  Myron  E.  GP 

Thomas,  C.  W.  (Life)  GP 


NEMAHA 

AUBURN  (68305) 

Bence,  Jackson  - Shawnee  Mission 


Kansas 

Fairbanks,  Wendell  GP 

Irvin,  I.  W.  (Life)  GP 

Krickbaum,  John  H.  GP 

Scott.  Paul  M.  GP 

FOURTH  DISTRICT 

J.  T.  KEOWN,  Councilor 

Salter,  George  B.  GP 

900  Norfolk  Ave. 

Schwedhelm,  A.  J.  GP 

13th  and  Nebraska 

Stehl,  C.  H.  L.  GP 

Box  902 

Stewart,  George  J.  OPH 

Box  408,  719  Norfolk  Ave. 

Surber,  E.  G.  GP 

Box  225 

Verges,  C.  J.  (Life)  GP 

Box  117 

Verges,  Val  C.  GP 

Box  279,  105  So.  8th  St. 

Waite,  Chas. 

Norfolk  State  Hosp. 

Wullschleger,  Otto  GP 

13th  and  Nebraska 
TILDEN  (68781) 

Barr,  Carl  C.  GP 

Barr.  Robert  E. GP 

CUMING 

WEST  POINT  (68788) 

Chadek,  L.  J. GP 

Ericson,  L.  L.  GP 

Scherer,  Robert  H.  GP 

Sucha,  Eugene GP 

Worthman,  John GP 


MURRAY  (68409) 

Tyson.  R.  W.  GP 

NEHAWKA  (68413) 

Andersen.  R.  R.  GP 

PLATTSMOUTH  (68048) 

Brendel.  R.  F.  GP 

Dietz.  Robert  J.  GP 

WEEPING  WATER  (68463) 

Kunkel,  L.  N.  ORS 

OTOE 

NEBRASKA  CITY  (68410) 

Bonebrake,  A.  H.  GP 

Burbridge,  Glen  E.  GP 

Fenstennacher,  R.  C.  GP 

Gilligan,  J.  P.  GP 

Kenner,  W.  C.  GP 

Stonecypher,  D.  D.,  Sr.  OPH 

Weekes,  T.  L.  GP 

Weldon,  R.  C.  GP 

SYRACUSE  (684461 

Formanack.  C.  J.  GP 

Gately,  H.  S.  GP 

Williams,  C.  R.  GP 


PAWNEE 
PAWNEE  CITY  (68420) 


Anderson,  A.  B.,  Jr.  GP 

Stewart,  H.  C.  GP 

RICHARDSON 

FALLS  CITY  (68355) 

Brennan,  Louis  V.  GP 

Burghart.  Robert  L.  CHP 

Cowan,  S.  D.  (Life)  OTO 

Farmer,  Wm.  GP 

Gentry.  Richard  D.  GP 

Gillespie,  J.  C.  (Life)  GP 

Glenn,  Wm.  V.  GP 

Heins,  Robert  L.  GP 

HUMBOLDT  (68376) 

Heim.  H.  S.  — GP 

Stappenbeck,  A.  P.  GP 

JOHNSON 

TECUMSEH  (68450) 

Schutz.  John  C.  GP 


Sorrell.  Michael  (Out  of  State) 


KNOX 

BLOOMFIELD  (68718) 

Kohtz,  R.  H.  GP 

Nagengast,  Delwyn  J. GP 

CREIGHTON  (68729) 

Green.  Carl  R.  GP 

Wright.  W.  E.  GP 

NIOBRARA  (68760) 

Neil,  Stanley  Roy GP 

WAUSA  (68786) 

Tollefson.  Richard  L.  GP 

VERDIGRE  (68783) 

Carlson.  James  C.  GP 

STANTON 

STANTON  (68779) 

Tennant.  H.  S.  GP 

ANTELOPE 

ELGIN  (686361 

Graham,  W.  W. GP 

NELIGH  (68756) 

Curtis,  E.  E.  (Life) 

McClanahan,  Frank  C.,  Jr.  GP 

Peetz,  Dwaine  J.  GP 


CEDAR 

(Five  County) 
COLERIDGE  (68727) 


PIERCE 


OSMOND  (68765) 

Mailliard,  A.  E.  GP 

PIERCE  (68767) 

Calvert,  John  H.  GP 

Devers,  W.  I.  GP 

PLAINVIEW  (68769) 

Kopp,  Robert  E.  GP 

Schabauer,  E.  A.  GP 


Dewey,  F.  G.  (Life)  GP 

Hermanson,  Eugene GP 

HARTINGTON  (68739) 

Vlach,  C.  J.  GP 

LAUREL  (68745) 

Carroll,  R.  P. GP 

RANDOLPH  (68771) 

Billerbeck,  Henry  J. GP 

Peters,  G.  E.  GP 
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DIXON 

(Five  County) 


PONCA  ( 68770  • 

Hray.  R.  E.  

WAKEFIELD  (68784) 
Coe.  C.  M.  


T.O.P. 


GP 

GP 


THURSTON 

(Five  County)  T.O.P. 

PENDER  (68047) 

Keown,  J.  T..  Jr.  GP 

Martin.  Ben  O.  GP 

Muffly,  Chas.  G.  GP 

DAKOTA 

(Five  County) 

SOUTH  SIOUX  CITY  (68776) 
Re.vnolds.  Wm.  E.  GP 


WAYNE 

(Five  County) 

T.O.P. 


W'AYNE  (68787) 

Benthack.  Robert  B.  GP 

Benthack,  Walter  GP 

John.  George  L.  GP 

Matson,  Roy  M. GP 


FIFTH  DISTRICT 

H.  D.  KUPER,  Councilor 


DODGE 

DODGE  (6863.31 
Srb,  G.  J.  

FREMONT  (68025) 

Bridges.  James  

1835  E.  Military 

Chleborad.  Wm.  .1.  

1501  N.  Hancock 

Davies.  Dale  H.  

450  E.  23rd 
Eaton.  William  Br>-on 
204  lOOF  Bldg. 

Harvey.  Ale.xander  T.  — 
2195  N.  Broad 
Harvey.  -Andrew  (Life) 
631  N.  Main 

Haslam.  G.  A.  

625  N.  Main 

Hill.  W.  H.  

1737  E.  Military 

Jakeman.  Harry  A. 

2195  N.  Broad 

Merrick.  A.  J.  

1005  E.  23rd 

Millett.  Geo.  J.  

2195  N.  Broad 

Morrow.  H.  H.  

423  W.  nth 

Nelson.  Carrol  C. 

2195  N.  Broad 
Reeder.  Grant  (Life)  — 
212  - 1st  Natl.  Bank 

Reeder,  Robert  C. 

212  - 1st  Natl.  Bank 
Seiver.  Charlotte  (Life) 
507  E.  6th 

Smith.  Harold  G..  Jr. 

1835  E.  Military 
Sorensen,  Robert  M.  — 
1135  N.  Oak 

Waring,  F.  Thomas 

203  lOOF  Bldg. 

Wengert,  D.  B.  

640  N.  "H”  St. 

Yost,  Howard 

215  E.  22nd 


- GP 

. GP 

- GP 

- R 

- GP 

- IM 
. GP 

- GP 
_ GP 

- GS 
_ GP 
_ GS 
OBG 

- GS 

- GP 

- GP 
GP 

. GP 
. PD 
OTO 
. GP 
OBG 


HOOPER  (68031) 

Heusel.  Wm.  G. GP 

NORTH  BEND  (68649) 

Hinrichs.  Thomas  GP 

SCRIBNER  (68057) 

Nelson,  O.  D.  GP 


WASHINGTON 

ARLINGTON  (68002) 
Block.  D.  M.  (Dodge  Co.) 
Block.  Dean  M.  (Dodge  Co.) 


BLAIR  (€8008) 

Bagby,  Kenneth  C.  GP 

Goehring.  W.  E.  GP 

Grace,  Leslie  I.  GP 

Howard.  C.  D.  GP 

Sievers.  Rudolph  GP 

COLFAX 

CLARKSON  (68629) 

O’Neal.  John  R.  GP 

SCHUYLER  (68661) 

Fend,  Howard  S.  GP 

Myers.  H.  Dey,  Jr.  GP 

Sucha.  Merlin  L.  GP 

BOONE 

ALBION  (68620) 

Smith,  Roy  J.  GP 

Spethman,  Gerald GP 

CEDAR  RAPIDS  (68627) 

Reeder,  W’.  J. GP 

ST.  EDWARD  (68660) 

Reardon,  Wm.  GP 

BURT 

LYONS  (68038) 

Radin.  Robert  V.  GP 

OAKLAND  (68045) 

Mullmann.  Arnold  J.  GP 

Tibbels,  R.  H.  GP 


TEKAMAH  (68061) 

Lukens,  I.  GP 

Morrow,  L.  GP 

Sauer.  L.  E.  GP 

PLATTE 

COLUMBUS  (68601) 

Anderson.  R.  C.  GP 

1359  - 26th  Ave. 

Brillhart.  E.  G.  OBG 

13th  St.  & 31st  Ave. 

Bums.  Robert  I.  R 

135  E.  Parkway 

Deyke,  Vem  F.  IM 

13th  St.  & 31st  Ave. 

Fischer.  Rex  R. 

(In  Service) 

Heine.  Clinton  D.  IM 

13th  St.  & 31st  Ave. 

Heiser.  E.  N.  GS 

13th  St.  & 31st  Ave. 

Kuper.  H.  D.  GP 

2511  - 15th 
Liebentritt,  Arthur 
2413  - 23rd.  Box  726 

Lemke.  Theo.  J.,  Jr.  GP 

1454  28th  Ave. 

Medlar,  Clyde  A.  GP 

1454  28th  Ave. 

Miller.  W.  R.  GP 

1454  28th  Ave. 

Rundquist.  R.  B.  GP 

2360  Pershing  Rd. 

Sojka.  Louis  A.  GS 

2413  23rd.  Box  726 


NANCE 

FULLERTON  (68638) 


Maly.  James  C.  GP 

GENOA  (68640) 

Bass.  R.  L.  GP 

Dalton,  Kenneth  R.  GP 


Davis.  Homer  (Life) 
Dec.  10-3-66 


B11T.ER 

DAVID  CITY  (68632) 

Ekeler.  Louis  J 

Kaufman.  Jack  

Niehaus,  Wm.  C.  

Rudolph.  Larr>’  

SEWARD 

MILFORD  (68405) 

Frans.  James  R.  

SEWARD  (68434) 

Carr,  J.  W'.  

Herpolsheimer.  R.  W'.  — 

Hill.  W'.  Ray  

Hoff.  R.  Paul  

Morrow,  B.  E.  (Life) 

Pitsch.  Richard  M.  

Watson,  V.  Robert  

DENVER.  COLORADO 
Kamprath,  Wilmar  M. 

UTICA  (68456) 

Meyer,  Roger  


SAUNDERS 

ASHLAND  (68003) 
Williams,  Martin  P.  


SIXTH  DISTRICT 

C.  L.  ANDERSON,  Councilor 


YUTAN  (68073) 

Norton.  Robert  GP 

GP  W'AHOO  (68066) 

GP  French.  Ivan  M.  GP 

GP  Hansen.  John  E.  GP 

GP  Hinrichs.  E.  J.  GP 

Pestal.  Joe  (Life) 

Rawlins.  Wyo. 

Wallace,  Stephen  E.  GP 

Wav,  Charles 
GP 


GP 

GP 

GP 

GP 


GP 

GP 


GP 


GP 


YORK 

YORK  (68467) 

Anderson,  Leo 
Ft.  Lee,  N.  J. 

Bell.  James  D.  GP 

Bell.  J.  S.  : GP 

Greenberg.  B.  N.  OPH 

Harry,  R.  E. 

Karrer,  F.  W.  (Life) 

Karrer.  Robert  E.  GP 

Kilgore.  W.  S.  GP 

Loschen,  Darroll  J.  (In  Service) 
Nordlund.  Harold  M.  GP 


HENDERSON  (68371) 


Friesen,  H.  F.  GP 

Hieb.  Wilbert  E.  GP 


HAMILTON 


AURORA  (68818) 

Larson.  Donald  J.  GP 

Madden,  Patrick  J. 

Murphy.  John  E.  GP 

Steenburg,  E.  A.  GP 

Steenburg,  E.  K. 

Washington,  D.C. 

Steenburg,  Houtz  G.  GP 

Woodard,  J.  M.  (Life)  GP 

HAMPTON  (68843) 

Troester,  O.  M.  (Life)  GP 

POLK 

OSCEOLA  (68651) 

Eklund,  H.  S.  GP 

POLK  (68654) 

Hadley.  Clifford  M.  GP 

STROMSBURG  (68666) 

Anderson,  C.  L.  GP 

SHELBY  (68662) 

Bierbower,  R.  L.  GP 
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SALINE 

T.O.P. 


CRETE  (68333) 

Forney,  L.  W.  GP 

Hineman,  Marquis 

Larson.  S.  L.  GP 

Nelson.  Lyle  GP 

Quick.  Robert  GP 

DE  WITT  (68341) 

Fowler,  W.  Gerald  GP 

(Gage  Co.) 

Runty,  H.  D.  (Life) 

(Gage  Co.) 


FRIEND  (68359) 

Colon.  V.  Franklin  GP 

Hamilton,  F.  T.  (Life)  — Dec.  11-6-66 
Zimmer,  Clarence  GP 

WILBUR  (68465) 

Travnicek.  F.  G.  GP 


SHERIDAN 

(Northwest  Nebraska) 
GORDON  (69343) 

Metcalf,  Dormand  E. 

Wanek,  Frank  GP 

Watson,  Donald 

RUSHVILLE  (69360) 

Crum,  H.  V.  GP 

Hook.  R.  L.  GP 

HAY  SPRINGS  (69347) 

Owen,  Bernard  A.  GP 

BOYD 

(Holt  and  Northwest) 

LYNCH  (68746) 

Althouse,  I.  G.  GP 

Becker.  Wm.  F.  (Service) 

WTiitney,  Mark  L.  GP 


HALL 

CAIRO  (68824) 

Harb,  Fred  GP 

GRAND  ISLAND  (68801) 

Adams,  Leo  M.  GP 

1806  N.  Clebum 

Anderson,  H.  C.  GP 

217  N.  Pine,  Box  801 

Anderson,  John  S.  GP 

1704  W.  2nd 

Bechtel,  M.  D. 

Lemoore,  Calif. 

Blair,  Ralph  GP 

V.  A.  Hosp.  (Custer  Co.) 

Bosley.  Warren  G.  PD 

418  W.  Division 

Brugh,  E.  A.  GP 

323  W.  Koenig 

Campbell,  John  F.  OBG 

702  W.  Koenig 

DeMay,  Richard  GP 

721  W.  7th 

Easley,  John  H.  OTO 

306  1st  Natl.  Bank 

Filip,  Alexander  J.  U 

704  W.  1st 

Francis,  Gordon  GP 

1802  N.  Cleburn  (Southwest 
Nebr.) 

Geer,  Robeti;  R.  P 

105  N.  Eddy 

Gilloon,  A.  G.  OBG 

1802  N.  Cleburn 

Graupner,  G.  W.  GS 

217  N.  Pine 

House,  Robert  M.  ORS 

Box  662 

Imes,  Loren  E.  GP 

820  W.  Division 

Koefoot,  Robert  R.  GS 

706  W.  1st 

Longacre,  O.  E.  (Life) 

Soldiers  & Sailors  Home 
(Butler  Co.) 

Maggiore,  Carl  H.  GP 

702  W.  1st 


SEVENTH  DISTRICT 

CHAS.  F.  ASHBY,  Councilor 

THAYER 

T.O.P. 


ALEXANDRIA  (68303) 

Tucker,  J.  Guy  GP 

BYRON  (68325) 

Decker,  Rudolph  F.  (Life) 

DESHLER  (68340) 

Reed.  Paul  A.  GP 

DAVENPORT  (68335) 

Mountford,  F.  A.  GP 

HEBRON  (68370) 

Bunting.  L.  G.  GP 

Penry,  R.  E.  GP 

CLAY 

SUTTON  (68979) 

Nuss,  H.  V.  GP 

NUCKOLLS 

NELSON  (68961) 

Howe.  Robert  GP 


EIGHTH  DISTRICT 

REX  WILSON,  Counci'or 
ROCK 

(Holt  and  Northwest) 

BASSETT  (68714) 


Gilg,  A.  Dean  GP 

Mabie,  James  E.  GP 

Panzer,  H.  J. GP 


HOLT 

(Holt  and  Northwest) 
ATKINSON  (68713) 


Ramsay.  James  E.  GP 

Serbousek,  Richard  GP 


NINTH  DISTRICT 

H.  V.  SMITH,  Councilor 


McDermott,  K.  F.  GP 

1704  W.  2nd 

McGrath,  Chas.  Dean  GP 

1704  W.  2nd 

McGrath,  Wilmar  D.  (Life)  GP 

1704  W.  2nd 

McGrath,  W.  M.  IM 

Box  416 

Mongeau,  D.  C.  OBG 

702  W.  Koenig 

Nabity,  Stanley  F.  GP 

217  N.  Pine 

Profitt,  J.  Alfred  OPH 

704  W.  Koenig 

Racines,  J.  Y.  GP 

Soldiers  & Sailors  Home 
(Howard  Co.) 

Sloss,  Pierce  T.  PATH 

1310  W.  Charles 

Watson,  Donald  P.  GP 

704  W.  Koenig 

Watson,  E.  A.  (Life) 

710  W.  Koenig 

Woodin,  J.  G.  (Life) 

1823  N.  Park 

Woodruff,  Bradley  B.  R 

1310  W.  Charles 


BUFFALO 


GIBBON  (68840) 

Sallenbach,  Donald  H.  GP 

KEARNEY  (68847) 

Bancroft,  B.  R.  GS 

Kearney  Med.  Arts 

Bancroft,  John  H. 

9 W.  31st 

Bauer,  Lawrence  Wm.  GP 

211  W.  33rd 

Curtiss,  Chas.  P.  GP 

7 W 31st 

Hansen,  H.  C.  (Life)  OPH 

2206  12th  Ave. 

Jester,  R.  F.,  Sr.  (Life) 

814  W.  23rd 

Jester,  Royal  F.,  Jr.  OPH 

214  W.  25th 


T.O.P. 

SUPERIOR  (68978) 


Hallgrimson,  Paul  J.  GP 

Kiekhaefer,  Theo.  D.  GP 


Mason,  C.  T.  (Out  of  State) 
McMahon.  C.  G.  (Life) 

Dec.  6-30-66 


FILLMORE 

GENEVA  (68361) 

Ashby,  A.  A.  GP 

Ashby,  Chas.  F.  GP 

Lynn,  Vincent  S.  GP 

JEFFERSON 

FAIRBURY  (68352)  , 

Cassel,  R.  L.  GP 

Falloon,  Frank  GP 

Hughes,  D.  O.  GP 

Johnson,  Gordon  O.  GP 

Kenney,  K.  J.  GP 

Luce,  R.  P.  GP 

Yoachim,  W.  P.  GP 


O’NEILL  (68763) 


Carstens,  Geo.  J.  GP 

Waters,  Robert  W.  GP 

Wilson,  Rex  W.  GP 


BROWN 

(Holt  and  Northwest) 


AINSWORTH  (69210) 

Anderson,  R.  C.  GP 

Shiffermiller,  Floyd  GP 

CHERRY 

(Holt  and  Northwest) 
VALENTINE  (68201) 

Deakin,  Thos.  W.  GP 

Famer,  John  E.  : GS 

Johnson,  Wilbur  E.  GP 


Johnson,  O.  D.  (Life)  GP 

103  W.  22nd 

Johnson,  Richard  D.  GP 

103  W.  22nd 

Johnston.  Raymond  F.  GP 

3 W.  27th 

Johnston,  R.  S.  (Life)  CRS 

3 W.  27th 

Kimball,  Kenneth  F.  GS 

9 W.  31st 

Lane,  L.  D.  GP 

211  W.  33rd 

McCammond,  John  GP 

11  W.  31st 

McKnight,  David  E.  IM 

211  W.  33rd 

Mueller,  Albert  R 

Good  Samaritan  Hosp. 

Nutzman,  Wm.  PUD 

State  Hosp. 

Nye.  Dan  A.  IM 

5 W.  31st 

Peck,  James  GP 

7 W.  31st 

Richards,  F.  L.  OTO 

214  W.  25th 

Rosenlof.  R.  C.  IM 

5 W.  31st 

Scott,  Monte  M. 

5 W.  31st 

Smith.  Harold  V.  GP 

211  W.  33rd 

Smith,  L.  R.  GP 

211  W.  33rd 

Staley,  Sanford  O.  GP 

11  W.  31st 

Steffens.  L.  C.  GP 

211  W.  33rd 

Stevenson,  B.  M.  GS 

211  W.  33rd 

Walker,  Hiram 
211  W.  33rd 

Ward,  Vernon  IM 

5 W.  31st 

Wilcox.  M.  B.  OTO 

214  W.  25th 
RAVENNA  (68869) 

Carignan,  Chas.  B„  Jr. GP 
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CUSTER 

T.O.P. 


ANSELMO  (68813) 

Spivey,  C.  D.  (Life)  GP 

ANSLEY  (68814) 

Wilcox.  C.  W.  GP 

BROKEN  BOW  (68822) 

Koefoot.  R.  B.  GP 

Koefoot.  Theo.,  Jr.  GP 

Lucas.  Thomas  GP 

CALLAWAY  (68825) 

Chaloupka.  M.  D.  GP 


(Buffalo  Co.) 

SARGENT  (68874) 
Westbrook,  Robert  I. 
(Four  Co.) 

DENVER.  COLORADO 
Amick.  Carl  G.  (Life) 


DAWSON 

COZAD  (69130) 

Hranac.  Chas.  E.  GP 

Rosenau,  O.  P.  GP 

Sitorius.  Rodney  A. GP 

GOTHENBURG  (69138) 

Ayres.  M.  J.  GP 


ADAMS 

HASTINGS  (68901) 

Anderson.  H.  F.  OPH 

419  N.  Burlington  Ave. 

Charlton.  George  Paul IM 

12th  St.  & Baltimore  Ave. 

Dean.  Earl  J. GP 

708  Eastside  Blvd. 

DeBacker.  L.  J.  (Life) 

Dec.  10-22-66 

Foote.  C.  M.  OPH 

422  N.  Hastings  Ave. 

Foote.  D.  B.  OTO 

422  N.  Hastings  Ave. 

Foote.  E.  C.  (Life)  OPH 

422  N.  Hastings  Ave. 

Glenn.  Elmer  E.  GS 

620  N.  Denver  Ave. 

Guildner.  C.  W. GP 

201  Foote  Bldg. 

Hoffmeister.  George  F.  GP 

418  N.  Hastings  Ave. 

Holcomb.  Gerald  R. GP 

1018  N.  Burlington 

Kadel.  M.  A.  P 

619  N.  St.  Joe  Ave. 

Kingsley,  D.  W.,  Sr.  GS 

105  Foote  Bldg. 

Kingrsley.  D.  W.,  Jr.  GS 

422  N.  Hastings  Ave. 

Kleager.  Clyde  L.  GS 

620  N.  Denver  Ave. 

Kostal.  O.  A.  IM 

618  N.  Denver,  Box  1004 

Kuehn,  Gerald  A. IM 

12th  St.  & Baltimore  Ave. 

Landgraf.  Chas.  W..  Jr.  P 

605  N.  Denver  Ave. 

Mastin.  Robert  L.  GP 

Rt.  2 

Mclntire.  Robert  H.  PD 

612  W.  6th 

Mclntire.  Russell  R 

715  N.  St.  Joseph 

McMillan.  John  A.  OBG 

Box  67 

McNeill,  L.  S.  GP 

605  N.  Denver  Ave. 

Murray.  Don  E.  U 

604  W.  6th 

Pinney.  George  L.  IM 

418  N.  Hastings  Ave. 

Richard.  Warren  E.  R 

715  N.  St.  Joseph 

Rutt,  Fred  J.  GS 

704  Eastside  Blvd. 

Shaw,  W.  L.  (Life) 

Reseda.  Calif. 

Shreck.  H.  W.  OPH 

422  N.  Hastings  Ave. 

Smith,  Robert  C.  GS 

Box  276 

Wagner,  Loyd 
Sioux  Falls,  S.D. 

Weber,  C.  R.  GS 

612  W.  6th 


T.O.P. 


Inslee.  Donald  O.  GP 

Pyle,  B.  W. GP 

LEXINGTON  (68850) 

Finegan,  John  C.  GP 

Haskins,  J.  R.  GP 

Long,  W rn . B.  GP 

McGee,  Dean GP 

Norall,  V.  D.  GP 

Olsson,  P.  Bryant  GP 

Watson,  E.  A.  GP 

Wycoff.  Ray  S.  GP 

HOOKER 

MULLEN  (69152) 

Saults,  Chas.  F.  GP 

( Box  Butte  Co. ) 


HOWARD 

ST.  PAUL  (68873) 


Hanisch.  E.  C.  GP 

Hanisch,  Richard  GP 

Hanisch,  Robert GP 

Mathews,  M.  D.  GP 

(Four  Co.) 


TENTH  DISTRICT 

L.  S.  McNEIL,  Councilor 


Weiler.  Leo  (Service) 

MacDill  AFB,  Fla. 

Welch,  Geo.  L.  IM 

12th  St.  & Baltimore  Ave. 

Yost,  John  G.  ORS 

608  W.  6th 
INGLESIDE  (68953) 

Anderson,  A.  W.  GP 

Gouldman,  Carl  P 

Box  240 

Kleinschmidt.  G.  W.  P 

Box  232 


FRANKLIN 

FRANKLIN  (68939) 

Doering,  William  GP 

Thomas,  Conrad 
Longview,  Texas 

HARLAN 


ALMA  (68920) 

Long,  James  S.  GP 

Simic,  Wm.  J.  GP 

ORLEANS  (68966) 

McGrew.  K.  C.  GP 

Rider,  E.  E.  (Life) 

(Lancaster  Co.) 


WEBSTER 


BLUE  HILL  (68930) 

Kamm,  Frank  GP 

(Adams  Co.) 

Laird.  Thomas  R. GP 

(Adams  Co.) 

RED  CLOUD  (68970) 

Bennett,  Wilbur  Keith  GP 

(Adams  Co.) 

Obert.  Francis  GP 

(Adams  Co.) 


RED  WILLOW 

(Southwest  Nebraska) 


McCOOK  (69001) 

Batty.  John  L.  IM 

310  W.  7th 

Carson.  James  S.  GP 

310  W.  7th 

Dickinson.  L.  E.,  Jr.  GP 

114  E.  C St. 

Donaldson,  J.  H.,  Jr.  GP 

602-604  Norris  Ave. 

Jones,  R.  T.  (Life) 

301  4th  East 

Karrer,  F.  M.  GP 

1301  Norris  Ave. 

Leininger,  E.  F.  GP 

114  W.  C St. 

Mason.  Roger  Dale GP 

305  E.  1st 


Morgan,  D.  E.,  Sr.  (Life) 
305  E.  1st.  Box  491 


GREELEY 

(Four  County) 

T.O.P. 


SCOTIA  (68875) 

Reeves.  E.  Howard  GP 

(Howard  Co.) 

SPALDING  (68665) 

Fox,  Robert  J.  IM 


Sullivan.  M.  M.  (Life) 


VALLEY 

(Four  County) 

NORTH  LOUP  (68859) 

Markley,  M.  E.  GP 

ORD  (68862) 

Martin,  Paul  GP 

Miller,  Otis  W.  GP 

Zlomke,  Wayne GP 

GARFIELD 

(Four  County) 

BURWELL  (68823) 

Cram,  Roy  S. GP 

Meckel,  Ben  R.  GP 

SHERMAN 

LOUP  CITY  (68853) 

Bogle,  John  H.  GS 

(Four  County) 

Jardon,  O.  Max GP 

(Four  County) 


Morgan.  Donal  H.,  Jr.  GP 

305  E.  1st,  Box  491 

Shank.  F.  W.  GP 

310  W.  7th 


DUNDY 

(Southwest  Nebraska) 
BENKELMAN  (69021) 

Stout,  Kenneth  C.  GP 


CHASE 

(Southwest  Nebraska) 
IMPERIAL  (69033) 

Hoffmeister,  George  (Life) 

Mesa,  Ariz. 

Shopp,  Bryce  G.  GP 

Yaw,  Elwood  GP 

WAUNETA  (69045) 

Carlson.  C.  R.  GP 

HITCHCOCK 

(Southwest  Nebraska) 
STRATTON  (69043) 

Harris,  Jack  T.  GP 

Mabeus,  Duane  F.  GP 

FRONTIER 

(Southwest  Nebraska) 

CURTIS  (69025) 

Magill,  Van  H.  GP 


FURNAS 

(Southwest  Nebraska) 


CAMBRIDGE  (69022) 

Harris,  G.  A. 

Minnick,  Clarence  GP 

Morgan,  Roland  R.  GP 

OXFORD  (689€7) 

Bentley,  Neil  B.  GP 

KEARNEY 

MINDEN  (68959) 

Butler,  Robert  E.  GP 

(Buffalo  Co.) 

Chappel.  E.  R.  GS 

(Buffalo  Co.) 

Finkner,  John  R.  GP 

(Adams  Co.) 

Prince,  Donald  F.  GP 

(Adams  Co.) 

PHELPS 

HOLDREGE  (68949) 

Best,  Robert  OTO 

Bivens,  Wm.  S. IM 

Brewster,  Donald  E.  GP 

Brewster,  F.  W.  GS 

Jones,  Donald  W.  OBG 

McConahay,  H.  A.  IM 

Nicholson,  Ralph  GP 

Peterson,  Theo.  A.  GP 

Prems,  Evald  GP 

Reiner,  Walter  M.  GP 
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ELEVENTH  DISTRICT 

MAX  M.  RAINES,  Councilor 


LINCOLN 

T.O.P. 

NORTH  PLATTE  (69101) 


Chick.  Nicholas 
Amarillo,  Texas 

Claussen.  Bruce  F.  ORS 

321  E.  B St. 

Cooper,  George  OP 

501  S.  Jeffers 

DeVol.  R.  A.  OPH 

300  S.  Dewey,  Box  689 

Getty,  Robert  F.  GP 

501  S.  Jeffers 

Haslam,  Geo.  PATH 

129  Allen  Ave. 

Heider,  C.  F„  Sr. GP 

501  S.  Jeffers 

Heider,  C.  F..  Jr.  GS 

501  S.  Jeffers 

Hovt,  Melvin  S.  OBG 

20  S.  Carr 

Kreymborg.  O.  C.  GP 

Box  669 

Larson.  D.  L.  GP 

719  S.  Dewey 

Niehus.  Wm.  B.  GP 

402  S.  Jeffers 

Pinkerton.  Clifford  C.  GP 

402  S.  Jeffers 


T.O.P. 

Raines.  Max  M.  GS 

702  S.  Pine 

Redfield.  J.  B.  (Life)  ANES 

508  N.  Dewey 

Sawyers,  Gordon  R 

715  S.  Jeffers 

Shaughnessy.  E.  J.  GP 

1111  W.  4th 

Stevenson,  Edward  PD 

108  S.  Vine 

Sturdevant,  Clinton  E.  Li 

Evans  Bldg. 

Takenaga.  R.  T.  GP 

112  E.  C St. 

Taylor,  Bernie  D.  OBG 

1214  W.  A St. 

Walker,  H.  H.  (Life) 

Loma  Linda,  Calif. 

Waltemath.  G.  F.  GP 

1214  W.  A St. 

Wisman.  Jack  P 

715  S.  Jeffere 

Ziegler.  Robert  G.  GP 

305  S.  Pine 

DEUEL 

(Cheyenne,  Kimball 
and  Deuel) 

CHAPPELL  (69129) 

Hartsaw.  John  E. 

Cheyenne,  Wyo. 


GARDEN 

(Garden-Keith-Perkins) 

OSHKOSH  (69154) 

Albee.  A.  B.  

Rounsborg.  Harold  

Seng.  W.  G.  


T.O.P. 

..  GP 
GP 


KEITH 

(Garden-Keith-Perkins) 


OGALLALA  (69153) 

Hottom.  Paul  GP 

Burweli,  J.  R.  GS 

Eberle.  Donald  IM 

Harvey.  E.  A.  (Life) 

New  Plymouth,  Idaho 

Spencer,  Berl  GP 

Taylor.  Robert  R. 

Wilhelm,  Wesley  G. 


PERKINS 

(Garden-Keith-Perkins) 


GRANT  (69140) 

Colglazier,  E.  E.  GP 

Marples,  Donald 
Longview.  Texas 

Potts.  L.  C.  GP 


SCOTTS  BLUFF 

GERING  (69341) 

Barnwell,  Robert  B.  

900  N St. 

Fuhrman,  Jeiry  

900  N St. 

Gentry,  Harold  E.,  Jr.  

1720  10th 

Gentry,  W.  J.  

1720  10th 

Gentry,  W.  Max  

1720  10th 

Harvey,  W.  C..  Sr.  

1955  10th 

Harvey,  W.  D.,  Jr.  

1955  10th 

Wiley,  Stuart  Paul  

900  N St. 

MITCHELL  (69357) 

Hoagland,  Robert  A.  

Loeffel,  Edwin  J.  

Ohme,  Kenneth  

MORRILL  (69358) 

Prentice,  O.  D.  

SCOTTSBLUFF  (C9361) 

Baker.  Ellis  E.  

1624  Ave.  A 

Baker.  Paul  O.  

1624  Ave.  A 

Brown,  W.  O.  

1801  Broadway 

Campbell.  Stuart  D.  

3639  Ave.  B 

Floyd,  John  L.  

St.  Mary  Hosp. 

Frank.  Carl  L.  

1624  Ave.  A 

Gridley.  L.  J.  

214-16  W.  27th 
Grubbs,  Loran  C. 

3635  Ave.  B 

Hanna.  Joe  T.  

1926  Ave.  A 

Hatch,  Francis  

St.  Mary  Hosp. 

Haukebo,  Noel 
St.  Mary  Hosp. 

Hayhurst,  J.  D.  

218  W.  27th 

Heinke,  John  P.  

1723  Ave.  A 


GP 

— GP 
„ GP 
__  GP 
__  GP 
..  GP 
..  GP 
__  GP 

__  GP 
__  GP 
..  GP 

__  GP 

GP 

_ OBG 

PATH 

GP 

R 

— GP 

— OPH 

GP 

PATH 

U 

— GS 


TWELFTH  DISTRICT 

C.  J.  CORNELIUS,  Councilor 


Herhahn,  Frank  T.  GP 

2122  Broadway 

Holmes,  Wm.  E.  GP 

1926  Ave.  A 

Johnson,  Kenneth 
2122  Broadway 

Karrer,  R.  W.  GP 

1810  1st  Ave. 

Kreig,  Jacob.  Jr.  GP 

2122  Broadway 

Landers,  Allan  C.  GP 

1810  1st  Ave. 

Oba.  Calvin  M,  ORS 

116  W.  17th 

Riddell,  Ted  E.  GS 

15  E.  18th 

Rosenau,  John  A.  OPH 

2106  1st  Ave. 

Schmitz.  Gerhard  GS 

118  W.  18th 

Sorensen.  C.  N.  R 

1801  Broadway 


BOX  BUTTE 


ALLIANCE  (69301) 

Burnham,  A.  G.  GP 

524  Box  Butte  Ave. 

Fitzgerald,  Thos.  D. 

Dec.  3-14-66 

Gardner,  Joseph  H.  GP 

202  W.  3rd 

Kennedy,  J.  F.  GP 

916  W.  10th 

Kuncl,  Joseph  (Life) 

1012  Laramie  Ave. 

McNulty,  Edward GP 

916  W.  10th 

Morgan,  R.  J.  GS 

916  W.  10th 

Olson,  Raymond  H.  GP 

524  Box  Butte  Ave. 

Seng,  O.  L.  GP 

619  Box  Butte,  Box  150 

Shannon,  Dewitt  D.  GP 

916  W.  10th 

Sucgang,  F.  P.  OPH 

515  Niobrara  Ave. 

Wilkinson,  Donald  E.  GP 

524  Box  Butte  Ave. 

HEMINGFORD  (69348) 

Ruffing,  John  J.  GP 


DAWES 

(Northwest  Nebraska) 


CHADRON  (69337) 

Alderman.  Allen  J.  GP 

DeFlon.  Eric  G.  GP 

Griot,  A.  J.  (Life) 

Hoevet,  L.  H.  ^ — GP 

Penor,  Robert 

Rasmussen.  Robert  GP 

Serbousek,  Stanley  GP 

CRAWFORD  (69339) 

Bishop.  Ben  GS 

Nakamura,  Tatsumi 


CHEYENNE 

(Cheyenne,  Kimball 
and  Deuel) 


DALTON  (69131) 

Pankau.  J.  B.  GP 

SIDNEY  (69162) 

Bitner,  C.  U.  GP 

Cook,  Hull  GP 

Cornelius,  C.  J.,  Jr.  GP 

Dorwart,  Clinton  B.  GP 

0‘Holleran.  Lloyd  S.  GP 

Rathbun.  S.  R.  GP 

Thayer,  James  E. GP 


KIMBALL 

(Cheyenne.  Kimball 
and  Deuel) 


KIMBALL  (69145) 

Calkins.  Robert  C.  GP 

Core.  Edwin  R.  GS 

Shamberg.  Alfred  H.  GP 

MORRILL 

BAYARD  (69334) 

Hrnicek,  Leo  A.  IM 

(Scotts  Bluff  Co.) 

BRIDGEPORT  (69336) 

Blackstone.  H.  A.  GP 

(Scotts  Bluff  Co.) 

Post,  George  Peter  GP 

(Scotts  Bluff  Co.) 
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1966  Membership  Roster  Nebraska  State  Medical  Association 


Name  and  Town 

Abts,  A.  W.  - Omaha 
Adams,  Gordon  D.  • Norfolk 

Adams.  Leo  M.  - Grand  Island 
Adkins.  Nathan  - Omaha 
Aftonomos,  Lefkos  - Omaha 
Ahrens.  Herbert  G.  - Lincoln 
Aita,  John  A.  - Omaha 
Albee.  Albert  B.  - Oshkosh 
Albei-tson.  L.  D.  - Omaha 
Alcorn,  Floyd  - Sioux  Falls,  S.D. 

Alderman,  Allen  - Chadron 
Allely,  John  R.  - Omaha 
Allen,  Dale  R.  - Military'  Service 
Allen.  John  F.  - LaJolla,  Calif. 
Alliband.  George  T.  - Omaha 
Allison.  George  J.  - Ralston 

Althouse,  I.  G.  - Lynch 
Amick.  C.  G.  - Denver.  Colo. 
Andersen.  Alfred  C.  - Omaha 
Andersen,  R.  R.  - Nehawka 
Anderson,  A.  B..  Jr.  - Pawnee  City 
Anderson,  Arthur  W.  - Ingleside 
Anderson.  C.  L.  - Stromsburg 
Anderson,  H.  C.  - Grand  Island 
Anderson.  H.  F.  - Hastings 
Anderson,  Harley  E.  - Omaha 
Anderson,  John  S.  - Grand  Island 

Anderson,  Lawrence  L.  - Omaha 
Anderson.  Leo  E.  - Ft.  Lee,  N.J. 
Andei'son,  R.  C.  - Columbus 
Anderson.  Robert  C.  - Ainsworth 
Angle.  Carol  R.  - Omaha 
Angle,  E.  E.  - Lincoln 
Angle,  William  D.  - Omaha 
Antony.  Arthur  C.  - Omaha 
Armbrust,  Walter  - Omaha 
Arnholt,  M.  F.  - Lincoln 
Arrasmith,  K.  Don  - Omaha 
Ashby,  A.  A.  - Geneva 
Ashby.  Chas.  F.  - Geneva 
Austria,  G.  O.  - Omaha 
Ayres,  Maurice  J.  - Gothenburg 
Baca,  D.  E.  - Omaha 
Bach,  Stanley  - Omaha 
Bagby,  Kenneth  C.  - Blair 
Baker,  Ellis  E.  - Scottsbluff 
Baker,  Paul  Q.  - Scottsbluff 
Baldwin,  John  D.  - Lincoln 
Ballew,  John  W.  - Lincoln 
Bancroft.  B.  R.  - Kearney 
Bancroft.  John  H.  - Kearney 
Bancroft.  Paul  - Lincoln 
Bantin.  Clarence  - Omaha 
Bare.  James  E.  - Papillion 
Barkey,  V.  S.  - Lincoln 
Barmore.  John  L.  - Omaha 
Barnwell,  Robt.  B.  - Gering 
Barr.  Carl  C.  - Tilden 
Barr.  Robert  E.  - Tilden 
Bari’y.  M.  W.  - Omaha 
Barry’,  Richard  V.  - Omaha 
Barta,  Frank  R.  - Omaha 
Barthell,  John  H.  - Lincoln 
Bass.  Robert  L.  - Genoa 
Batty,  John  L,  - McCook 
Bauer.  Lawrence  W.  - Kearney 
Baum,  Cletus  J.  - Omaha 
Baumgartner.  J.  C.  - Salt  Lake 
City.  Utah 

Beber.  Meyer  • Omaha 
Bechtel,  M.  D.  - Lemoore,  Calif. 
Becker.  Wesley  C.  - Lincoln 
Becker.  Wm.  F.  - Military  Service 
Beitenman,  Edward  T.  - Omaha 
Bell.  C.  D.  - Lincoln 
Bell,  James  D.  - York 
Bell.  J.  S.  - York 

Bence.  Jackson  J.  - Shawnee  Mission, 
Kansas 

Bendorf.  D.  H.  - Omaha 
Bengston.  John  W.  - Lincoln 
Bennett,  Wilbur  Keith  - Red  Cloud 
Benthack,  Robt.  B.  - Wayne 
Benthack,  Walter  - Wayne 
Bentley,  Neil  B.  - Oxford 
Reran.  Russell  E.  - Omaha 
Berrick.  Wm.  H.  - Madison 
Best.  R.  Russell  - Omaha 
Best.  Robert  - Holdrege 
Bevilacqna,  Lee  F.  - Omaha 
Bierbower,  R.  L.  - Shelby 
Billerbeck,  Heni*y  J.  - Randolph 
Bisgard,  J.  Dewey  - Omaha 
Bishop,  Ben  - Crawford 
Bitner,  Chris  - Sidney 
Bitner.  Mary  S.  - Lincoln 
Bivens.  Wm.  S.  - Holdrege 
Black.  Albert  S.,  Jr.  - Omaha 
Hlackstone,  Herbert  - Bridgeport 


Name  and  Town 

Blair,  Ralph  L.  - Grand  Island 
Bleicher,  Jerome  E.  - Omaha 
Block,  D.  M.  - Arlington 
Block,  Dean  M.  - Arlington 
Blodig.  John  L.  - Omaha 
Blum,  Henry’  - Lincoln 
Boelter.  Wm.  C.  - Omaha 
Bogle.  John  H.  - Loup  City 
Bohi.  Daniel  G.  - Military  Service 
Boler.  Thos.  D.  - Omaha 
Bonebrake,  A.  H.  - Nebraska  City 
Bonniwell,  Chas.  M.  - Omaha 
Booth.  Richard  - Omaha 
Borghoff.  Joseph  J.  - Omaha 
Bosley,  Warren  G.  - Grand  Island 
Bottom,  Paul  - Ogallala 
Boykin,  J.  Melvin  - Lincoln 
Bradley.  Warren  Q.  - Lincoln 
Brannen.  Charles  F.  - Omaha 
Brauer,  Russell  C.  - Lincoln 
Brauer,  S.  H.  - Norfolk 
Bray,  R.  E.  - Ponca 
Brazer,  John  G.  - Omaha 
Brendel.  Richard  F.  - Plattsmouth 
Brennan.  L.  V.  - Falls  City 
Bressman.  Charles  M.  - Omaha 
Brett,  Dale  Edward  - Omaha 
Brewster,  Donald  E.  - Holdrege 
Brewster,  F.  Wayne  - Holdrege 
Bridges.  James  - Fremont 
Brill,  I.  William  - Lincoln 
Brillhart,  E.  G.  - Columbus 
Brinkman,  H.  H.  - Omaha 
Brodkey.  M.  H.  - Omaha 
Brody.  Alfred  W.  - Omaha 
Brolsma.  M.  P.  - Lincoln 
Brooks,  E.  B.  - Lincoln 
Brooks,  Robert  - Lincoln 
Brott,  Clarence  R.  - Beatrice 
Brown,  Arthur  C.  - Omaha 
Brown.  John  A.  Ill  - Lincoln 
Brown,  R.  - Beatrice 
Brown,  W.  O.  - Scottsbluff 
Browne,  Kenneth  M.  - Omaha 
Brugh.  E.  A.  - Grand  Island 
Brush.  John  H.  - Omaha 
Bucholz.  Donald  - Omaha 
Bunting.  L.  G.  - Hebron 
Bunting.  Richard  - Omaha 
Burbridge,  Glen  E.  - Nebraska  City 
Burghart,  Robert  L.  - Falls  City 
Burleigh.  John  S.  - Norfolk 
Bumey,  Dwight.  Jr.  - Omaha 
Burnham.  Arnold  G.  - Alliance 
Burns.  B.  C.,  Sr.  - Omaha 
Burns,  B.  C.,  Jr.  - Omaha 
Burns.  Robert  I.  - Columbus 
Burwell,  J.  R.  - Ogallala 
Butler.  Robert  E.  • Minden 
Cain,  Jerome  A.  - Lincoln 
Calkins,  Robert  C.  - Kimball 
Calvert.  John  H.  - Pierce 
Calvert.  Thomas  D.  - Lincoln 
Cameron.  O.  J.  - Omaha 
Campbell,  John  F.  - Grand  Island 
Campbell,  Stuart  D.  - Scottsbluff 
Campbell.  W.  Allen  - Lincoln 
Carignan.  Chas..  Jr.  - Ravenna 
Carlson.  C.  R.  - Wauneta 
Carlson.  Emery  W.  - Newman  Grove 
Carlson.  James  - Verdigre 
Carnazzo.  Anthony  J.  - Omaha 
Carnazzo,  S.  J.  - Omaha 
Carp,  Oscar  - Omaha 
Carr,  J.  W.  - Seward 
Carroll.  R.  P.  - Laurel 
Carson,  Jim  S.  - McCook 
Carstens,  George  J.  - O’Neill 
Carter.  James  G.  - Omaha 
Carter.  Wm.  S.  - Omaha 
Carveth,  Stephen  W.  - Lincoln 
Carveth.  W.  W.  - Lincoln 
Cassel.  R.  L.  - Fairbury 
Cassidy.  W.  A.  - Omaha 
Catania.  Nancy  - Omaha 
Cegielski,  M.  - Omaha 
Chadek.  L.  J.  - West  Point 
Chaloupka.  M.  L.  - Callaway 
Chapp.  John  D.  - Beatrice 
Chappell,  E.  R.  - Minden 
Charlton,  George  P.  - Hastings 
Cherry,  L.  D.  - Lincoln 
Chick.  Nicholas  - Amarillo,  Texas 
Chleborad,  Wm.  J.  - Fremont 
Christensen.  J.  B.  - Omaha 
Christlieb,  J.  M.  - Omaha 
Clark,  W.  M.  - Omaha 
Claussen,  Bruce  F.  - North  Platte 
Cleaver.  Edgar  - Omaha 
Clemens,  Richard  P.  - Omaha 


Name  and  Town 

Clothier,  John  G.  - Lincoln 
Clyne,  John  C.  - Lincoln 
Cochran,  Robert  M.  - Omaha 
Coe,  C.  M.  - Wakefield 
Coe,  John  D.  - Omaha 
Cole,  Frank  - Lincoln 
Coleman,  F.  D.  - Lincoln 
Colon,  V.  Franklin  - Friend 
Colglazier.  Ernest  • Grant 
Comine,  J.  J.  - Omaha 
Connolly,  E.  A.  • Omaha 
Connor,  P.  James  - Omaha 
Connors,  E.  K.  - Omaha 
Conwell,  George  D.  - Norfolk 
Cook,  Hull  - Sidney 
Cook,  Lyman  J.  - Omaha 
Cooper,  George  - North  Platte 
Core,  Edwin  R.  - Kimball 
Cornelius,  C.  J.  - Sidney 
Cotton,  Walter  T.  - Omaha 
Courtney.  J.  E.  - Omaha 
Cowan,  S.  D.  - Falls  City 
Cram,  Roy  S.  - Burwell 
Crawford.  Mark  E.  - Lincoln 
Crofoot,  Michael  - Omaha 
Crotty,  Richard  Q.  - Omaha 
Crum,  H.  V.  - Rushville 
Cuka,  Denis  J.  - Omaha 
Currey,  John  R.  - Lincoln 
Curtis.  E.  E.  - Neligh 
Curtiss.  Charles  P.  - Kearney 
Dahlheim.  Harold  - Norfolk 
Dalton,  Kenneth  R.  - Genoa 
David,  Joseph,  Jr.  - Norfolk 
Davies,  Dale  H.  - Fremont 
Davies,  L.  T.  - Lincoln 
Davis,  Allan  - Omaha 
Davis,  Herbert  H.  - Omaha 
Davis,  J.  Calvin  - Omaha 
Davis,  J.  Calvin,  III  - Omaha 
Davis,  John  Byron  - Omaha 
Davis.  Neal  - Omaha 
Deakin,  Thos.  W.  - Valentine 
Dean,  Earl  J.  - Hastings 
Dean,  G.  W.  - Lincoln 
Decker,  R.  F.  - Byron 
DeFlon,  Eric  G.  - Chadron 
DeLanney,  L.  A.  - Walnut  Creek, 
Calif. 

DeMay,  Richard  F.  - Grand  Island 
Dendinger,  Wm.  - Omaha 
Denker,  John  C.  - Valley 
Deppen,  E.  N.  - Lincoln 
Deubler,  Keith  F.  - Military  Service 
Devers,  W.  I.  - Pierce 
DeVol.  Russell  A.  - North  Platte 
Dewey,  F.  G.  - Coleridge 
Dewey,  John  L.  - Omaha 
Deyke,  Vem  F.  - Columbus 
Dickerson,  William  - Omaha 
Dickinson,  L.  E.,  Jr.  - McCook 
Dietz,  Robert  J.  - Plattsmouth 
Dinsmore,  James  - Omaha 
Doering,  William  - Franklin 
Donahue,  Francis  D.  - Omaha 
Donaldson.  J.  H..  Jr.  - McCook 
Donelan,  James  P.  - Omaha 
Donelan.  James  S.  - Omaha 
Donovan,  James  M.  - Omaha 
Doolittle,  H.  H.  - Omaha 
Dorwart.  Clinton  B.  - Sidney 
Dowell,  D.  A.  - Omaha 
Drdla,  Theodore  - Omaha 
Drozda,  Jos.  P.  - Omaha 
Dunlap,  James  - Omaha 
Dunlap,  James  H.  - Norfolk 
Dunn,  D.  E.  - Omaha 
Dunn,  F.  Lowell  - Omaha 
Dutch,  Stephen  J..  Jr.  - Omaha 
Dworak,  Henry  L.  - Omaha 
Eagle,  Frank  L.  - Omaha 
Easley,  John  H.  - Grand  Island 
Eaton,  lK)uise  - Omaha 
Eaton,  Merrill  T.  - Omaha 
Eaton,  William  B.  - Fremont 
Eberle,  Donald  - Ogallala 
Ebers,  Dale  W.  - Lincoln 
Egan,  Richard  L.  - Omaha 
Egan,  William  J.  - Omaha 
Egan,  William  P.  - Omaha 
Ehrlich,  Robert  W,  - Lincoln 
Ekeler,  Louis  J.  - David  City 
Eklund,  H.  S.  - Osceola 
Elias,  H.  F.  - Beatrice 
Elston,  Harry  R.  - Omaha 
Elston,  James  H.  - Omaha 
Emerson,  C.  - Lincoln 
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Endres,  G.  L.  - Omaha 
En^dahl,  Wallace  E.  - Omaha 
Epp,  M.  J.  - Lincoln 
Ericson,  L.  L.  - West  Point 
Ewing,  Eugene  - Madison 
Ewing,  John  D.  - Omaha 
Faier,  Robert  G.  - Omaha 
Fairbanks,  Wendell  - Auburn 
Falloon,  Frank  - Fairbury 
Fangman,  Richard  J.  - Omaha 
Farmer,  Wm.  - Falls  City 
Farner,  B.  R.  - Norfolk 
Farner,  John  E.  - Valentine 
Farrell,  Chester  H.  - Omaha 
Farrell,  Robert  F.  - San  Francisco, 
Calif. 

Feldhaus,  Richard  - Omaha 
Fellman,  A.  C.  - Omaha 
Fellows,  Chas.  E.  - Omaha 
Fend,  Howard  - Schuyler 
Fenstermacher,  R.  C.  - Nebraska  City 
Fenton.  Bryan  C.  T.  - San  Antonio 
Texas 

Ferciot,  C.  Fred  - Lincoln 
Fieber,  Warren  W.  - Omaha 
Fijan,  Kenneth  J.  - Lincoln 
Filip.  Alexander  J.  - Grand  Island 
Filkins,  John  C.  - Omaha 
Finegan,  John  C.  - Lexington 
Finkner,  John  R.  - Minden 
Finlayson,  Alister  I.  - Omaha 
Finney,  Lawrence  - Lincoln 
Fischer,  Rex  R.  - Military  Service 
Fisher,  Eugene  - Omaha 
Fitch,  Donald  Max  - Omaha 
Fitzgibbons,  Robert  J.  - Omaha 
Fitzmaurice,  Francis  - Omaha 
Flansburg,  H.  E.  - Lincoln 
Fleishman.  Max  - Omaha 
Fleming.  Edward  F.  - Omaha 
Floyd,  John  L.  - Scottsbluff 
Foley,  John  F.  - Omaha 
Foote,  C.  M.  - Hastings 
Foote,  D.  B.  - Hastings 
Foote,  E.  C.  « Hastings 
Ford,  Edward  - Omaha 
Formanack,  C.  J.  • Syracuse 
Forney,  L.  W.  - Crete 
Foster,  Miles  E.,  Jr.  - Waterloo 
Fowler,  W.  Gerald  - DeWitt 
Fox,  Robert  J.  - Spalding 
Francis,  Gordon  D.  - Grand  Island 
Francis.  Marvin  B.  - Bellevue 
Frank,  Carl  L.  - Scottsbluff 
Frank,  Muriel  N.  - Omaha 
Frans,  James  R.  - Milford 
Frazer,  M.  D.  - Lincoln 
Freed.  Albert  E.  - Omaha 
French,  Ivan  M.  - Wahoo 
Frerichs,  C.  T.  - Beatrice 
Friesen,  Harold  F.  • Henderson 
Fritsch,  John  H.  - Lincoln 
Frost,  Dwight  W.  - Omaha 
Fuenning,  S.  I.  - Lincoln 
Fuhrman,  Jerry  - Gering 
Gardiner,  J.  F.  - Omaha 
Gardner,  Joseph  H.  • Alliance 
Garlinghouse,  R.  E.  - Lincoln 
Garlinghouse.  R.  O.  - Lincoln 
Gartner,  Lee  D.  - Lincoln 
Gately,  H.  S.  - Syracuse 
Gatewood.  John  W.  - Omaha 
Gegoud,  John  L.  - Omaha 
Geer,  Robert  R.  - Grand  Island 
Gentry,  Harold,  Jr.  - Gering 
Gentry,  Richard  D.  - Falls  City 
Gentry,  W.  Max  - Gering 
Gentry,  William  J.  - Gering 
George,  John  H.  - Omaha 
Getscher,  Phillip  E.  - Lincoln 
Getty,  Robert  F.  - North  Platte 
Gibbs,  Gordon  - Omaha 
Gibson,  L.  V.  - Lincoln 
Giegrich,  W.  F.  - Omaha 
Giffen,  Horace  K.  - Omaha 
Gifford,  Harold,  Jr.  • Omaha 
Gilbert,  Louis  W.  - Lincoln 
Giles,  Wm.  F.  - Omaha 
Gilg,  A.  Dean  - Bassett 
Gillespie,  Patrick  C.  - Beatrice 
Gillespie.  Robert  W.  - Lincoln 
Gillies,  R.  O.,  Jr.  - Omaha 
Gilligan,  J.  P.  - Nebraska  City 
Gillispie,  James-  Falls  City 
Gilloon,  Allan  G.  - Grand  Island 
Glenn,  Elmer  E.  - Hastings 
Glenn,  William  V.  - Falls  City 
Glow,  Donald  Thomas  - Omaha 
Goehring,  Walter  - Blair 
Goetowski,  Paul  - Lincoln 
Gogela,  Louis  J.  - Lincoln 
Goodrich,  Guy  W.  - Omaha 
Gorthey,  Russell  L.  - Lincoln 
Gouldman,  Carl  - Ingleside 


Name  and  Town 

Grace,  Leslie  I.  - Blair 
Graham.  Hamlin  - Lincoln 
Graham,  W.  W.  - Elgin 
Graham.  William  E.  - Omaha 
Grant,  Robert  S.  - Lincoln 
Graupner,  G.  W.  - Grand  Island 
Graves.  Harris  B.  - Omaha 
Gray,  Richard  W.  - Lincoln 
Green.  Carl  R.  - Creighton 
Greenberg.  A.  - Omaha 
Greenberg,  Ben  - York 
Greenberg.  M.  M.  - Omaha 
Greenberg.  Richard  S.  - Omaha 
Greene,  Arthur  M.  - Omaha 
Greene,  Earl  G.  - Omaha 
Gridley.  L.  J.  - Scottsbluff 
Grier,  John  J.  - Omaha 
Grier.  M.  E.  - Omaha 
Grier,  Thomas  - Caresbad,  Calif. 
Griffin,  Logan  - Lincoln 
Griffin.  Wm.  T.  - Lincoln 
Griot,  A.  J.  - Chadron 
Grissom,  Robert  L.  - Omaha 
Gross,  Joseph  F.  - Omaha 
Grubbs,  Loran  C.  - Scottsbluff 
Guildner,  C.  Wayne  - Hastings 
Gumett.  Thomas  J.  - Omaha 
Gutch,  C.  F.  - Lincoln 
Haag,  Robert  L.  - Lincoln 
Hachiya,  Keay  - Lincoln 
Hadley.  Clifford  M.  - Polk 
Hadley,  Richard  - Omaha 
Hahn.  Robert  E.  - Omaha 
Haller.  Michael  - Omaha 
Hallgrimson,  Paul  J.  - Superior 
Halvorsen,  H.  C.  - Lincoln 
Hamilton,  Clif  S.  - Omaha 
Hammes,  Donald  - Omaha 
Hamsa,  W.  R.,  Jr.  - Omaha 
Hamsa,  W.  R.,  Sr.  - Omaha 
Hanigan,  J.  J.  - Lincoln 
Hanisch,  E.  C.  - St.  Paul 
Hanisch,  Louis  E.  - Omaha 
Hanisch,  Richard  - St.  Paul 
Hanisch,  Robert  W.  - St.  Paul 
Hankins,  Chas.  R.  - Omaha 
Hanna.  Joe  T.  - Scottsbluff 
Hansen.  Clifford  H.  - Omaha 
Hansen.  H.  C.  - Kearney 
Hansen.  Hodson  A.  - Lincoln 
Hansen,  John  E.  - Wahoo 
Hansen.  Warren  D.  - Norfolk 
Harb,  Fred  - Cairo 
Hardy,  C.  C.  - Willoughby.  Ohio 
HaiTnan,  Denham  - Omaha 
Harris,  G.  A.  - Cambridge 
Harris,  Jack  T.  - Stratton 
Harry.  R.  E.  - York 
Hartigan,  John  D.  - Omaha 
Hartmann.  Clarence  M.  - Omaha 
Hartsaw,  John  E.  - Cheyenne.  Wyo. 
Harvey,  Alexander  T.  - Fremont 
Harvey,  Andrew  - Fremont 
Harvey,  Donald  - Omaha 
Harvey,  E.  A.  - New  Plymouth, 

Idaho 

Harvey,  Harold  E.  - Lincoln 
Harvey,  Harry  E.  - Lincoln 
Harvey,  W.  C.,  Jr.  - Gering 
Harvey.  W.  C.,  Sr.  - Gering 
Haskins,  J.  R.  - Lexington 
Hasl,  Robert  F.  - Omaha 
Haslam,  George  A.  - Fremont 
Haslam.  George  J.  - North  Platte 
Hasty.  Robert  C.  - Lincoln 
Hathaway.  Frederick  - Lincoln 
Hatch.  Francis  - Scottsbluff 
Haukebo,  Noel  - Scottsbluff 
Hawkins,  Robert  E.  - Omaha 
Hayhurst,  J.  D.  - Scottsbluff 
Heaney,  Robert  - Omaha 
Heffron,  John  F.  - Omaha 
Heider,  Charles  F.,  Jr.  - North  Platte 
Heider,  Charles  F.,  Sr.  - North  Platte 
Heidrick,  Paul  J.  - Lincoln 
Heidrick,  Wm.  P.  - Lincoln 
Heim,  Harlan  S.  - Humboldt 
Heine,  Clinton  D.  - Columbus 
Heinke.  John  P.  - Scottsbluff 
Heins,  Robert  L.  - Falls  City 
Heiser,  E.  N.  - Columbus 
Henderson,  Harry  C.  - Omaha 
Henn,  MaiT  J.  - Omaha 
Hepperlen,  H.  M.  - Beatrice 
Herhan,  Frank  T.  - Scottsbluff 
Hermanson,  Eugene  - Coleridge 
Herpolsheimer,  Robert  W.  - Seward 
Hervert,  J.  Wm.  - Lincoln 
Hession,  John  F.  - Omaha 
Heumann,  J.  M.  F.  - Omaha 
Heusel,  Wm.  G.  - Hooper 
Heywood,  Leo  T.  - Omaha 
Hickey,  C.  W.  - Bennington 


Name  and  Town 

Hieb.  Wilbert  E.  - Hender.son 
Hill.  F.  C.  - Omaha 
Hill,  W.  H.  - Fremont 
Hill,  W.  Ray  - Seward 
Hillyer,  R.  A.  - Lincoln 
Hilton.  Hiram  D.  - Lincoln 
Hineman,  M.  W.  - Crete 
Hinrichs,  E.  J.  - Wahoo 
Hinrichs,  Thomas  - North  Bend 
Hoagland.  Robert  A.  - Mitchell 
Hobbs,  E.  T.  - Lincoln 
Hodgson.  Paul  E.  - Omaha 
Hoevet,  L.  H.  - Chadron 
Hoff,  R.  Paul  - Seward 
Hoffman,  Kenneth  C.  - Omaha 
Hoffmeister,  Geo.  F.  - Hastings 
Hoffmeister,  Geo.  - Mesa.  Ariz. 
Hohlen.  K.  S.  J.  - Lincoln 
Hohn,  W.  F.  - South  Gate.  Calif. 
Holcomb.  Gerald  R.  - Hastings 
Holcombe.  Robt.  C.  - Omaha 
Holden,  W.  J.  - Omaha 
Holmes,  William  E.  - Scottsbluff 
Holthaus,  Joseph  M.  - Omaha 
Hood,  L.  Thomas  - Omaha 
Hoody,  Steve  - Omaha 
Hook.  R.  L.  - Rushville 
Horn.  Harold  R.  - Lincoln 
Hornsby,  L.  G.  - Omaha 
Horwich,  Joseph  M.  - Omaha 
Hotz,  Harley  - Omaha 
House,  Robert  - Grand  Island 
Howard,  C.  D.  - Blair 
Howard.  M.  C.  - Omaha 
Howe,  Robert  L.  - Nelson 
Hoyt,  Melvin  S.  - North  Platte 
Hranac,  Chas.  E.  - Cozad 
Hmicek,  Leo  A.  - Bayard 
Hruby.  Allan  J.  - Omaha 
Hubbard,  Theodore  F.  - Omaha 
Hubble,  Kenneth  O.  - Lincoln 
Hughes,  D.  O.  - Fairbury 
Hughes,  Leo  V.  - Omaha 
Hughes,  W.  T.  - Gretna 
Hull,  Wayne  M.  - St.  Petersburg. 

Fla. 

Hummel,  R.  O.  - Lincoln 
Hungerford,  Wm.  E.  - Omaha 
Hunt,  Howard  B.  - Omaha 
Hyde,  John  R.  - Omaha 
Imes,  Loren  E.  - Grand  Island 
Ingham,  Chas.  G.  - Noi*folk 
Inslee,  Donald  O.  - Gothenburg 
Irvin,  I.  W.  - Auburn 
Iwersen,  Frank  J.  - Omaha 
Jackson,  Donald  R.  - Omaha 
Jakeman.  H.  A.  - Fremont 
James,  Lawrence  R.  - Omaha 
Jardon,  Oscar  - Loup  City 
Jaros,  S.  H.  - Omaha 
Jarvis,  W.  J.  - Lincoln 
Jenkins,  Harry  - Omaha 
Jensen.  W.  P.  - Omaha 
Jensen,  Wm. -Omaha 
Jernstrom,  Roger  - Omaha 
Jester,  Royal  F.,  Sr.  - Kearney 
Jester,  Royal  F.,  Jr.  - Kearney 
John.  George  L.  - Wayne 
Johnson,  Geo.  N.  - Omaha 
Johnson,  Gordon  F.  - Omaha 
Johnson.  Gordon  O.  - FairbuiT 
Johnson.  H.  F.  - Omaha 
Johnson.  J.  A.  - Omaha 
Johnson.  Kenneth  - Scottsbluff 
Johnson,  L.  Palmer  - Lincoln 
Johnson,  O.  D.  - Kearney 
Johnson,  Richard  D.  - Kearney 
Johnson,  Richard  N.  - Omaha 
Johnson,  Wilbur  - Valentine 
Johnson,  Wm.  H.  - Omaha 
Johnston.  R.  S.  - Kearney 
Johnston.  Raymond  F.  - Kearney 
Jones,  Donald  W.  - Holdrege 
Jones,  John  R.  - Omaha 
Jones,  R.  T.  - McCook 
Jones,  Robert  Dale  - Omaha 
Jones,  Robert  K.  - Lincoln 
Judd,  J.  H.  - Omaha 
Jurgensen,  William  W.  - Omaha 
Kadavy,  G.  J.  - Omaha 
Kadel,  M.  A.  - Hastings 
Kalin,  John  A.  - Omaha 
Kamm,  Frank -Blue  Hill 
Kammendel.  Henry  - Omaha 
Kamprath,  Wilmar  - Denver,  Colo. 
Karrer,  F.  M.  - McCook 
Karrer,  F.  W.  - York 
Karrer,  F.  Wm.  - Omaha 
Karrer,  R.  W.  - Scottsbluff 
Karrer,  Robert  E.  - York 
Kaufman,  Jack  E.  - David  City 
Keegan,  J.  Jay  - Omaha 
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Keilly,  John  E.  - Lincoln 
Kelley.  J.  Whitney  - Omaha 
Kelley,  Wm.  E.  - Omaha 
Kelly,  Gerard  - Omaha 
Kelly.  James  F..  Jr.  - Omaha 
Kelly,  James  F..  Sr.  - Omaha 
Kemp.  Daniel  - Omaha 
Kemp,  Wm.  T.  - Omaha 
Kennedy,  J.  F.  - Alliance 
Kennedy.  John  C.  - Omaha 
Kenner.  W.  C.  - Nebraska  City 
Kenney.  Emmet  M.  - Omaha 
Kenney.  Kenneth  J.  - Fairbury 
Kenney,  Neil  P.  - Omaha 
Keown.  J.  T..  Jr.  - Pender 
Kershaw.  Vincent  - Omaha 
Kiekhaefer.  Theo.  C.  - Superior 
Kilgore,  W.  S.  - York 
Kimball.  Kenneth  F.  - Kearney 
Kingsley.  D.  W.,  Jr.  - Hastings 
Kingsley.  D.  W..  Sr.  - Hastings 
Kirchner.  John  R.  - Omaha 
Kirk,  E.  J.  - Omaha 
Klaas,  R.  E.  - Norfolk 
Klabenes.  Frank  J.  - Omaha 
Kleager.  Clyde  L.  - Hastings 
Klein.  Robert  J.  - Omaha 
Kleinschmidt.  G.  W.  - Ingleside 
Knosp,  Glen  D.  - Elmwood 
Koefoot,  R.  B.  - Broken  Bow 
Koefoot,  Robert  R.  - Grand  Island 
Koefoot,  Theo.,  Jr.  - Broken  Bow 
Kohtz.  R.  H.  - Bloomfield 
Kopp,  Robert  E.  - Plainview 
Kostal,  O.  A.  - Hastings 
Koszewski.  Bohdan  J.  - Omaha 
Kovar.  Wm.  R.  - Omaha 
Kovarik.  James  R.  - Omaha 
Kratochvil,  Bernard  - Omaha 
Kreymborg,  O.  C.  - North  Platte 
Krickbaum,  John  - Auburn 
Krieg,  Jacob  - Scottsbluff 
Kroupa,  W.  E.  - Omaha 
Kuehn.  Gerald  A.  - Hastings 
Kulesh,  Morton  H.  - Omaha 
Kuncl,  Joseph  - Alliance 
Kunkel,  L.  N.  - Weeping  Water 
Kuper.  H-  D.  - Columbus 
Lad\\ig.  Harold  A.  - Omaha 
Laird.  Thomas  R.  - Blue  Hill 
Landers,  Allan  C.  - Scottsbluff 
Landers.  Roderick  - Norfolk 
Landgraf,  Charles  W.,  Jr. -Hastings 
Lane.  L.  Dean  - Kearney 
Langdon,  Edward  - Omaha 
Langdon.  Frederick  J.  - Omaha 
Langdon,  Robert  - Omaha 
Langsam,  Victoria  - Omaha 
Lanspa,  Eugene  F.  - Omaha 
Larsen,  Arthur  L.  - Omaha 
Larson,  D.  L.  - North  Platte 
Larson  Donald  J.  - Aurora 
Larson.  George  - Lincoln 
Larson,  Sherwood  L.  - Crete 
Latenser,  John  F.  - Omaha 
Latta.  C.  Rex  - Omaha 
Lau.  Glen  F.  - Lincoln 
Leahy,  James  J.  - Omaha 
Lear,  William  J.  - Norfolk 
Lee.  Leonard  R.  - Lincoln 
Lee,  Leroy  W.  - Omaha 
Lehnhoff.  Henr>’  J,  - Omaha 
Leininger.  E.  F.  - McCook 
Lemke,  Theodore  J.  - Columbus 
Lemon.  Henrj-  M.  - Omaha 
Lempka,  Arnold  W.  - Omaha 
Lennox,  Geo.  B.  - Omaha 
Levin,  Hugh  S.  - Omaha 
Lewis,  George  E.  - Lincoln 
Lewis,  Jack  K.  - Omaha 
Lewis,  Kirk  C.  - Omaha 
Lewis,  L.  G.  H.  - Lincoln 
Lewis.  Raymond  G.  - Omaha 
LeWorthy,  G.  W,  - Lincoln 
Liebentritt,  Arthur  - Columbus 
Lipp,  Frank  E.  - Omaha 
Lodge.  James  L.  - Lincoln 
Loeffel.  E.  J.  - Mitchell 
Lombardo.  Anthony  J.  - Omaha 
Long,  James  S.  - Alma 
Long,  Robert  S.  - Omaha 
Long.  Wm.  B.  - Lexington 
Longacre,  O.  E.  - Grand  Island 
Longo,  Charles  A.  - Belle\'ue 
Longo,  Joseph  A.  - Omaha 
Look,  Charles  E.  - Omaha 
Loomis.  George  W.  - Omaha 
Lorincz.  Albert  B.  - Chicago,  HI. 
Loschen.  Darroll  J.  - Military  Ser\*ice 
Loveland  Grace  - Lincoln 
Lovgren,  R.  E.  - Omaha 
Luby,  Robert  J.  - Omaha 
Lucas.  Jos.  F.  - Omaha 
Lucas.  Thomas  - Broken  Bow 


Name  and  Town 

Luce,  Roscoe  P.  - Fairburj’ 

Luikart.  Ralph  H.  - Omaha 

Lukens,  Isaiah  - Tekemah 

L>Tnan,  Edwin  D.  - Omaha 

Lynn,  Vincent  S.  - Geneva 

Mabeus,  Duane  F.  - Stratton 

Mabie.  James  E.  - Bassett 

Madden,  Patrick  J.  - Aurora 

Maggiore.  Carl  H.  - Grand  Island 

Magid,  Bernard  - Omaha 

Magiera,  Stephen  L.  - Omaha 

Magill.  Van  - Curtis 

Magruder,  Thomas  G.  - Omaha 

Mailliard,  A.  E.  - Osmond 

Mailliard.  James  A.  - Omaha 

Malashock,  Edward  M.  - Omaha 

Maly.  James  C.  - Fullerton 

Maness,  E.  Stewart  - Lincoln 

Mangimelli,  Samuel  T.  - Omaha 

Mardis,  Hal  - Omaha 

Margolin.  J.  Milton  - Omaha 

Margolin.  Morris  - Omaha 

Markley.  M.  E.  - North  Loup 

Marples.  Donald  R.  - Longview.  Texas 

Marsh,  P.  Wayne  - Omaha 

Martin,  Benjamin  O.  - Pender 

Martin,  Francis  - Norfolk 

Martin.  Paul  J.  - Omaha 

Martin.  Paul  R.  - Ord 

Marx.  Louis  E.  - Lincoln 

Marx.  Paul  D.  - Lincoln 

Mason,  C.  T.  - Out  of  State 

Mason,  Roger  D.  - McCook 

Mastin,  Robert  L.  - Hastings 

Mathews.  M.  D.  - St.  Paul 

Mathews,  M.  Jack  - Lincoln 

Matson.  Guy  M.  - Lincoln 

Matson,  Roy  M.  - Wayne 

Matthews.  Donald  - Lincoln 

Mauer.  R.  T.  - Omaha 

Ma.xwell,  Paul  J.  - Lincoln 

Maynard,  James  H.  - Omaha 

McArdle,  G.  Prentiss  - Omaha 

McAvin,  J.  D.  - Omaha 

McCammond,  John  M.  - Kearney 

McCarthy,  Harrj'  H.  - Omaha 

McCarthy,  John  O.  - Omaha 

McCarthy,  Joseph  D.  - Ft.  Lauderdale. 

Fla. 

McCarthy.  T.  F.  - Lincoln 
McCaslin,  Joseph  - Omaha 
McClanahan.  Frank  C.  - Neligh 
McCleer>\  D.  P.  - Beatrice 
McCleneghen,  Sam  - Valley 
McConahay,  Harold  - Holdrege 
McCormick,  Keith  M.  - Omaha 
McDermott  Arnold  - Omaha 
McDermott,  K.  F.  - Grand  Island 
McDonald,  Rajmond  - Omaha 
McFadden,  Harrj'  W.,  Jr.  - Omaha 
McGee,  Dean  - Lexington 
McGinnis,  Kenneth  T.  - Lincoln 
McGoogan,  Leon  A.  - Omaha 
McGrath,  Chas.  D.  - Grand  Island 
McGrath,  W.  D.  - Grand  Island 
McGrath,  William  M,  - Grand  Island 
McGreer,  John  T..  Jr.  - Lincoln 
McGreer,  John  T.  Ill  - Lincoln 
McGrew.  K.  C.  - Orleans 
Mclntire,  Matilda  S.  - Omaha 
Mclntire,  Robert  - Hastings 
Mclntire,  Russell  - Hastings 
Mclntire,  Waldean  C.  - Omaha 
McKinney,  Daniel  L.  - Omaha 
McKnight,  David  E.  - Kearney 
McLaughlin,  C.  W..  Jr.  - Omaha 
McLeay,  John  F.  - Omaha 
McMartin,  W.  J.  - Omaha 
McMillan,  Aaron  M.  - Omaha 
McMillan,  John  A.  - Hastings 
McMurtrey,  George  B.  - Omaha 
McNamara,  Lee  T.  - Omaha 
McNeill,  L.  S.  - Hastings 
McNulty,  Edward  A.  - Alliance 
McWhorter,  Clarence  A.  - Omaha 
Mead,  Beverley  - Omaha 
Meckel,  Ben  R.  - Burwell 
Medlar,  Clyde  Averj’  - Columbus 
Meissner,  Richard  - Omaha 
Melcher,  W,  H.  - Omaha 
Melcher,  Wm.  C.  - Omaha 
Menolascino,  Frank  J.  - Omaha 
Mergens,  D.  N.  - Omaha 
Merrick,  A.  J.  - Fremont 
Messer,  Robert  H.  - Omaha 
Metcalf,  Dormand  E.  - Gordon 
Meyer,  Roger  - Utica 
Me>'ers,  V.  Wm.  - Omaha 
Miller.  Daniel  - Omaha 
Miller.  Fletcher  A.  - Omaha 
Miller.  Harold  B.  - Lincoln 
Miller,  N.  R.  - Lincoln 
Miller,  Otis  W.  - Ord 
Miller.  Samuel  D.  - Lincoln 


Name  and  Town 

Miller.  Warren  R.  - Columbus 
Millett,  G.  J.  - Fremont 
Minard,  David  W.  - Omaha 
Minthom,  Murray  F.  - Omaha 
Minnick,  Clarence  - Cambridge 
Misko,  George  - Lincoln 
Mitchell.  Howard  E.  - Lincoln 
Mitchell.  John  R.  - Omaha 
Mnuk,  F.  J.  - Omaha 
Moell,  L.  Dwight  - Beatrice 
Moessner,  Samuel  F.  - Lincoln 
Mongeau,  D.  C.  - Grand  Island 
Moody,  W.  B.  - Omaha 
Moon,  Chas.  F.  - Omaha 
Moore,  Ralph  C.  - Omaha 
Moore,  Robert  F.  - Lincoln 
Moore.  Y.  Scott  - Lincoln 
Mooring.  Paul  K.  - Omaha 
Moragues,  Vincent  - Omaha 
Moran,  C.  S.  - Omaha 
Morgan,  D.  H..  Sr.  - McCook 
Morgan.  Donal  H..  Jr.  - McCook 
Morgan,  Harold  S.  - Lincoln 
Morgan,  R.  J.  - Alliance 
Morgan.  Roland  R.  - Cambridge 
Morris,  Haskel  - Omaha 
Morrison,  Wm.  H.  - Omaha 
Morrow’,  B.  E.  - Seward 
Morrow,  H.  H.  - Fremont 
Morrow,  Law’rence  - Tekamah 
Morrow.  Paul  N.  - Omaha 
Morton,  H.  B.  - Lincoln 
Moss,  R.  A.  - Lincoln 
Mountford,  F.  A.  - Davenport 
Mountford.  Stanley  - Millard 
Muehlig,  G.  Kenneth  - Omaha 
Muehlig,  Wilbur  A.  - Omaha 
Mueller,  Albert  - Kearney 
Mueller,  R.  F.  - Lincoln 
Muffly,  Charles  G.  - Pender 
Muffly,  Robert  B.  - Omaha 
Mulcahy,  Gabriel  - Omaha 
Mullmann,  Arnold  J.  - Oakland 
Mundt.  Willis  - Omaha 
Munger,  A.  D.  - Bullhead  City,  Ariz. 
Munger,  Horace  V.  - Lincoln 
Murphy,  Albert  V.  - Omaha 
Murphy.  Chas,  M.  - Omaha 
Murphy,  J.  Harr>*  - Omaha 
Murphy,  Jerome  P.  - Omaha 
Murphy,  John  E.  - Aurora 
Murphy,  Robert  E.  - Omaha 
Murray,  Don  E.  - Hastings 
Murray,  Robert  G.  - Omaha 
Muskin.  Nathan  - Omaha 
Musselman.  Merle  M.  - Omaha 
Myers,  H.  Dey  - Schuyler 
Nabity,  Stanley  N.  - Grand  Island 
Nagengast,  Delwj’n  J.  - Bloomfield 
Nakamura,  Tatsumi  - CrawiTord 
Nebe,  Frederick  M.  - Lincoln 
Neely.  J.  Marshall  - Lincoln 
Neely,  Orvis  A.  - Lincoln 
Neil,  Stanley  R.  - Niobrara 
Neis,  Delbert  D.  - Omaha 
Neligh,  Rosalie  B.  - Council  Bluffs, 


Iowa 

Nelson, 

c. 

C.  - Fremont 

Nelson, 

F. 

C.  - Omaha 

Nelson, 

J. 

C.  - Wymore 

Nelson,  Lyle  - Crete 
Nelson,  O.  B.  - Scribner 
Nemec,  C.  J.  - Omaha 
Neu.  Harold  N.  - Omaha 
Neumayer.  Francis  - Lincoln 
Newell  Charles  H.  - Lincoln 
Nicholson.  Ralph  - Holdrege 
Niehaus,  Fredrich  W.  - Omaha 
Niehaus,  Karl  F.  - Omaha 
Niehaus,  William  C.  - David  City 
Niehus,  Wm.  B.  - North  Platte 
Nilsson.  Donald  C.  - Omaha 
Nolan,  James  R.  - Omaha 
Norall,  Victor  D.  - Lexington 
Nordlund,  Harold  M.  - York 
Norman,  Chester  L.  - Lincoln 
Norton,  Robert  - Yutan 
Novak,  Wm.  F.  - Omaha 
Nuss,  H.  V.  - Sutton 
Nutzman,  Wm.  E.  - Kearney 
Nye,  Dan  A.  - Kearney 
Nye,  Wm.  F.  - Lincoln 
Oba,  Calvin  M.  - Scottsbluff 
Oberst,  Byron  B.  - Omaha 
Obert,  Francis  - Red  Cloud 
Offerman,  A.  J.  - Omaha 
O’Hearn.  J.  J.  - Omaha 
Ohme,  K.  A.  - Mitchell 
O’Holleran,  Lloyd  S.  - Sidney 
Olney,  Richard  C.  - Lincoln 
Olney,  Robert  C.  - Lincoln 
Olnhausen,  Ronald  W.  - Omaha 
Olson,  Leland  J.  - Omaha 
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Name  and  Town 

Olson,  Raymond  H.  - Alliance 
Olsson,  P.  Bryant  - Lexington 
O’Neil,  John  R.  - Clarkson 
O’Neil,  Gerald  C.  - Omaha 
O’Neil,  James  J.  - Omaha 
Organ.  Claude  H.  - Omaha 
Osborn,  Leslie  - Rockford.  111. 
Osborne.  Robert  G.  - Noitolk 
Owen.  Bemard  A.  - Hay  Springs 
Owens,  C.  A.  - Tucson,  Ariz. 

Palmer.  Janet  Forbes  - Lincoln 
Pankau,  J.  B.  - Dalton 
Pantano,  Anthony  R.  - Omaha 
Panzer,  H.  J.  - Bassett 
Papenfuss,  Harlan  L.  - Lincoln 
Parkison.  Donald  E.  - Millai'd 
Parks,  Dean  L.  - Military  Service 
Paul,  Ralph  - Lincoln 
Paulson,  H.  O.  - Lincoln 
Paustian,  Frederick  F.  - Omaha 
Pavelka,  Donald  - Omaha 
Pearse,  Warren  H.  - Omaha 
Peaitree.  Sherwood  P.  - Omaha 
Peck.  James  - Kearney 
Pedei-son,  E.  Stanley  - Omaha 
Peetz,  Dwaine  J.  - Neligh 
Pemberton,  John  W.  - Omaha 
Penner,  Donald  - Beatrice 
Penner,  Elmer  - Beatrice 
Penor,  Robert  - Chadron 
Penry,  R.  E.  - Hebron 
Pepper,  Maurice  L.  - Omaha 
Perrin,  Theodore  - Omaha 
Periy,  S.  H.  - Omaha 
Pestal,  Joe  - Rawlins,  Wyo. 

Peters,  G.  E.  - Randolph 
Peters,  Richard  - Omaha 
Peterson,  Margaret  - Omaha 
Peterson,  Paul  L.  - Lincoln 
Peterson,  Ronald  - Omaha 
Peterson,  Theo.  A.  - Holdrege 
Pinkerton.  Clifford  C.  - North  Platte 
Pinne,  Geo.  F.  - Omaha 
Pinney,  Geo.  L.  - Hastings 
Pirotte,  Richard  A.  - Omaha 
Pitsch,  Richard  M.  - Seward 
Place,  Geo.  E.  - Lincoln 
Placek,  Louis  T.  - Omaha 
Pleiss,  Joseph  A.  - Omaha 
Podlesak,  James  I.  - Lincoln 
Poepsel,  Howard  F.  - Omaha 
Pogge,  Raymond  - Lincoln 
Pollack,  John  D.  - Norfolk 
Porter,  John  W.  - Beatrice 
Porterfield,  John  F.  « Lincoln 
Post,  George  P.  - Bridgeport 
Potter,  Stanley  E.  - Omaha 
Potthoff,  Carl  J.  - Omaha 
Potts,  L.  C.  - Grant 
Pratt.  Peyton  T.  - Omaha 
Prems.  Evald  - Holdrege 
Prentice,  O.  D.  - Morrill 
Prescher,  Donald  A.  - Omaha 
Prince,  Donald  F.  - Minden 
Profitt,  J.  Alfred  - Grand  Island 
Pruner,  A.  C.  - Omaha 
Pullman,  George  R.  - Omaha 
Purvis,  Donald  - Lincoln 
Pyle,  B.  W.  - Gothenburg 
Quick,  Robert  - Crete 
Quinlan.  Maurice  F.  - Omaha 
Quiring.  Henry  J.  - Omaha 
Racines,  J.  Y.  - Grand  Island 
Radin,  Robert  V.  - Lyons 
Raines,  Max  M.  - North  Platte 
Ramsay,  James  E.  - Atkinson 
Ranee,  Wm.  T.  - Omaha 
Rasgoi*shek,  R.  H.  - Omaha 
Rasmussen,  John  A.  - Omaha 
Rasmussen,  Robert  - Chadron 
Rath,  Hans  - Omaha 
Rath.  Otto  G.  - Omaha 
Rathbun,  Sanford  M.  - Beatrice 
Rathbun,  S.  R.  - Sidney 
Read,  Paul  S.  - Omaha 
Reardon,  Wm.  - St.  Edward 
Redfield,  J.  B.  - North  Platte 
Redgwick,  J.  P.  - Omaha 
Reed,  E.  B.  - Lincoln 
Reed,  Paul  A.  - Deshler 
Reeder.  Grant  - Fremont 
Reeder,  Robert  C.  - Fremont 
Reeder,  Wm.  J.  - Cedar  Rapids 
Reedy,  Wm.  J.  - Omaha 
Rees.  Barney  B.  - Omaha 
Reese,  S.  O.  - Lincoln 
Reeve,  Chas.  L.  - Lincoln 
Reeves,  E.  Howard  - Scotia 
Reichstadt.  Paul  F.  - Omaha 
Reighter.  Kenneth  M.  - Omaha 
Reiner,  Walter  M.  - Holdrege 
Reisner,  James  G.  - Lincoln 
Retelsdorf,  C.  Lee  - Omaha 
Reynolds,  W.  E.  - South  Sioux  City 


Name  and  Town 

Richard,  Warren  E.  - Hastings 
Richards,  F.  L.  - Kearney 
Rickman,  James  H.  - Lincoln 
Riddell,  Ted  - Scottsbluff 
Rider,  E.  E,  - Orleans 
Rider,  Larry  - Lincoln 
Ries,  Gerald  - Omaha 
Rigby,  Perry  G.  - Omaha 
Ring,  Floyd  O.  - Union 
Robertson,  Geo.  E.  - Omaha 
Roffman,  Larry  - Omaha 
Rogers  E.  A.  - Lincoln 
Root,  Charles  M.  - Omaha 
Rose.  Forrest  I.  - Lincoln 
Rose.  Kenneth  D.  - Lincoln 
Rosenau,  J.  A.  - Scottsbluff 
Rosenau,  Oliver  P.  - Cozad 
Rosenlof,  R.  C.  - Kearney 
Roth,  Wm.  F.  - Omaha 
Rounsborg,  Harold  - Oshkosh 
Rouse,  James  W.  - Omaha 
Rubnitz,  A.  S.  - Omaha 
Rudolph,  Larry  - David  City 
Ruffing,  John  J.  - Hemingford 
Rumbolz,  Wm.  L.  - Omaha 
Runco,  Vincent  - Omaha 
Rundquist,  R.  B.  - Columbus 
Runty,  H.  D.  - DeWitt 
Rustad,  Elliott  L.  - Lincoln 
Rutt,  Fred  J.  - Hastings 
Ryder,  James  E.  - Omaha 
Sage,  John  C.  - Omaha 
Sallenbach,  Donald  H.  - Gibbon 
Salter,  George  B.  - Norfolk 
Samuelson,  Myron  E.  - Wymore 
Sanderson,  D.  D.  - Lincoln 
Sasse,  Carl  W.,  Jr.  - Omaha 
Sauer,  L.  E.  - Tekamah 
Saults,  Chas.  F.  - Mullen 
Sawders,  Gordon  E.  - North  Platte 
Schabauer,  E.  A.  - Plainview 
Schack,  Colin  B.  - Omaha 
Schenken,  Jerold  R.  - Omaha 
Schenken.  John  R.  - Omaha 
Scherer,  Robert  H.  • West  Point 
Schlichtemier,  J.  P.  - Omaha 
Schmitz,  Gerhard  - Scottsbluff 
Schmitz,  Wm.  H.,  Jr.  - Omaha 
Schmitz.  W.  H.,  Sr.  - Omaha 
Scholz,  Jack  V.  - Omaha 
Schreiner,  Gilbert  C.  - Omaha 
Schultz,  Lloyd  - Omaha 
Schutz,  John  C.  - Tecumseh 
Schwedhelm,  A.  J.  - Norfolk 
Schwertley,  F.  J.  - Omaha 
Scott,  John  W.  - Omaha 
Scott,  Joseph  C.  - Omaha 
Scott,  Monte  M.  - Kearney 
Scott,  Nathaniel  C.  - Omaha 
Scott,  Paul  M.  - Auburn 
Scott-Miller,  James  R.  - Omaha 
Sehnert,  Keith  W.  - Lincoln 
Seiver,  C.  P.  - Fremont 
Seng,  O.  L.  - Alliance 
Seng,  Willard  G.  - Oshkosh 
Serbousek,  Richard  - Atkinson 
Serbousek,  Stanley  A.  - Chadron 
Shaffer,  Harry  D.  - Lincoln 
Shamberg,  Alfred  H.  - Kimball 
Shank,  F.  W.  - McCook 
Shannon,  D.  D.  - Alliance 
Shapiro,  Irving  - Omaha 
Sharrar,  Lynn  - Lincoln 
Shaughnessy,  E.  J.  - North  Platte 
Shaw,  W.  L.  - Reseda,  Calif. 
Shearer,  W.  L.  - St.  Paul,  Minn. 
Shiffermiller,  Floyd  H.  - Ainsworth 
Shopp.  Bryce  G.  - Imperial 
Shramek,  C.  J.  - Omaha 
Shreck,  H.  W.  - Hastings 
Sievers,  Rudolph  - Blair 
Simanek,  Geo.  F.  - Colorado  Springs 
Colo. 

Simic,  Wm.  J.  - Alma 
Simmons,  Eugene  E.  - Omaha 
Simon,  Nathan  - Lincoln 
Simonds,  Francis  - Omaha 
Simons,  Milton  - Omaha 
Sinnott,  John  J.  - Omaha 
Sitorius,  Rodney  A.  - Cozad 
Sjogren,  Merle  - Omaha 
Skoog,  Donald  P.  - Omaha 
Skoog-Smith,  Anton  W.  - Omaha 
Skworcow,  George  - Lincoln 
Slabaugh,  Robert  A.  - Omaha 
Slavik,  Edward  R.  - Omaha 
Sloss,  Pierce  T.  - Grand  Island 
Slunicko,  Jules  A.  - Ralston 
Slutzky,  Ben  - Omaha 
Smith,  Arthur  L.,  Jr.  - Lincoln 
Smith,  Clifford  L.  - Omaha 
Smith,  Dorothy  I.  - Omaha 
Smith,  Edgar  H.  - Omaha 
Smith,  Edward  J.  - Omaha 


Name  and  Town 

Smith,  Fay  - Omaha 
Smith,  Francis  D.  - Omaha 
Smith,  Harold  G.,  Jr.  - Fremont 
Smith,  Harold  V.  - Kearney 
Smith,  John  W.  > Omaha 
Smith,  L.  R.  - Kearney 
Smith,  Richard  D,  - Omaha 
Smith,  Robert  C.  - Hastings 
Smith,  Roy  J.  - Albion 
Smith,  Thomas  T.  - Omaha 
Sobota,  Joseph  E.  - Omaha 
Sojka,  Louis  A,  - Columbus 
Solomon,  W.  W.  - Omaha 
Sorensen,  C.  N.  - Scottsbluff 
Sorensen.  Robert  - Fremont 
Sorrell,  Michael  - Out  of  State 
Soule,  Mary  A.  - Omaha 
Spencer,  Berl  - Ogallala 
Spethman,  Gerald  - Albion 
Spivey,  C.  D.  - Anselmo 
Srb,  A.  F.  - Omaha 
Srb,  G,  J,  - Dodge 
St.  Aubin,  Paul  M.  - Omaha 
Stafford.  G.  E.  - Lincoln 
Staley,  Sanford  O.  - Kearney 
Stappenbeck,  Alfred  P.  - Humboldt 
Starr,  Philip  H.  - Omaha 
Statton,  R.  F.  - Lincoln 
Stearns,  R.  J,  - Omaha 
Steenburg,  E.  A.  - Aurora 
Steenburg,  E.  K.  - Washington.  D.C. 
Steenburg.  Houtz  G.  - Aurora 
Steffens,  L.  C.  - Kearney 
Stehl.  C.  H.  L. -Norfolk 
Stein,  Robert  J.  - Lincoln 
Steinberg,  M.  M.  - Omaha 
Stemper,  Jack  M.  - Lincoln 
Stevenson,  B.  M.  - Kearney 
Stevenson.  Edward  - North  Platte 
Stewart,  Frank  A.  - Lincoln 
Stewart,  Geo.  J.  - Norfolk 
Stewart,  H.  C.  - Pawnee  City 
Stivrins,  Kazimirs  - Lincoln 
Stivrins,  Patricia  Cole -Lincoln 
Stone,  F.  P.  - Lincoln 
Stonecypher,  D.  D.  - Nebraska  City 
Stoner,  Maurice  E.  - Omaha 
Storter,  Barry  - Omaha 
Stout,  Kenneth  C.  - Benkelman 
Stover,  Lee  - Lincoln 
Strough,  LaVern  C.  - Omaha 
Stryker,  Robert  M.  - Omaha 
Sturdevant,  Clinton  E.  - North  Platte 
Suegang,  F.  P.  - Alliance 
Sucha,  Eugene  L.  - West  Point 
Sucha,  Merlin  L.  - Schuyler 
Sucha.  W.  L.  - Omaha 
Sullivan,  James  F.  - Omaha 
Sullivan,  M.  M.  - Spalding 
Sundell,  Ray  - Omaha 
Surber,  E.  G.  - Norfolk 
Svehla,  Richard  B.  - Omaha 
Swab,  Chas.  M.  - Omaha 
Swab,  Elizabeth  M.  - Omaha 
Swenson,  Samuel  A.,  Jr.  - Omaha 
Synhorst.  Robert  B.  - Lincoln 
Taborsky,  A.  F.  - Lincoln 
Takenaga,  R.  T.  - North  Platte 
Tamisiea,  Jerry  X.  - Omaha 
Tanner,  Frank  H.  - Lincoln 
Tanner,  John  W.  - Omaha 
Taylor,  Bei’nie  D.  - North  Platte 
Taylor,  Bowen  E.  - Lincoln 
Taylor,  H.  A.  - Lincoln 
Taylor,  R.  J.  - Omaha 
Taylor,  Robt.  R.  - Ogallala 
Taylor,  Robt.  W.  - Beatrice 
Taylor,  Willis  H.,  Jr.  - Omaha 
Teal.  F.  F.  - Lincoln 
Teal.  Fritz  - Lincoln 
Tennant.  H.  S.  - Stanton 
Tenney,  Lloyd  E.  - Lincoln 
Thayer,  James  E.  - Sidney 
Therien,  R.  C.  - Omaha 
Thierstein,  S.  T.  - Lincoln 
Thomas,  Chas.  W.  - Wymore 
Thomas,  Conrad  - Longview,  Texas 
Thomas,  John  M.  - Omaha 
Thomas,  R.  L.  - Lincoln 
Thompson,  Dorothy  - Omaha 
Thompson,  John  C.  - Lincoln 
Thompson,  John  R.  - Lincoln 
Thompson,  Lynn  W.  - Omaha 
Thorough,  Paul  H.  - Lincoln 
Tibbels,  R.  H.  - Oakland 
Tollefson,  Richard  L.  - Wausa 
Tollman,  J.  P.  - Omaha 
Tomhave,  Wesley  G.  - Lincoln 
Toren,  Richaid  C.  - Lincoln 
Tranisi,  Carl  P.  - Omaha 
Travnicek,  F.  G.  - Wilbur 
Troester,  O.  M.  - Hampton 
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Name  and  Town 

Troester.  Otto  S.  - Lincoln 
Troia,  Carl  J.  - Omaha 
Truhlsen,  Stanle>*  M.  - Omaha 
Tucker.  J.  Guy  - Alexandria 
Tunakan.  Bulent  > Omaha 
Turner,  Robert  - Omaha 
Tyson.  R.  W.  - Murray 
Underriner.  Robert  E.  - Omaha 
Underwood,  Geo.  R.  - Lincoln 
Van  Voorhis,  Lee  W.  - Iowa  City. 

Iowa 

Va  Verka.  James  W.  - Omaha 
Verges  C.  J.  - Norfolk 
Verges.  Val  C.  - Norfolk 
Vetter.  J.  G.  - Omaha 
Vickery,  Robert  D.  - Omaha 
Vlach,  C.  J.  - Hartington 
Waddell.  J.  C.  - Beatrice 
Waddell,  W.  W.  - Beatrice 
Waggener,  J.  T.  - Adams 
Waggener.  Ronald  E.  - Omaha 
Wagner,  Daniel  • Omaha 
Wagner,  Loyd  - Sioux  Falls.  S.D. 
Waite.  Chas.  - Norfolk 
Waldbaum.  Milton  G.  - Omaha 
Walker.  H.  H.  - Loma  Linda.  Calif. 
Walker,  Hiram  R.  - Kearney 
Wallace.  Hobart  E.  - Lincoln 
Wallace,  Stephen  E.  - Wahoo 
Walling.  Gail  E . -Omaha 
Walsh,  E.  M.  - Omaha 
Waltemath.  Glenn  - North  Platte 
Walvoord,  Carl  A.  - Omaha 
Wanek,  Frank  W.  - Gordon 
Ward,  Vernon  - Kearney 
Ware,  Frederick  - Omaha 
Waring,  F.  Thomas  - Fremont 
Warner,  Ruth  - Lincoln 
Waters,  Chester  H.,  Jr.  - Omaha 
Waters,  Chester  H.,  Sr.  - Omaha 
Waters,  Henr>*  G.  - Omaha 


Name  and  Town 

Waters,  Robert  W.  - O’Neill 
Watke,  Fred  M.  - Omaha 
Watland,  Dean  C.  - Omaha 
Watson,  Don  P.  - Grand  Island 
Watson,  Donald  - Gordon 
Watson,  E.  A.  - Grand  Island 
Watson,  E.  A.  - Lexington 
Watson,  Victor  R.  - Seward 
Wax,  James  I.  - Omaha 
Way,  Charles  W.  - Wahoo 
Weaver,  Walt  - Lincoln 
Webb,  Adin  H.  - Lincoln 
Weber,  C.  R.  - Hastings 
Webman,  Arnold  I.  - Lincoln 
Webster,  F.  S.  - Lincoln 
Weekes,  Thomas  L.  - Nebraska  City 
Weeks,  Davis  D.  - Omaha 
Wegner,  E.  S.  - Lincoln 
Weiler,  Leo  F.  - Military*  Ser\'ice 
Weingarten,  William  H.  - Omaha 
Welch,  Geo.  L.  - Hastingrs 
Weldon,  R.  C.  - Nebraska  City 
Wendt,  Bernard  F.  - Lincoln 
Wengert,  D.  B.  - Fremont 
Westbrook,  Robert  I.  - Sargent 
Westmore,  John  - Omaha 
Weston,  Ir\’ing  E.  - Lincoln 
Weyhrauch,  William  - Lincoln 
Whitlock,  H.  H.  - Lincoln 
Whitney,  Mark  L.  - Lynch 
Wiedman,  J.  G.  - Lincoln 
Wiedman,  Wilbur  G.  - Lincoln 
Wigton,  Robert  S.  - Omaha 
Wilcox.  C.  W.  - Ansley 
Wilcox,  Malcolm  B.  - Kearney 
Wildhaber,  W.  T.  - Beatrice 
Wiley,  Stuart  P.  - Gering 
Wilhelm,  Wesley  G.  - Ogallala 
Wilhelmj,  C.  M.,  Jr.  - Omaha 
W'ilkie,  Louis  J.  - Omaha 
Wilkinson,  Donald  E.  - Alliance 


Name  and  Town 

Williams,  A.  Ruth  - Omaha 
Williams,  C.  R.  - Syracuse 
Williams,  Jon  T.  - Lincoln 
Williams,  Martin  P.  - Ashland 
Williams,  Perry  T.  - Omaha 
Williams,  Russell  R.  - Omaha 
Wilson,  Carlyle  E.  - Omaha 
Wilson,  D.  J.  - Omaha 
Wilson,  Nat  J.  - Lincoln 
Wilson.  Rex  W.  - O’Neill 
Wilson,  Richard  B.  - Omaha 
Wisman,  Jack  - North  Platte 
Wittson,  Cecil  L.  - Omaha 
Wood,  Maynard  A.  - Lincoln 
Woodard,  J.  M.  - Aurora 
Woodin.  J.  G.  - Grand  Island 
Woodruff,  Bradley  - Grand  Island 
Woodward,  James  - Lincoln 
Worthman.  H.  W.  - Louisville 
Worthman,  John  - West  Point 
Woytassek,  Leonard  E.  - Lincoln 
Wright,  W.  D.  - Omaha 
Wright,  Wm.  E.  - Creighton 
Wullschleger,  Otto  - Norfolk 
Wurl,  Otto  A.  - Omaha 
Wycoff,  Ray  S.  - Lexington 
Wyrens.  Raymond  J.  - Omaha 
Yaw,  El  wood  E.  • Imperial 
Yoachim.  Wm.  P,  - Fairbury 
Yost.  Howard  - Fremont 
Yost,  John  G.  - Hastings 
Yost,  John  F.  - Military  Service 
Young,  George  A.  - Omaha 
Zahller,  F.  Marshall,  Jr.  - Omaha 
Zarbano,  Sebastian  • Omaha 
Zastera,  J.  R.  - Omaha 
Zeman,  E.  D.  - Lincoln 
Ziegler,  R.  G.  - North  Platte 
Zimmer,  Clarence  - Friend 
Zlomke,  Wayne  - Ord 
Zoucha,  Adam  E.  - Omaha 
Zukaitis,  Raymond  R.  - Ralston 
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A Message  about  Health  from 


Enrollment  Closes  Soon! 

Major  Coverage  for  Physicians  and  Group 
Coverage  for  Employees 


These  new  Blue  Cross  / Blue  Shield 
plans  for  physicians  and  their  employ- 
ees at  group  rates  provide  substantial 
savings  over  the  cost  of  similar  cover- 
ages on  an  individual  basis. 

The  enthusiastic  response  to  these  new 
programs  points  up  the  need  for  this 
type  of  coverage  by  members  of  the 
Nebraska  medical  profession. 


closed  sometime  in  the  near  future, 
and  we  urge  you  to  act  now. 

Either  mail  in  the  appointment  card 
you  received  in  September  or  call  or 
write  and  tell  us  when  it  will  be  conve- 
nient to  have  our  representative  call. 

This  comprehensive  program  has  the 
approval  of  the  Nebraska  State  Medi- 
cal Association. 


Unfortunately,  it  is  not  possible  for 
Blue  Cross/Blue  Shield  to  offer  this 
coverage  on  an  open  enrollment  basis. 
Consequently,  enrollmentwill  be 


Nebraska  Blue  Cross /Blue  Shield 


BLUE  CROSS/BLUE  SHIELD 


IDENTIFICATION  CARD 


tmctirt  atit 


BUE  cmss  HOSPITAL  cevEmGE 


■■ 


BLUE  SHIEID  MEDICAL  - SURGICAL  COVERAGE 


America’s  No.1  “Get  Well”  Card 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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Frankly,  most  antihyper- 
tensives are  pretty  good  if 
you  give  an  adequate  dose. 
I’m  looking  for  one  with  a 
simple  regimen  so  that  mix- 
ups  in  doses  and  therefore 
the  chance  of  side  effects 
are  minimized. 


Regroton* 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

f-  Avaifabifity:  Bottles  of  100  and  1000  tablets. 

k^Geigy 


what 

time 


For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


ifetime 
to  tine. 


Tuberculin, 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


is  it? 
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REPRINTS 
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i Technical  Article  8 

X Are  a direct  presentation  of  research  S 
X and  a valuable  supplement  X 

X to  any  doctor's  library.  § 
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“I  don’t  think  you’ve  noticed,  Doctor,  I’m 
standing  under  the  mistletoe!” 


Medicinews 

Greeting  Cards  Benefit  Project  Hope — 

Greeting  cards  with  the  authentic  spirit 
of  hope  are  being  offered  again  this  year  for 
the  holiday  season  by  The  People-to-People 
Health  Foundation,  Inc.  Not  only  do  the 
cards  carry  the  seasonal  message  of  hope, 
but  proceeds  from  the  sale  of  the  cards  will 
benefit  Project  HOPE,  sponsor  of  the  hos- 
pital ship  S.  S.  HOPE  and  shore-based  medi- 
cal clinics  on  three  continents. 

The  S.  S.  HOPE  is  staffed  by  American 
physicians,  dentists,  nurses  and  technicians, 
many  of  whom  serve  without  pay.  The 
Project  is  supported  by  the  generosity  of 
American  industry  and  individuals. 

The  HOPE  greeting  cards,  for  the  first 
time  this  year,  will  be  offered  in  tv'o  styles, 
one  traditional  and  the  other  modern.  The 
cards  come  20  to  a box  and  may  be  purchased 
for  $3.75  a box.  For  orders  of  ten  or  more 
boxes,  the  price  is  $2.50  each.  Imprinting 
of  names  is  offered  at  an  additional  60  cents 
per  box.  The  cards  may  be  ordered  from: 
Project  HOPE,  Washington,  D.C.  20007. 


Diet  and  Heart  Disease — 

A substantial  reduction  in  heart  disease 
was  reported  recently  for  a group  of  814 
New  York  men,  ages  40  to  59,  who  stayed 
on  a diet  low  in  cholesterol  and  saturated 
fats  for  a period  of  five  years.  The  inci- 
dence of  coronary  heart  disease  was  only  one 
third  as  great  in  the  above  group  as  that 
among  a control  group  of  463  men  in  the 
same  age  bracket. 

The  study,  conducted  by  the  Bureau  of 
Nutrition  of  the  New  York  City  Health  De- 
partment, was  designed  to  test  the  theory 
that  reducing  cholesterol  and  saturated  fats 
will  result  in  the  reduction  of  coronary  heart 
disease. 


Child  Aspirin — 

The  Food  & Drug  Administration  will  soon 
call  a conference  to  discuss  the  placing  of  a 
limitation  on  pills  per  bottle  of  children’s 
aspirin,  as  recommended  by  the  House  Inter- 
state and  Foreign  Commerce  Committee. 
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Nebraska 


State  Med  ical 


Association 


Officers  and  Committees 


OFFICERS 

Dan  A.  Nye.  Kearney  President 

Robert  J.  Morgan,  Alliance  President-Elect 

C.  B.  Dorwart,  Sidney  Vice  President 

Horace  V.  Munger,  Lincoln  Secretary-Treasurer 

Kenneth  Neff,  Lincoln  Executive  Secretary 


BOARD  OF  TRUSTEES 


C.  N.  Sorensen.  Chm.  Scottsbluff 

R.  Russell  Best  Omaha 

Horace  V.  Munger  Lincoln 

H.  V.  Nuss  Sutton 

George  B.  Salter Norfolk 


Delegates  — Earl  Leininger,  McCook  ; J.  R.  Schenken.  Omaha 
Alternates  — W.  C.  Kenner.  Nebraska  City  ; H.  S.  Morgan,  Lincoln 


COUNCIL  ON 
PROFESSIONAL  ETHICS 


Paul  M.  Bancroft,  Chm.  Lincoln 

A.  A.  Ashby Geneva 

Walter  Benthack  Wayne 

Leo  T.  Heywood  Omaha 

C.  B.  Dorwart  Sidney 

STANDING  COMMITTEES 
Advisory  to  Auxiliary 
E,  G.  Brillhart,  Chm.  Columbus 

G.  Kenneth  Muehlig Omaha 

Clinton  B.  Dorwart  Sidney 

Otis  Miller  Ord 

J.  Whitney  Kelley  Omaha 

John  A.  Brown  III  Lincoln 

Allied  Professions 

R.  Pitsch,  Chm.  Seward 

Kenneth  R.  Dalton  Genoa 

E.  G.  Brillhart  Columbus 

Wallace  E.  Engdahl  Omaha 

Wm.  T.  Griffin  Lincoln 

Wm.  Doering  Franklin 

Blood  and  Blood  Products 

Harlan  Papenfuss,  Chm. Lincoln 

Theodore  Perrin Omaha 

Donald  P.  Skoog  Omaha 

W.  O.  Brown  Scottsbluff 

Arthur  Larsen  Omaha 

Harold  Dahlheim  Norfolk 

Cancer 

Wm.  V.  Glenn.  Chm. Falls  City 

Michael  Sorrell  Tecumseh 

Henry  M.  Lemon  Omaha 

S.  M.  Rathbun  Beatrice 

Howard  Hunt  Omaha 

Leo  T.  Heywood  Omaha 

Civil  Defense  and  Disaster 

George  N.  Johnson,  Chm.  Omaha 

J.  P.  Heinke Scottsbluff 

John  G.  Wiedman  Lincoln 

I.  M.  French  Wahoo 

Max  M.  Raines  North  Platte 

R.  E.  Penry Hebron 

Constitution  and  By-Laws 

H.  D.  Kuper,  Chm.  Columbus 

William  Gentry  Gering 

Samuel  Moessner  Lincoln 

Houtz  Steenburg  Aurora 

R.  L.  Cassell  Fairbury 

Barney  Rees  Omaha 

Continuing  Committee  on 
Medical  Practice 

W.  R.  Miller,  Chm.  Columbus 

Guy  Matson  Lincoln 

Robert  W.  Herpolsheimer  Seward 

Bryce  Shopp  Imperial 

Richard  DeMay  Grand  Island 

W.  P.  Jensen  Omaha 

Diabetes 

Morris  Margolin,  Chm.  Omaha 

Wm.  J.  Reedy  Omaha 

Chas.  Carignan,  Jr.  Ravenna 

J.  Wm.  Hervert  Lincoln 

John  Bengtson  Lincoln 

Willard  G.  Seng  Oshkosh 

Health  Education  in  Schools 
and  Colleges 

S.  I.  Fuenning,  Chm.  Lincoln 

Paul  Bancroft  Lincoln 

H.  V,  Smith Kearney 

H.  W.  Shreck Hastings 

S.  M.  Rathbun Beatrice 

R.  C.  Rosenlof Kearney 

Interim : 

Ray  Hill  Seward 

J.  P.  Heinke  Scottsbluff 

Warren  Bosley Grand  Island 

Robert  Wigton  Omaha 

B.  N.  Greenberg  York 

Hospital  and  Professional 

Relations 

Russell  Brauer,  Chm.  Lincoln 

John  Brush  Omaha 

L.  H.  Hoevet  Chadron 

Howard  Yost  Fremont 

E.  J.  Loeffel  Mitchell 

Leslie  I.  Grace  Blair 


Insurance 

Frank  Cole,  Chm.  Lincoln 

James  Thayer  Sidney 

Fay  Smith  Omaha 

Paul  Maxwell  Lincoln 

Paul  Scott  Auburn 

E.  M.  Walsh  Omaha 

Maternal  and  Child  Health 

Warren  G.  Bosley,  Chm. Grand  Island 

Hodsen  Hansen  Lincoln 

L.  R.  Smith  Kearney 

J.  A.  McMillan  Ha.stings 

Theo.  Koefoot  Broken  Bow 

William  Rumbolz Omaha 

Interim ; 

Harold  S.  Morgan  Lincoln 

Robert  F.  Getty North  Platte 

Robert  Benthack  Wayne 

Medical  Education 

Robert  C.  Rosenlof,  Chm. Keaimey 

R.  F.  Sievers  Blair 

Chas.  McLaughlin  Omaha 

Frank  Tanner  Lincoln 

J.  G.  Yost  Hastings 

Earl  F.  Leininger McCook 

Interim : 

Richard  Egan  Omaha 

Cecil  Wittson  Omaha 

Harold  Morgan  Lincoln 

Fay  Smith  Omaha 

Joseph  Holthaus  Omaha 

Medical  Service 

Louis  Gogela,  Chm. Lincoln 

John  D.  Hartigan  Omaha 

Merle  M.  Musselman  Omaha 

Dwight  Burney,  Jr.  Omaha 

E.  B.  Reed  Lincoln 

Chas.  W.  Landgraf,  Jr. Hastings 

Interim : 

0.  A.  Kostal  Hastings 

Henry  G.  Waters  Omaha 

Fritz  Teal Lincoln 

Occupational  and  Industrial 
Health 

G.  P.  McArdle.  Chm.  Omaha 

C.  M.  Wilhelmj,  Jr.  Omaha 

Barry  M.  Storter  Omaha 

R.  F.  Sievers  Blair 

Robert  Hillyer  Lincoln 

Joseph  Gross  Omaha 

Planning 

L.  S.  McNeill.  Chm.  Hastings 

H.  A.  McConahay  Holdrege 

Harley  Anderson  Omaha 

R.  F.  Sievers  Blair 

Donald  Purvis  Lincoln 

Bernard  Magid  Omaha 

Prepayment  Medical  Care 

Orvis  Neely,  Chm.  Lincoln 

Lee  Stover  Lincoln 

Vincent  Lynn  Geneva 

J.  J.  Grier  Omaha 

Clyde  Kleager  Hastings 

Public  Health 

R.  L.  Grissom,  Chm.  Omaha 

J.  Calvin  Davis  III  Omaha 

Edwin  D.  Lyman  Omaha 

E.  A.  Rogers  Lincoln 

H.  C.  Stewart Pawnee  City 

S.  I.  Fuenning  Lincoln 

Public  Relations 

Theo.  Koefoot,  Jr.,  Chm. Broken  Bow 

E.  D.  Zeman  Lincoln 

John  Coe  Omaha 

Max  M.  Raines  North  Platte 

Peyton  Pratt  Omaha 

Donald  E.  Matthews  Lincoln 

Mental  Health  and  Mental 
Retardation 

L.  I.  Grace,  Chm.  Blair 

John  Baldwin  Lincoln 

H.  C.  Henderson  Omaha 

Robert  Osborne  Norfolk 

1.  M.  French  Wahoo 

C.  H.  Farrell  Omaha 

Interim : 

J.  Whitney  Kelley Omaha 

LaVerne  C.  Strough  Omaha 

Chas.  Landgraf,  Jr.  Hastings 

Henry  G.  Waters Omaha 


Rehabilitation 


Frank  Stone,  Chm.  Lincoln 

R.  M.  House  Grand  Island 

D.  M.  Frost Omaha 

F.  S.  Webster  Lincoln 

J.  G.  Yost  Hastings 

John  M.  Thomas  Omaha 

Relative  Value  Study 

B.  R.  Bancroft.  Chm.  Kearney 

H.  E.  Mitchell  Lincoln 

Robert  Long  Omaha 

Harlan  Papenfuss  Lincoln 

James  E.  Ramsey  Atkinson 

Rural  Medical  Service 

R.  L.  Tollefson,  Chm.  Wausa 

Lyle  Nelson  Crete 

F.  A.  Mountford  Davenport 

Don  Eberle  Ogallala 

Robert  L.  Heins Falls  City 

Paul  Martin  Ord 

Scientific  Sessions 

Harold  Neu,  Chm.  Omaha 

Russell  Gorthey  Lincoln 

Merle  M.  Musselman  Omaha 

Bruce  F.  Claussen  North  Platte 

C.  R.  Brott  Beatrice 

R.  O.  Garlinghouse  Lincoln 

Interim : 

Paul  J.  Maxwell  Lincoln 

Chas.  Ashby  Geneva 

Tuberculosis  and  Other 
Respiratory  Diseases 

George  E.  Lewis,  Jr..  Chm. Lincoln 

Wm.  E.  Nutzman  Kearney 

J.  Hari-y  Murphy  Omaha 

John  L.  Batty  McCook 

Dean  McGee  Lexington 

Robert  H.  Scherer Wdst  Point 

Medicine  and  Religion 

J.  J.  Hanigan  Lincoln 

Horace  Giffen  Omaha 

Ray  Sundell  Omaha 

Dwaine  J.  Peetz  Neligh 

Merle  Sjogren  Omaha 

INTERIM  COMMITTEES 
Advisory  Committee  to  M.C.H. 

R.  C.  Reeder,  Chm.  Fremont 

L.  S.  McNeill  Hastings 

Richard  Garlinghouse  Lincoln 

E.  G.  Brillhart  Columbus 

H.  A.  McConahay  Holdrege 

Leo  T.  Heywood  Omaha 

Committe  on  Aging 

Chas.  Bonniwell,  Chm.  Omaha 

F.  Paustian  Omaha 

John  A.  Brown  III  Lincoln 

Walter  Weaver  Lincoln 

Vernon  Ward  Kearney 

Robert  G.  Osborne  Norfolk 

Joint  Committee  for  Improvement 
of  the  Care  of  the  Patient 
W.  C.  Kenner.  Chm.  Nebraska  City 

M.  P.  Brolsma  Lincoln 

Traffic  Safety 

Ralph  Moore,  Chm.  Omaha 

Kenneth  Kimball  Kearney 

George  B.  Salter  Norfolk 

Vern  F.  Deyke  Columbus 

P.  B.  Olsson  Lexington 

John  Porter  Beatrice 

Cardiovascular  Disease  Committee 

Richard  Booth,  Chm.  Omaha 

Bowen  Taylor  Lincoln 

Stephen  Carveth  Lincoln 

Robert  Grissom  Omaha 

Theo.  Hubbard  Omaha 

Joseph  Holthaus  Omaha 

Sub-Committee  on  Athletic  Injuries 

H.  W.  Shreck.  Chm.  Hastings 

Paul  Goetowski  Lincoln 

John  G.  Yost  Hastings 

S.  I.  Fuenning  Lincoln 

Bruce  F.  Claussen  North  Platte 

L.  C.  Steffens  Kearney 

Otis  Miller  Ord 

Gerald  Ries Omaha 

George  Sullivan.  R.P.T.  Lincoln 
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NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District : Councilor ; Leroy 

Lee.  Omaha.  Counties : Douglas, 
Sarpy. 

Second  District:  Councilor:  John 

T.  McGreer,  Jr.,  Lincoln.  Coun- 
ties : Lancaster.  Otoe,  Cass. 

Third  District:  Councilor:  Wm. 

Glenn,  Falls  City.  Counties : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  J.  T. 

Keown,  Pender.  Counties  : Knox, 
Cedar.  Dixon,  Dakota.  Antelope, 
Pierce.  Thurston,  Madison,  Stan- 
ton. Cuming,  Wayne. 

Fifth  District:  Councilor:  H.  D. 

Kuper,  Columbus.  Counties : Burt, 
Washington,  Dodge,  Platte,  Col- 
fax, Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  C.  L. 

Anderson,  Stromsburg.  Counties : 
Saunders,  Butler,  Polk,  Seward. 
York.  Hamilton. 

Seventh  District : Councilor : C.  F. 
Ashby,  Geneva.  Counties  : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District : Councilor : Rex 

Wilson.  O’Neill.  Counties : Cher- 
r>'.  Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith,  Kearney.  Counties : Hall, 
Custer,  ’Valley,  Greeley.  Sher- 
man. Howard,  Dawson,  Buffalo, 
Grant.  Hooker,  Thomas.  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District : Councilor : L.  S. 

McNeill,  Hastings.  Counties : 
Gosper,  Phelps,  Adams,  Furnas, 
Harlan,  Webster,  Kearney,  Red 
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Dawes. 
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Blood-glucose 
screening  for  ^ 
lOur  patients? 


■ because  “Abnormalities  of  glucose 

■ etabolism  are  among  the  [most 
ji)mmon]  encountered  in  clinical 
Jactice....”*  Simple,  quick,  econom- 

al  blood-glucose  screening 
ith  Dextrostix^  Reagent  Strips  is 
acticable  in  every  regular  physical 
(amination,  emergency  situation, 
pd  whenever  hypo-  or  hyper- 
lycemia  may  be  of  clinical 
gnificance  — for  “The  precision 
]id  accuracy  of  Dextrostix 
Tmeet  the  need  for  an  always 
jj/ailable  simple  screening 
I ethod. . . All  that  is  required 
ijir  screening  with 
{EXTROSTix  is  60  seconds 
I id  a globular  drop  of 
jiapillary  or  venous  blood. 

'bnormal  readings  will  be 
], valuable  aid  to  diagnosis; 
nrmals  will  help  you 
Rtablish  an  important 
iaseline  for  future  reference. 

iarks.  V..  and  Dawson,  A.: 

Vit.  M.  J.  7:293,  1965. 


)EXTROSTIX- 

. rovides  a clinically  useful 
ietermination  when  performed 
:ccording  to  directions" 

■ EXTROSTIX  is  not  intended  to  replace 
I e more  precise  analytical  laboratory  methods. 

t 

j 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AIV1ES 


09165 


For  those  who  cannot  cope  realistically  with  the  emotional  turmoil  and  stress  of  modern  living,  the 
physician  has  at  hand  many  valuable  psychotherapeutic  aids.  One  of  the  most  useful  is  Librium,  a 
pre-eminent  prescription  for  excessive  anxiety  in  this  modern  age.  

LIBRIUlVIfchlopdiazepoxide  HCI) 

5 mg  10  mg  25  mg  capsules  in  #50’s 


In  prescribing:  Dosage— Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients;  5 mg  b.i.d.  to  q.i.d.  Side  Effects:  Side  effects,  usually  dose-related,  include  drowsiness,  ataxia, 
minor  skin  rashes,  edema,  menstrual  irregularities,  nausea  and  constipation.  When  treatment  is  protracted,  blood  counts 
and  liver  function  tests  are  advisable.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual 
maintenance  dosages  should  be  determined.  Precautions:  Advise  patients  against  possibly  hazardous  procedures  until 
maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  combining  with  other  psychotropics, 
particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  in  long-term  treatment  and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symp- 
toms, similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur  upon  abrupt  cessation  after  prolonged  overdosage. 
Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for  pregnant  patients.  Supplied:  Capsules,  5 mg,  10  mg 


and  25  mg,  bottles  of  50. 


Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are; 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  —provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  ail  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available;  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


(color  charts 
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“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psj'chic  tension,  arising  from  constant 
encounters  with  stressful  situations. 


ous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 


When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
NEUROTIC  FATIGUE— the  clironic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psjxhotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ata.xia  or  oversedation.  Advise  patients  against  possibly  hazard- 


Side Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HCI. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  S to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
1 or  2 mg/day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 
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